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Abstract
Background: During the transition between prison and community, people are at greatly increased risk for adverse health outcomes.
This study describes a peer health mentoring program that supports women in the first 3 days after their release from a provincial
correctional facility in British Columbia.
Methods: We used a participatory health research framework to develop multimethod processes to describe the Unlocking the Gates
Peer Health Mentoring Program. Mentors are women with incarceration experience. Between 2013 and 2018, women released from
Alouette Correctional Centre for Women were invited to access the program. All program clients were invited to participate in the
surveys and interviews. We analyzed survey and interview data using descriptive analysis for quantitative data and content analysis
for qualitative data.
Results: There were 346 program contacts from 340 women over the study period. For every contact, a telephone interview was
conducted. Among the 346 contacts, 173 women met their mentor, of whom 172 (99.4%) completed the intake and consent forms. A
total of 105 women (61.0%) completed a program activity feedback survey at the end of the mentoring period. Women identified a range
of needed supports during the transition from prison to community, including access to clothing, social assistance, housing and health
care. Participants described a mix of emotions surrounding release, including excitement, anxiety, hope, and a wish for understanding
and support. Within 3 days of release, 49 participants (46.7%) had accessed a family physician, and 89 (84.8%) had accessed at least
1 community resource. Ninety-eight participants (93.3%) reported that their mentor assisted them in accessing community resources.
Interpretation: Peer health mentoring provides valuable, multifaceted support in helping women to navigate health and social
services and to meet their basic needs. Strengthening health supports during the transition from prison to community is critical to
promoting the health and well-being of women leaving prison.

O

n any given day, about 40 000 adults are imprisoned in Canadian correctional facilities.1 In Canada, the vast majority of people return to the community after weeks rather than years in prison.1 During the
transition between prison and community, people are at
greatly increased risk for poor health outcomes, harm and
death.2,3 Many who experience incarceration have histories
of unstable housing, low educational attainment, financial
insecurity and childhood trauma. 4–6 On release, people
often lack financial resources and adequate housing.7 People
who experience incarceration have a high burden of health
conditions including mental health issues, substance use,
and acute and chronic physical health conditions.8,9 Immediately after release, people face multiple challenges, which
may make it difficult to prioritize health.10 Compounding
this, people with a history of incarceration may experience
barriers to accessing health care, including discrimination
owing to their criminal justice involvement.7,11 Ensuring
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adequate support during this transition is critical from both
health and justice perspectives, as medical comorbidities
and poor health are linked with relapse to substance use7
and recidivism.5
Peers trained as health mentors can provide important
social and navigational support during this transition. In this
paper, we define peers as people with lived experience of
incarceration. Peers can act as role models and inspire
hope.12,13 Peers are uniquely positioned to develop empathetic,
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nondirective relationships and to support people to trust and
engage with services.12 Among people with substance use
disorder, there is evidence that peer support can increase
engagement with treatment, reduce relapse rates, improve
relationships with providers and enhance treatment experience.13 Peer support is also a fundamental component of
trauma-informed care.14
The purpose of this study was to describe the Unlocking
the Gates Peer Health Mentoring Program,15 which supports
women in the first 3 days after release from prison. The
study’s objectives were to report on 1) self-reported demographic characteristics of women who participated in the program, 2) unmet needs that affect health and well-being, as
identified by women being released, 3) women’s experience of
release and 4) the program activities.

Methods
Setting

The Alouette Correctional Centre for Women is a multilevel
security prison in Maple Ridge, British Columbia. It has
192 cells16 and is the main provincial custodial centre for
women. The length of stay averages 3 months (range a few
days to 24 mo). The Unlocking the Gates program is
ongoing. We report on data collected from the program’s
start, in March 2013, to July 2018 inclusive.

