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Abstract

Correctional facilities now house unprecedented numbers of women with complex treatment
needs. This investigation applied the Behavioral Model for Vulnerable Populations to study 168
Jjailed women with alcohol use disorders. It described the sample’s predisposing (age, race,
victimization), enabling (health insurance), and need (self-reported medical, substance use, and
mental health problems) factors and examined associations of these factors with pre-incarceration
services utilization. Most participants had clinically significant levels of depression and PTSD
symptoms, most took psychiatric medications, and most had been victimized. Participants reported
considerable health services utilization. Younger, Black, and uninsured women utilized fewer
medical and mental health services. Drug use was associated with less use of medical services, but
more use of alcohol and drug services. High rates of health services use support the need for
integrated, ongoing care for substance-using women before, during, and after incarceration.
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Introduction

Women represent the fastest growing offender segment of the US criminal justice system.' The
number of women incarcerated in prisons increased by more than 700% from 1980 to 2014, more
than twice the rate of men for this same time period.” More than 1.6 million women in the US are
arrested and held in jail detention each year.®> Consequently, correctional facilities now house an
unprecedented number of women with complex substance use, mental health, and medical
treatment needs.

The health care needs of incarcerated women are greater than those of incarcerated men and of
women in the general population (e.g., prevalence rates were higher among women prison inmates
than women in the general population for mood disorder [19 vs. 7%], alcohol use disorder [48 vs.
6%], drug use disorder [46 vs. 10%], and antisocial personality disorder [21 vs. 2%].* Upon
admission to short-term correctional facilities, compared to men, women manifest more symptoms
of substance-related disorders (9 vs. 18% for alcohol dependence; 22 vs. 35% for drug dependence;
12 vs. 21% for non-dependent use of alcohol and drugs), anxiety (38 vs. 48%), and other mental
health disorders.® Nationally in the USA, more women in jail had drug use disorders than did men
in jail (72 vs. 62%).” Similarly, among jail and prison inmates, women are more likely to report
having chronic medical conditions and infectious diseases.® Alcohol use disorder in particular
among jailed women is not only common, with about half having this disorder, but is also
associated with the high risk and co-occurrence of other health problems and consequent need for
medical, mental health, and addiction treatment services.” Alcohol is implicated in the incarceration
of more than half of all inmates in the USA, and similarly, in the UK, 70% of inmates surveyed
said they had been drinking when they committed their offense.” Although incarcerated women
commonly report frequent alcohol and drug use, and mental health and medical problems, research
is limited concerning their health services utilization prior to incarceration.

Generally, women in the criminal justice system report difficulty accessing health services, and
many incarcerated women lack health care prior to imprisonment,*'? exacerbating health
problems.'" Prior to incarceration in a medium-security correctional center, one-third of women
had not seen a medical care provider in the last year when they needed to because of the cost, and
two-thirds had obtained health care at an emergency room.'? Similarly, women with a recent arrest
reported difficulty with health care payments, finding a health clinic, and obtaining transportation
to clinics."®> Women with a recent incarceration identified barriers to care that fell into two main
categories: lack of resources (means to pay for services), and systematic obstacles within treatment
programs (e.g., requiring group attendance to obtain medications).'°

The Behavioral Model for Vulnerable Populations'* was designed to include domains relevant to
understanding the health and healthcare seeking of populations such as incarcerated women. It has
been applied in cross-sectional studies to homeless women, for whom drug problems were
associated with hospitalizations,'> and female sex workers, for whom having a regular source of
health care was related to health care utilization.'® Applying this model of health services
utilization to incarcerated and other at-risk women is helpful in identifying the challenges they
have faced in obtaining needed services and in providing insights into improving their health
status. The model’s determinants of health behaviors, including use of health services, are
predisposing (e.g., demographics, victimization), enabling (e.g., having insurance), and need (e.g.,
self-reported medical, substance use, and mental health problems) factors.