Intervention

During a previous community-based participatory health research study,17 incarcerated women proposed a peer health
mentoring program to support women to achieve their health
goals during the days immediately after release, when women
report feeling most vulnerable and are most at risk for adverse
health outcomes.2,3,18,19 We implemented this idea by training
and employing women with incarceration experience as peer
health mentors. Mentor training included San’yas Indigenous
cultural safety training,20 trauma-informed practice,21 research
ethics,22 effective boundaries and respectful communication
(delivered by a trained facilitator) and naloxone training.23 As
of July 2018, 10 peer health mentors had been trained. Each
evening, the program manager, who also has lived experience
of incarceration, checks in with peer health mentors to ensure
the safety of clients and mentors.
Incarcerated women are made aware of the program by
personalized letters sent by the program team and by posters
and flyers in prison living units. Since June 1, 2013, the program team has written a letter to every woman identified on
Court Services Online as having received a custodial sentence,
inviting her to access the program (https://justice.gov.bc.ca/
cso/esearch/criminal/partySearch.do). While incarcerated,
women who wish to participate can telephone the program
office at no charge or approach a specific staff member within
the prison to facilitate referral. At release, women are met by a
mentor, who provides a wide range of supports and mentorship depending on the priorities each woman identifies.
Women are matched to a mentor by mentor availability and
by the geographic destination of the client. Supports include
E2
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arranging housing or medical appointments, taking women to
access clothing or food, and accompanying women to obtain
social assistance. Although the formal period of mentorship
ends after 3 days, mentors report that they often stay in contact with participants to provide ongoing support.

Research design

Participatory health research engages participants in research
processes, thereby creating research that informs or creates
social action to improve the quality of people’s lives and communities.24 The Unlocking the Gate program team (composed of women who had experienced incarceration and
academics) used a participatory framework to create a multimethod process to compile descriptive data, including designing 2 surveys and a telephone interview script. Formerly
incarcerated women participated in designing and implementing the survey tools, applying for research ethics board review,
collecting data, assisting with data analysis, and interpreting
and disseminating study findings.

Data collection

Data collection included needs assessments and program
activity feedback. Needs assessment occurred at 2 time points
during the program:
1) While incarcerated: women’s first contact with the program occurred when they telephoned the program office.
A telephone interview was conducted with the use of
closed- and open-ended scripted questions (Appendix 1,
available at www.cmajopen.ca/content/8/1/E1/suppl/
DC1), and responses were recorded for program use. For
this study, we conducted secondary analysis of program
data collected from telephone interviews.
2) When released: participants met their mentor and completed
a release intake form (Appendix 1). Starting in July 2016, a
demographic survey was added to this intake (Appendix 1).
Depending on participant preference, the woman completed
the forms herself, or the mentor read the questions to the
participant and recorded answers on the forms.
Participant feedback about the program activities was collected at the end of the 3-day mentoring period. Participants
completed the program activity feedback survey (Appendix 1)
and were provided an addressed, stamped envelope to mail it
to the program office.

Analysis

Each participant was given a unique study identifier. Data
were deidentified and entered into a Microsoft Excel spreadsheet. We analyzed quantitative data using descriptive statistics. Open-ended questions from the intake and feedback surveys were examined by means of content analysis (conducted
by K.E.M., verified by R.E.M., M.K., P.Y.); major categories
were clustered and then illuminative quotes identified.
To check findings, women with incarceration experience
were invited to review the manuscript through a closed peersupport Facebook group with over 200 members. In addition,
4 coauthors are women who have experienced incarceration
and are members of the program team.
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Ethics approval

Ethics approval was obtained from the University of British
Columbia Behavioural Research Ethics Board. Amendments
were obtained for study modifications that emerged through
iterative participatory processes and for secondary use of data
from program telephone interviews.

Results

Table 1 (part 1 of 2): Self-reported demographic
characteristics of women who participated in a peer health
mentoring program for up to 3 days after their release from a
correctional centre in British Columbia
No. (%) of
women

Characteristic
Self-identified Indigenous identity (n =
172)

Participants

Between March 2013 and July 2018, there were 346 program
contacts from 340 women (Figure 1). For every contact, a
telephone interview was conducted for program use. Among
the 346 contacts, 173 women met their mentor, of whom 172
(99.4%) completed the intake and consent forms. A total of
105 women (61.0%) completed a program activity feedback
survey at the end of the 3-day mentoring period.
At intake, 92 participants (53.5%) identified themselves as
Indigenous women (Table 1). Of the 66 women who completed the demographic survey, 43 (65%) were aged
31–50 years, 10 (15%) identified as LGBTQ2+, 46 (70%)