Prior research has documented that the predisposing factors of age, race, and victimization are
associated with the extent to which health services are utilized,'’"'® and this holds among justice-
involved women. A study of older incarcerated women found them to have multiple chronic health
conditions, frequent histories of victimization, and high rates of mental health issues, which
indicated a need for more health services utilization.'” Studies have also documented racial and
ethnic disparities in health care access at the patient, provider, and health care system levels,”® with
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African-American women in particular receiving less care and experiencing consequences of
access disparities.”' Braithwaite et al.* found poorer health among Black female inmates than other
female inmates and concluded that being a Black, female, and poor criminal offender confers
serious health risks, due in part to lower rates of services usage. Victimization, another factor
predisposing individuals’ greater use of health care in the Behavioral Model, is common in the life
experience of incarcerated women. Among women newly admitted to a medium-security
correctional center, 50% had been physically abused.'? Taken together, these studies suggest that
women who are older, Black, and have been physically harmed or threatened use more health
services prior to being jailed.

Having health insurance, which is a personal resource and therefore an enabling factor in the
Behavioral Model for Vulnerable Populations, has been associated with greater access to and use of
health care services.”? Although data on the insurance status of people moving into and out of the
criminal justice system are limited, some studies suggest that the population has lower rates of
being insured than the general population.> For example, about 90% of people who entered San
Francisco county jails had no health insurance.”* Subsequently, a study of recently-incarcerated
women found that the majority (74%) had health insurance,'® a rate still below that of the general
population.”> Health insurance may be an important correlate of service use for incarcerated
women.

Substance use, mental health, and medical problems are also likely correlates of higher
utilization of health services. It is clear that incarcerated women report high rates of substance use
and mental health problems, as well as chronic medical conditions, which are identified as health
needs in the Behavioral Model. The majority of women in prison reported lifetime depression
(62%) and anxiety (53%) symptoms; and, 53% reported having ever received mental health
treatment, and 80% reported ever receiving substance use treatment.’® Recurring medical
conditions such as reproductive health problems (78%), respiratory problems (57%) and sexually
transmitted diseases (53%) were also quite common among the prison population.”® In addition,
there were positive correlations between having a lifetime history of mental health problems and
mental health treatment utilization; having a history of medical problems and number of hospital
stays; and a history of mental health or medical problems and lifetime number of emergency room
visits.”® Of women in nine county jails in four US regions, 53% had a current substance use
disorder, and 32% had serious mental illness.?” Of women with co-occurring substance use
disorder and serious mental illness (20% of the sample), 29% had received treatment for both
mental illness and substance use, and one third had not received any health care in the past year.?’
Despite knowledge gained by studies on the breadth and severity of health problems among
incarcerated women, there is still a need to examine associations of problems with health services
utilization, which steered the present study.

Present study

Much of what is known about the health problems and health services utilization of incarcerated
women has come from studies of prisons rather than of jails. Jails, which constitute about 50% of
US correctional facilities, differ from prisons in a number of ways that may be related to inmates’
health status and behaviors.”® Jails are usually municipal and county facilities that hold those with
shorter sentences, generally a year or less, and often only days or weeks. They serve many more
people in a year (approximately 11 million versus approximately 2 million in prisons), receive
individuals awaiting trial, conviction, or sentencing, and readmit probation or parole violators.?’

The present study used baseline data from a randomized controlled trial that is evaluating the
effectiveness of a method to enhance the linkage of female pretrial detainees with alcohol use
disorders who are leaving jail to resources in the community.’® It examines associations of
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predisposing, enabling, and need factors to utilization of medical, mental health, alcohol, and drug
treatment services, as well as of 12-step mutual-help groups for alcohol use.

Because women’s concerns before entering jail are relevant as they are released and re-enter
their community often only a few days later, knowledge of predictors of health care utilization prior
to incarceration provides guidance in planning interventions to decrease risk for poor health access
and outcomes. That is, findings from this study are informative for health care practices and
policies in terms of whether access to targeted services should be expanded for this vulnerable
population due to high needs for particular kinds of care, and whether disparities based on factors
such as age, race, ethnicity, and lack of health insurance need to be eliminated. In keeping with the
Behavioral Model, hypotheses were that women with the predisposing factors of older age, white
race, and a history of victimization, the enabling factor of having health insurance, and the need
factors of poorer physical and mental health, more severe alcohol use, and illicit drug use would be
associated with more use of health care services.

Methods
Participants

Participants were 168 women in the participating jail who met eligibility criteria for the
randomized controlled trial: (1) 18 years of age or older; (2) unsentenced or sentenced to jail time
of less than 60 days, (3) lived within 20 miles of the research offices and planned to remain in the
area for the next six months, (4) met DSM-5 criteria for alcohol use disorder in the last 90 days
(according to the Structured Clinical Interview for DSM-5 [SCID-5]),! (5) did not expect to attend
residential alcohol or drug treatment upon release, (6) spoke English well enough to understand
study measures when read aloud, and (7) could provide the name of at least two verifiable locator
persons who would know where they could be found.

Procedure

In the jail, research assistants approached women who were unsentenced or sentenced to less
than 60 days, and asked them if they were interested in being screened for a research study. All
women approached were told that their choice of participating or not would have no impact on
their time in jail or sentencing process; that the study had a Certificate of Confidentiality to ensure
that all responses would be kept confidential; and that, except when danger to self or other was
identified, no information provided during the study would be shared with Department of
Corrections staff, court or parole officers, or anyone else involved in the correctional setting.
Interested women were screened for the additional eligibility criteria, and when they were eligible,
informed consent and the baseline interview were administered to them the same day. Of 482
women screened from 2013 to 2017, 188 (39%) met eligibility criteria, and of these, 168 (89%)
provided informed consent and completed the baseline assessment.

Measures

Predictors Predictors included the predisposing factors of participants’ background
characteristics: age, Hispanic ethnicity (no or yes), and race (White, Black, or Other).
Predisposing factors also included Victimization, which was the count of “yes” answers to 10
items taken from the Conflict Tactics Scale (CTS).>* Ttems described victimization experiences
during a disagreement with someone in the past 3 months, e.g., pushed, grabbed, or shoved you.
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The enabling factor of health insurance status was assessed with an item asking about presence or
absence of various kind of insurance at the time of incarceration (no or yes, e.g., private, Medicaid,
Medicare).

Predictors representing need factors included medical, substance use, and mental health
measures. The 12-item Short Form Survey (SF-12) creates two summary scores that assess role
functioning related to physical health and to emotional health.>* Higher scores indicate better
physical and emotional health. Alcohol use severity was indicated by the number of symptoms, out
of 11, endorsed on the SCID 5’s alcohol use disorder module. Drug Use was coded as no or yes to
any use of heroin, cocaine, methamphetamine, non-prescribed opioids or painkillers, or sedatives
or benzodiazepines in the past 90 days. (Cannabis was not included in this measure for this analysis
because only one woman had not used cannabis on at least 1 day in the past 90 days.) Depressive
symptoms were assessed with the Center for Epidemiologic Studies Depression Scale (CES-D-
10);:** 10 items were summed with regard to the past week (O=rarely, 3=most days). PTSD
symptoms were assessed with the PTSD Checklist (PCL);*> 17 items were summed with regard to
the last month (1 =not at all, 5 = extremely).