Telephone interview
Contacted program and
completed needs assessment
by telephone
n = 346 (with 340 women)
Excluded n = 174
• Did not meet mentor: some women
were unable to meet their mentor
owing to issues such as parole
restrictions or an increase in their
sentence; in most cases of missed
meetings, women were released
and did not call the program or did
not meet their mentor n = 173
• Met mentor but did not complete
intake interview n = 1

Release intake survey
Met with peer health mentor,
completed release intake
survey and consent form to
participate in evaluation study
n = 172
Excluded: did not complete
evaluation or did not
submit evaluation to
program office n = 67
Program activity feedback
survey
Completed and returned
evaluation at end of
participation in program
n = 105

Figure 1: Flow diagram showing participants from whom data were
collected.

Indigenous

92 (54)

First Nations

71 (41)

Métis

16 (9)

Inuit

4 (2)

Don’t know

1 (1)

Not Indigenous

77 (44)

Don’t know

2 (1)

Missing data

1 (1)

Demographic data (n = 66)*
Age, yr
16–30

19 (29)

31–50

43 (65)

51–70

2 (3)

Missing data

2 (3)

Sexual orientation
Straight/heterosexual

54 (82)

LGBTQ2+

10 (15)

Prefer not to say

2 (3)

Marital status
Married

1 (2)

Divorced

2 (3)

Common-law

6 (9)

Single, never married

46 (70)

Widowed

5 (8)

Separated

6 (9)

Highest educational attainment
Grade 8 or lower

7 (11)

Grade 9–10

26 (39)

Grade 11–13

17 (26)

Some postsecondary

12 (18)

Don’t know/prefer not to say/missing
Homeless at time of intake interview

4 (6)
16 (24)

Source of support†
Accessing social assistance/disability at
time of intake interview

57 (86)

Wages and salaries

1 (2)

Under the table income

1 (2)

Nonlegitimate source of income

1 (2)

Parental support

1 (2)

Other

3 (4)

Don’t know

3 (4)

Prefer not to say

1 (2)
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Table 1 (part 2 of 2): Self-reported demographic
characteristics of women who participated in a peer health
mentoring program for up to 3 days after their release from a
correctional centre in British Columbia

Characteristic

No. (%) of
women

Have children

53 (80)

Children < 18 yr

46 (70)

Incarceration history (n = 66)
Age at first conviction, yr
≤ 18

29 (44)

19–30

23 (35)

31–50

7 (11)

Missing data

7 (11)

Type of offence on record
Violence

27 (41)

Property

40 (61)

Drugs

22 (33)

Administrative

18 (27)

Time served (most recent incarceration), d
Average

115

Median

45

Range

0–1095

First time in custody‡
On parole at time of intake
On probation at time of intake

5 (8)
4 (6)
54 (82)

No. of years incarcerated over lifetime
<1

20 (30)

1–2

20 (30)

2–5

16 (24)

5–10

6 (9)

10–15

2 (3)

15–20

2 (3)

*Collection of demographic data began in July 2016; therefore, demographic data are
not available for women who participated from March 2013 to June 2016 inclusive.
†Respondents could select more than 1 answer. One woman reported being
employed at the time of intake.
‡Among the 61 women who reported that it was not their first time in custody,
responses regarding how many times they had previously been in custody included
“too many to count,” “lots,” “many,” “countless” and “don’t know.” The number of times
in provincial custody ranged from 2 to 50 (average 6.7, median 4.5). Seven women
reported having been previously incarcerated in a federal facility.

were single, never married, and 34 (52%) had attained grade
10 or lower as their highest level of education. At the time of
intake, 16/66 women (24%) were homeless, and 57 (86%)
were accessing social assistance or disability. Fifty-three
women (80%) had children, and 46 (70%) had at least 1 child
less than age 18 years. For 5 women (8%) it was their first
time in custody, and 54 women (82%) were on probation at
the time of intake. Twenty-nine women (44%) were aged 18
or less at the time of their first incarceration. The median
time served for the most recent incarceration was 45 days.
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Identified needs