Outcomes Health services utilization outcomes were assessed based on the Treatment Services
Review.?® Medical Services use was the sum of 6 items asking whether the participant had (yes or
no) treatment services such as any emergency medical visits, hospitalizations for medical problems,
or scheduled outpatient medical visits in the past 90 days. Mental Health Services use was the sum
of 4 items asking whether the participant had (yes or no) treatment services such as any
hospitalization for psychiatric problems, or any outpatient appointment for mental health (not
addiction) problems with a counselor, psychologist, or psychiatrist, in the past 90 days. Alcohol
Services was the sum of 4 items asking whether the participant had (yes or no) treatment services
such as having been in a residential alcohol treatment program or having seen an outpatient
counselor for an alcohol problem in the past 90 days. Drug Services was the sum of 5 items asking
whether the participant had (yes or no) treatment services such as having been in a residential drug
treatment program or having seen an outpatient counselor for a drug problem in the past 90 days.
Use of 12-step groups for alcohol use was assessed by any attendance at such meetings (yes or no)
in the past year. This study included the use of 12-step groups because they provide an informal
mental health service for many women with alcohol use disorder re-entering the community after
incarceration,®’ and because mutual-help groups are cited as particularly helpful to achieving
recovery. Specifically, women described the vital role of substance-related groups in enabling them
to meet other women with similar backgrounds and help each other as peers toward the common
goal of good health.”’

Analytical methods

Descriptive statistics are presented first to summarize the background characteristics of
participants. Five multivariate regression analyses were conducted, with number of medical
services, number of mental health services, number of alcohol-related services, number of drug-
related services, and 12-step attendance for alcohol use (yes or no) as dependent variables in
separate analyses. Each analysis included all predictors. Multivariate linear regressions were used
to evaluate associations of predictors (i.e., age, race, ethnicity, age, victimization, physical and
emotional health, alcohol use severity, drug use, and PTSD and depressive symptom severity) with
continuous measures of treatment services utilization (i.e., numbers of medical services, mental
health services, alcohol-related services, and drug-related services). Multivariate logistic regression
was used to estimate the adjusted association of these factors with the fifth dependent variable:
past-year attendance at 12-step groups for alcohol use. Prior to analysis, all continuous variables
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were standardized to zero mean and unit variance. For the linear regression models, the coefficients
reported for continuous correlates were fully standardized, and the coefficients reported for
categorical correlates were y-standardized. For the logistic regression model, the coefficients
presented give the expected change in the odds of 12-step group attendance for a one standard
deviation increase in the evaluated correlate. Confidence interval estimates and tests of significance
were based on the robust Huber-White variance estimates.®

Results
Participant characteristics

Participants averaged 35.9 (SD=10.1) years of age; 10.7% were of Hispanic ethnicity, and 68.5%
were White (Table 1). On average, participants reported having undergone 3.6 (SD=3.1)
victimizing experiences in the past 90 days, most commonly having been insulted or sworn at
(79%), pushed, grabbed, or shoved (51%), and threatened with being hit or having something
thrown at them (51%). Most (89%) participants had health insurance. SF-12 summary scores
yielded a mean of 46.6 (SD=11.4) for Physical Health, and 31.0 (SD=10.9) for Emotional Health.
On average, participants met 7.5 (SD=2.4) alcohol use disorder criteria, and 53% reported use of at
least one illicit drug (excluding marijuana) in the past 90 days, most commonly cocaine (41%),
sedatives or benzodiazepines (39%), and non-prescribed opiates in the form of painkiller pills

Table 1

Backgound characteristics (n=168)
Predisposing factors n (%) Mean (SD) Median Range
Age 35.9 (10.2) 34 17-68
Hispanic Ethnicity 18 (10.7)
Race
White 115 (68.5)
Black 23 (13.7)
Other 30 (17.9)
Victimization 3.56 (3.1) 3 0-10
Enabling factor
Has health insurance 149 (88.7)
Need factors
Physical health 46.6 (11.4) 49 22-70
Emotional health 31.0 (10.9) 31 10-61
Alcohol use Severity 7.5 (2.4) 8 3-11
Drug use 89 (53.0)
Depression severity 18.2 (6.5) 19 2-30
PTSD severity 50.6 (19.7) 53 17-85
Use of
Medical services 2.0 (3.1) 2.0 0-3
Mental health services 1.2 (1.0) 1.0 0-3
Alcohol services 1.4 (1.3) 1.0 04
Drug services 1.7 (1.7) 1.5 0-5
Attended AA 76 (45.2)
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(27%). The mean score on the CES-D-10 was 18.2 (SD=6.48), and the mean score on the PTSD
Checklist was 50.6 (SD=19.7).

Regarding medical services, in the past 90 days, 62% had experienced at least one emergency
medical visit, 22% at least one medical hospitalization, and 47% reported at least one outpatient
medical visit (not tabled). Regarding mental health care, in the past 90 days, 18% had at least one
psychiatric hospitalization, 42% had at least one mental health outpatient visit, and 55% had taken
medications for mental health problems (not tabled). Additional descriptive statistics for services
utilization measures are reported in Table 1.

Regarding alcohol services, in the past 90 days, 8% had been in a detoxification program at least
once, and 5% had been in a residential alcohol treatment program at least once, whereas 17% had
seen an outpatient counselor for alcohol problems at least once (not tabled). Regarding drug
services, 4% had been in a drug detoxification program, and 5% had been in a residential drug
treatment program, whereas 22% had seen an outpatient counselor for a drug problem in the past
90 days. Less than one-half (45.2%) had attended a 12-step meeting for alcohol use in the past
year.

Predictors of treatment services utilization

As hypothesized, more use of medical services was significantly associated with older age (6=
0.27,95% CI1 0.14; 0.41, p<.01) and having health insurance (6=0.95, 95% CI 0.54; 1.35, p<.01
(Table 2). Also as hypothesized, compared to white women, black women had significantly lower
utilization of medical services (3=—0.47, 95% CI —0.89; —0.06, p<.05), as did women with
better physical health (=—0.16, 95% CI —0.30; —0.02; p<.05). However, contrary to
hypotheses, compared to women who did not use drugs, women who did use drugs had
significantly lower use of medical services (G=—0.54, 95% CI —0.83; —0.26, p<.01). As
hypothesized, more use of mental health services was also associated with older age (3=0.20, 95%
CI 0.03; 0.36, p<.05), having health insurance (5= 0.59, 95% CI 0.14; 1.04, p<.05), being white
rather than black (5=—10.60, 95% CI — 1.10; — 0.20, p<.01), and having more severe symptoms of
PTSD (8=0.22, 95% CI 0.03; 0.42, p<.05).

As expected, more use of alcohol services was associated with older age (6=0.22, 95% CI 0.07,
0.38, p<.01), having health insurance (5= 0.70, 95% CI 0.36; 1.03, p<.01), a more severe alcohol
use disorder (B=0.20, 95% CI 0.06; 0.33, p<.01), and using drugs (5= 0.32, 95% CI 0.01; 0.62,
p<.05) (Table 2). Also as expected, more use of drug services was associated with using drugs
(6=0.82, 95% CI1 0.52; 1.12, p<.01).

Adjusting for other covariates in the multivariate logistic regression model, the likelihood of
having attended a 12-step group meeting for alcohol use was positively and significantly associated
with age (OR =1.98, 95% CI 1.36; 2.89, p<.01) and Hispanic ethnicity (OR =0.07, 95% CI 0.01;
0.54, p<.01) (Table 2). Participants who reported drug use also had a significantly higher
likelihood of attending 12-step group meetings for alcohol use (OR =2.04, 95% CI 1.01; 4.13,
p<.05).

Discussion

The jailed women with alcohol use disorders in this cohort reported considerable health services
utilization. In just the 3 months prior to incarceration, almost two thirds had at least one emergency
medical visit, about one-fifth had at least one medical and/or psychiatric hospitalization, and about
one-fifth had seen an outpatient counselor for alcohol and/or drug problems. Using the Behavioral
Model for Vulnerable Populations,'* this study found that predisposing factors (age, race, and
ethnicity), the enabling factor of having health insurance, and need factors (poorer physical health,
drug use, and greater alcohol and PTSD severity) significantly influenced treatment and mutual-
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Table 2

Adjusted associations of predisposing, enabling, and need factors with services and AA use (n=