Women leaving prison were returning to communities across
BC (Table 2). This made navigating travel home an immediate need for most women. At the time of their telephone
interview, 36/346 women (10.4%) were unsure where they
would go when released.
Women identified their priorities twice, first in the telephone interview (n = 346) and again in the in-person intake survey after their release (n = 172). A majority of women (≥ 57%)
identified clothing and social assistance as needs at both times
(Table 3). Housing was identified as a need by 178 women
(51.4%) during the telephone interview and 60 women (37.3%)
on the intake form. An immediate need for health care was
identified by 52 women (15.0%) in the telephone interview and
48 women (29.8%) in the intake survey. Needs identified in the
telephone interview were similar for women who went on to
participate in the program and those who did not (Table 4).
During intake, women were asked to identify resources
they felt could have helped them before release. Responses
were received from 108 women and included more contact
with the community, more access to a telephone, more release
planning support, having social assistance set up, having safe
housing lined up, more connections with alcohol and drug
counsellors, and recovery houses or treatment centres.
Although this study does not report on the content of telephone calls, program records indicate that mentors provided
advice about health care and community resources to women
in prison, to assist them in addressing their health and social
goals related to their pending discharge.
To understand more about women’s needs and the contexts of their lives, during the program activity feedback survey (n = 105), participants were asked to respond to a series of
questions adapted from the Difference Game25 by agreeing or
disagreeing with statements starting with “It would make a
difference in my life if I had … .” The most commonly identified factors were money to buy necessities (91 [86.7%]),
Table 2: Region in British Columbia that incarcerated women
reported to be going to after their release from a provincial
correctional facility during telephone interview

Region

No. (%) of women
n = 346

Vancouver Island/coast

49 (14.2)

Lower Mainland/Southwest*

166 (48.0)

Thompson-Okanagan

76 (22.0)

Kootenay

2 (0.6)

Cariboo

7 (2.0)

Northeast

1 (0.3)

Out of province

2 (0.6)

Unsure†
Answer missing

36 (10.4)
7 (2.0)

*Region where the Alouette Correctional Centre for Women is located.
†Includes women who reported they were unsure of where they would go and
those who reported more than 1 possible destination.
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Table 3: Needs most commonly identified by women during
telephone interview before release from provincial correctional
facility and during intake interview on/after their release

Table 5: Responses to the item “It would make a difference in
my life if I had …”

Response

No. (%) of
women
n = 105

Money to buy necessities

91 (86.7)
90 (85.7)

92 (57.1)

Someone to talk to about the things that
worry me

112 (69.6)

Housing

89 (84.8)
89 (84.8)

No. (%) of women

Need*

Telephone
interview
n = 346

Intake
interview
n = 161†

Clothing

217 (62.7)

Social assistance

209 (60.4)

Housing

178 (51.4)

60 (37.3)

Medical care

Probation

109 (31.5)

1 (0.6)

A real friend

89 (84.8)
84 (80.0)

Drug and alcohol
counsellor

95 (27.4)

44 (27.3)

Dependable transportation

87 (25.1)

40 (24.8)

Someone to hassle with agencies when I
can’t

83 (79.0)

Outreach worker‡
Narcotics Anonymous/
Alcoholics Anonymous
meeting times

63 (18.2)

25 (15.5)

More education

82 (78.1)

Health care

52 (15.0)

48 (29.8)

*Participants could select more than 1 need. Other needs identified included
access to a dentist, food, a safe ride home or to other transportation, help with
court, family services, access to grief counselling, support to stop shoplifting,
treatment programs, mental health services and help with bail supervision.
†Answer missing for 11 women.
‡Outreach workers are employed by community organizations to support people
who are street involved or have unstable housing to meet their needs such as
getting health care or connecting to housing.