168)
Medical Mental Health Alcohol Drug Alcohol groups
B* 95% CI) B* 95% CI) B* 95% CI) B* (95% CI) OR" (95% CI)
Age 0.27*%* (0.14; 0.41)  0.20* (0.03; 0.36) 0.22%%* 0.10 (—0.04; 0.25)  1.98%* (1.36; 2.89)
(0.07; 0.38)
Hispanic 0.11 (=0.28; 0.51)  0.22 (= 0.27;0.71) —0.28 -0.40 0.07%*
(=0.69; 0.13) (—0.84; 0.05)
(0.01; 0.54)
Race
Black —0.47* —0.60%* -0.16 -0.32 0.45 (0.15; 1.41)
(—=0.89; —0.06) (—1.10; —0.20) (—=0.60; 0.28) (—0.69; 0.06)
Other 0.02 (-0.39; 0.43) —0.10 -0.13 0.12 (= 0.26; 0.50) 1.94 (0.67; 5.59)
(—0.53; 0.33) (—0.47; 0.21)
White [REF] [0.00] [0.00] [0.00] [0.00] [1.00]
Victimization 0.06 (—=0.08; 0.21) 0.03 (- 0.30;0.19) —0.05 -0.10 1.20 (0.81; 1.78)
(—0.20; 0.11) (—=0.26; 0.07)
Has health 0.95%* (0.54; 1.35) 0.59* (0.14; 1.04) 0.70%** 0.05 (—0.38; 048) 3.00 (0.94; 9.59)
insurance (0.36; 1.03)
Physical health —0.16* 0.02 (—0.14; 0.18) 0.01 (—0.14;0.17) —0.08 1.16 (0.78; 1.73)
(—0.30; —0.02) (—0.23; 0.08)
Emotional health —0.01 (—=0.17;0.16) 0.07 (—0.01; 0.23) —0.06 =0.11 0.90 (0.60; 1.36)
(=0.23; 0.11) (=0.27; 0.06)
Alcohol —0.01 (—0.15;0.14) 0.04 (—0.10;0.18) 0.20%* 0.00 (—0.14; 0.14)  1.25 (0.89; 1.77)
severity (0.06; 0.33)
Drug use —0.54%* -0.21 0.32*% (0.01; 0.62) 0.82** (0.52; 1.12) 2.04* (1.01; 4.13)
(—0.83; —0.26) (—0.53; 0.10)
Depression 0.14 (=0.05; 0.32)  0.05 0.13 (= 0.93; 0.35) —0.10 (—0.31;0.10) 1.08 (0.68; 1.72)
severity (—0.14; 0.25)
PTSD severity  —0.09 0.22* (0.03; 0.42) —0.05 0.13 (=0.07; 0.33)  1.02 (0.65; 1.60)
(—0.25; 0.08) (—0.20; 0.11)

Coefficients are fully standardized for continuous covariates, and y-standardized for categorical covariates.
Standard errors and tests of significance were based on robust variance estimators. “Effects on the expected
odds were estimated by logistic regression with robust standard errors. All continuous covariates were
standardized prior to estimation and give the expected factor change in the odds for a 1 standard deviation
increase in the covariate. *p<.05; **p<.01

help group utilization. This sample was similar to earlier studies of jailed women with alcohol
problems in that they commonly experienced symptoms of severe depression and PTSD, and
victimization.*

In support of hypotheses, the study found that in contrast to younger black women without
health insurance, older, white, and insured women utilized more medical and mental health care
services. Moreover, older age was associated with more use of alcohol treatments and 12-step
groups, and having health insurance was associated with more use of alcohol treatments.
Consistently, in the general population, as adults age, they have a higher prevalence of physical
health problems and medical conditions, which are exacerbated by alcohol consumption and
necessitate the use of more outpatient and hospital-based services.**** General US population
studies have also found, as this study did for jailed women, that utilization of alcohol treatment
services is lower among black than among white adults.*> As they get older, prisoners have higher
rates of major illnesses and psychological difficulties, and thus more treatment service needs, than
younger prisoners and older persons in the community.** Like Colbert et al.'"” who noted that
incarcerated women view having health insurance as a critical need, this study found that the
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majority of the sample was insured. Higher current rates of health insurance in the adult
incarcerated population are explained by expanded access to Medicaid coverage since the
Affordable Care Act (ACA). The ACA’s Medicaid expansion and Marketplaces provided
opportunities to increase coverage among adults involved in the criminal justice system.”*

Older age was positively associated with past-year 12-step alcohol meeting attendance. Other
researchers have noted that the medical problems of middle-aged and older adults with alcohol use
disorders constitute a main reason that they are referred by health care providers to the 12-step
group of Alcoholics Anonymous (AA).*’ Indeed, one-half of older AA group members entered AA
because of medical problems caused or made worse by alcohol, compared to almost none of young
AA group members.*> When older adults participate in AA, they have improved alcohol-related
outcomes up to 10 and 20 years later,*® although this has not been studied in incarcerated women
specifically. Regarding the finding that participation in 12-step groups for alcohol use was more
likely by Hispanic than non-Hispanic women, other studies of non-incarcerated populations have
shown that when Hispanic adults participate in AA they show positive benefits from attendance.*’

This study additionally found, consistent with hypotheses, that more severe alcohol use was
related to more use of alcohol treatment services, and that drug use was related to more use of both
alcohol and drug treatment services.*® Unexpected was the finding that drug use was associated
with less use of medical services, despite recommendations that persons with relatively high drug
use severity should receive not only specialty substance use and mental health care, but also
ongoing medical care that addresses the consequences of drug use.*” This finding is also
unexpected in light of interviews with jailed women that revealed high rates of hepatitis C (HCV)
and of HCV and HIV risk behaviors among those using drugs.’®>" A lower overall quality of
medical care has been found among patients with illicit drug use,’* which may discourage use of
medical services, especially by those already receiving specialty substance use care. Suboptimal
health care for persons using drugs may be explained by health professionals’ negative attitudes
toward these patients, as shown by a systematic review and surveys assessing stigma in this
context.”>*

This study found that women using drugs in addition to alcohol were more likely to attend 12-
step meetings for alcohol use. In this regard, a common concern across institutional and community
treatment programs and providers is whether those who report using drugs should be given
recommendations to attend AA meetings; AA meetings are more available than other 12-step
groups that ostensibly may be a better fit with people’s drug-related experiences. A study
addressing this concern found AA referral for drug patients to have empirical support: drug patients
who attended AA did as well as drug patients attending other mutual-help groups on outcomes of
AA participation and abstinence from alcohol and drugs.>® Thus, providers in the medical, mental
health, and addiction treatment settings in which women with criminal justice involvement are seen
should consider referring those using drugs to AA.

As found in previous studies,”’ this sample of women in jail had relatively severe substance use and
mental health problems. Specifically, 77.3% of participants had severe alcohol use disorders, in that they
had 6 or more symptoms.* In addition, virtually the entire sample had used cannabis at least once in the
previous 3 months, and 41% had used at least one other illicit substance. Regarding mental health
symptoms, for this study’s depression measure, the CES-D-10, cutoff scores of both § and 10 have been
suggested for identifying potential depression in non-clinical samples,’® but a cutoff score of 15 has been
recommended for acutely symptomatic psychiatric samples.> In this sample, the percentage screening
positive for depression was high using any of these cutoff scores (91%, 86%, and 70%, at 8, 10, and 15,
respectively). On this study’s measure of PTSD, the PCL, a cutoff score of 35 is recommended to
diagnose PTSD for general population samples, 44 for specialized medical or primary care clinic patients,
and 50 for specialty mental health clinic patients.”” In this sample, the percentage screening positive for
PTSD using scores of 35, 44, and 50 was 77%, 56%, and 54%, respectively, again indicating a high rate of
this mental health disorder. Together with the high percentage taking psychiatric medications (55%), these
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findings underscore the likelihood of co-occurring mental health disorders among jailed women with
alcohol use disorders.