Table 4: Needs most commonly identified during the telephone
interview by women who participated in the program and those
who did not meet their mentor after release
No. (%) of women

Need*

Participated in
program
n = 174

Did not meet
mentor
n = 172

Healthy food to eat

81 (77.1)

Drug or alcohol treatment

79 (75.2)

A good job

79 (75.2)

More control of my life

78 (74.3)

Personal safety

78 (74.3)

Enough clothes

77 (73.3)

Food

76 (72.4)

Freedom from abuse

72 (68.6)

Time for fun

71 (67.6)

Somewhere else to live

67 (63.8)

A good partner

65 (61.9)

A dependable relationship

64 (61.0)

Legal help

63 (60.0)

Someone to lend me money

63 (60.0)

A telephone or access to a telephone

62 (59.0)

Help with child custody problem

61 (58.1)

Clothing

102 (58.6)

115 (66.9)

Time to get enough sleep

58 (55.2)

Social assistance

102 (58.6)

107 (62.2)

Time to be by myself

58 (55.2)

Housing

73 (42.0)

102 (59.3)

Birth control

46 (43.8)

Probation

51 (29.3)

59 (34.3)

Drug and alcohol
counsellor

48 (27.6)

47 (27.3)

Outreach worker

44 (25.3)

43 (25.0)

Narcotics Anonymous/
Alcoholics Anonymous
meeting times

35 (20.1)

33 (19.2)

Health care

34 (19.5)

27 (15.7)

*Participants could select more than 1 need. Other needs identified included
access to a dentist, food, a safe ride home or to other transportation, help
with court, family services, access to grief counselling, support to stop
shoplifting, treatment programs, mental health services and help with bail
supervision.

someone to talk to about the things that worried them (90
[85.7%]), housing (89 [84.8%]), medical care (89 [84.8%]) and
a real friend (89 [84.8%]) (Table 5).

Experience of release

At intake, women were asked what they would like people to
know about women being released from prison. Illustrative
quotes are provided in Table 6. Several women wrote about
greater understanding and the difficulties of release. Others
wanted people to know about the need for greater support
during transition back to community.
Women were also asked to share how they were feeling.
Some expressed excitement, especially related to their families,
and that they were happy and hopeful for a fresh start. Some
women expressed anxiety and fear about the uncertainty of
release. Many women expressed a mix of emotions (Table 6).

Program activities

Within 3 days after release, 89/105 participants (84.8%) connected with at least 1 community resource, and nearly half
CMAJ OPEN, 8(1)
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Table 6: Illustrative quotes from narrative comments provided by women during their intake
interview
Item

Illustrative quote*

What would you like people to
know that would be helpful for
women being released?
Greater understanding and
difficulties of release

We’re human and we all make mistakes, and addiction is very
powerful. (QOJ)
There is hope for everyone. (BGG)
It’s overwhelming. (TJE)
We are struggling, so be patient. (TYI)

Need for greater support

We need help, not to just throw us into society. (TVF)
We don’t get much support, so if someone can help us we would
really appreciate it. (UOE)

Write a little bit about how
you’re feeling right now
Excitement, especially
related to family; happy and
hopeful

I feel motivated and blessed to have another chance to be
successful and a great mother. (NJA)
I’m happy and glad to have a new start in life. (UNH)
Like I’m being honoured in my head. (KUC)

Anxiety and fear about
uncertainty

Having a lot of stress not knowing what to expect. (IOD)
Scared, don’t want to go back to the streets. (MFD)

Mix of emotions

Overwhelmed, anxious, wanting to use, hopeful and excited.
(DYF)
Full of anxiety, unsure of the future but hopeful. (OUH)
A little scared but confident I will succeed. (TYJ)
I am between anxiety attacks and feeling happy to have
support and someone who is there for me. (CRH)

*Three-letter identifiers were assigned to participants.