With regard to PTSD, this study found that having more severe symptoms was related to more
use of mental health services. It is particularly important to treat PTSD among women involved in
the criminal justice system because PTSD is associated with poor substance use outcomes and with
re-victimization.’®>? Accordingly, studies provide evidence of the effectiveness of integrating
trauma-informed treatment into women’s addiction treatment, and support the importance of a
continuing care model, in which treatment is available both during and after incarceration, for
women offenders exposed to traumatic events.®*®! Integrated and ongoing care in turn increases
women’s self-efficacy to develop healthier emotional and behavioral responses to adverse events
and/or risky situations that they are likely to encounter in the community.®'

This study also identified groups of justice-involved women with alcohol use disorders who may
be in particular need of outreach to ensure they receive medical and mental health services, namely,
black women, women without health insurance, and women who are using drugs such as cocaine,
sedatives, benzodiazepines, and non-prescribed opiates in addition to alcohol. Regarding better
outreach to black women, studies have identified mistrust of health care providers as a main barrier
to African-American women’s treatment-seeking, due to historical events (the Tuskegee Syphilis
Study) promoting concern about being used for medical experimentation, experiences and
expectations of racism and discrimination, dissatisfaction with prior care, and concerns about both
privacy and stigma related to obtaining help for mental health problems.®* ** This study suggests
that more active and targeted outreach of services to black women for medical and mental health
care, in both the health care and criminal justice systems, may be critical to achieve better health
outcomes.

A limitation of this study is that the sample was accrued in only one jail. However, this
participating jail, located in the northeastern US, was similar to jails nationally in that it covered a
geographic area similar in size, the majority of inmates were charged with misdemeanor offenses,
and the median length of stay was less than 1 week.>® Another limitation was that the measures,
although previously well-validated, did not all refer to the same time frame. Finally, health service
use measures were self-reported, and were not confirmed by claims data.

Implications for Behavioral Health

In this study, the Behavioral Model for Vulnerable Populations was demonstrated to be useful
for predicting use of services among jailed women with alcohol use disorders. The findings provide
important suggestions for improvement in the health of jailed women through understanding
predisposing, enabling, and need factors that facilitate or inhibit use of health care. They suggest
the need for structural-level interventions to connect women more efficiently and equitably to
health services to increase the consistency and dependability of access and care. These incarcerated
women may represent other at-risk populations that likely experience similar difficulties with
regard to obtaining health care. This study provides information to inform practice and policy on
how to better serve those in need to benefit women’s recovery and public health.

In this study, women without medical insurance were less likely to receive medical, mental
health, and alcohol-related services, and women with concurrent drug use were less likely to
receive medical care. Thus, efforts are needed to ensure that at-risk women are enrolled in health
insurance programs for which they are eligible, including Medicaid at entry to and exit from jail. In
addition, substance use disorder treatment programs could actively screen clients for medical
problems and refer them to medical services when indicated. To ensure outreach to all marginalized
groups, training of health care providers in how to communicate well (e.g., be direct and
empathetic), convey respect, and adopt a non-judgmental and non-stigmatizing stance will help
build partnerships with patients to increase patients’ trust and facilitate their receipt of needed
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health care.®® It may be useful to enhance provider skills that encourage patients to talk more about
their health conditions, express opinions about their symptoms, and ask questions, and then offer
clear answers.® It may be especially important to direct these communication improvement efforts
to health care providers practicing in settings where continuity with patients is limited because the
settings are often used by uninsured individuals.

Even though incarceration may be short-lived by many women in jail, extending access to the
same types of pre-incarceration alcohol and drug treatments and 12-step meetings, as well as
needed medical services, during the jail stay could be a step in the continuity of care that supports
healthy reentry into the community. For example, 12-step volunteers correspond with inmates, and
bring 12-step meetings to jails and prisons, and could help released inmates connect to 12-step
meetings in the community. Future research should focus on designing and implementing effective
practices to ensure continuity of medical, mental health, and addiction treatment services for
substance-using women while they are involved in the criminal justice system, as they likely to
have continuing health care needs as they return to the community.
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