(49 [46.7%]) accessed a family doctor (answer missing for
4 participants). Of the 52 who did not access a family doctor,
31 (55.4%) reported that their mentor provided information
about accessing a family doctor. A majority of women (66
[62.8%]) required access to income assistance, and, of these
women, 55 (83.3%) reported that their mentor accompanied
them to obtain it. Ninety-eight participants (93.3%) reported
that their mentor assisted them in accessing community
resources, and 94 (89.5%) reported that their mentor helped
them to achieve the goals they had identified for themselves
before release.
The program feedback activity survey invited narrative
comments. Most women wrote about how they saw importance and value in the support of their peer health mentor
(Box 1).
Box 1: Representative quotes from the program feedback
survey*
Peer health mentors are a huge help. They understand what
you’ve been through and how you want to be free of it. (NJA)
I am so grateful to have [peer health mentor] here with me today,
otherwise I would [have] probably used. (TOD)
I am happy with everything and very grateful for this program. If it
wasn’t for your program, I would have given up on trying. (CPC)
*Three-letter identifiers were assigned to participants.
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Interpretation
This study describes the short-term multifaceted benefits to
having the support of a peer health mentor during the transition from prison. We found that peer health mentoring provided valuable, multifaceted support that helped women to navigate health and social services, as well as meet their basic
needs, after release from prison. Nearly half (47%) of women
accessed a family physician within 72 hours of their release. A
recent study in BC showed that people are more likely to be
refused by a family physician if they disclose a history of incarceration.11 In addition, women incarcerated in Ontario identified health literacy and knowledge of services as barriers to
accessing health care inside prison and in the community.26 A
peer health mentor may help to navigate services and to identify specific services and practitioners who will not discriminate.
Housing is a key determinant of health27,28 and an essential
resource for addressing other needs such as employment and
health care services. Finding secure housing is also one of the
most challenging barriers that people face in reentry into
community following prison release.29 In the present study,
80% of participants had children, and most had children less
than age 18 years. This highlights the need for family-based
programming and supports, as well as collaboration among
ministries responsible for corrections, health, and child and
family services during incarceration and following release.
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The distance to home was a huge challenge faced by women
leaving prison in the current study. Forty percent of women
were returning to communities outside the region where the
prison is located. The geographical separation of women from
their communities is also a barrier to maintaining family connections and relationships throughout incarceration. This separation contravenes international recommendations for smaller,
local custodial units for women in the criminal justice system.30
When asked what would make a difference in their lives,
women most identified needs related to money, social connection, housing and health care. This reflects the disproportionate experience of inadequate social supports and services
among people who experience incarceration. Also, 44% of
participants reported that it would make a difference in their
life if they had access to birth control. This finding is consistent with a study in Ontario in which 80% of incarcerated
women reported an unmet need for contraception before
their admission to a correctional facility, and 38% expected
this as an unmet need after release.31
The positive experiences expressed by our participants are
reflective of the impact of peer support described in other studies. In a US randomized controlled trial, people leaving prison
who were connected with a transition health team that included
a peer mentor had reduced use of emergency departments32
compared to another accessible clinic. In BC, the Provincial
Health Services Authority, which has been responsible for
health care in provincial correctional facilities since October
2017, is piloting community transition teams that include peers.
Although only 4.9% of the Canadian population identify as
Indigenous,33 in provincial and territorial facilities, 28% of
incarcerated men are Indigenous, and 43% of incarcerated
women are Indigenous.1 Fifty-four percent of participants in
the current study were Indigenous women, whereas the proportion of the BC population who are Indigenous is 5.9%.34
There is an urgent need to address the systemic criminalization of Indigenous people and to provide culturally safe and
trauma-informed approaches to address the ongoing legacy of
colonization, including the Sixties Scoop and the residential
school system.35 Future work in the Unlocking the Gate program will seek to increase ways in which supports may be
grounded in Indigenous culture and ways of knowing.

Limitations

Tailoring supports to each woman’s expressed needs means
that consistency of mentorship is difficult to assess. However,
daily check-ins with the program manager and field notes
submitted by peer health mentors about their work show that
mentors provide a wide variety of supports to address specific
needs of individual clients, consistent with the program’s aims
and values. Half of women who contacted the office while
incarcerated did not meet their mentor. Future research
should seek to understand why women may not access peer
mentorship and identify alternative supports that may be
offered. Women provided feedback about the program after
3 days of mentorship. This short window limits our ability to
understand the lasting impact of peer mentorship following
release. Future research should evaluate the impact of peer

health mentoring on the long-term achievement of health
goals and on the potential to support women to break the
cycle of reincarceration.

Conclusion

Peer mentoring provided valuable and multifaceted support to
women during the transition from prison to community.
Strengthening supports during this transition is important to
increase access to health care and social services, and to mitigate the risk of morbidity and mortality.
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