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ABSTRACT
The purpose of this study was three-fold: 1.) to address the gap in our understanding of
the factors that facilitate the use of community-based transitional support services post-release
from jail when transitioning into the rural community for adults with mental illness and 2.) to
address the gap in our understanding of the factors that inhibit the use of community-based
transitional support services post-release from jail when transitioning into the rural community
for adults with mental illness and 3.) to determine the acceptability of a biological sample to
measure interlukin-6 (IL-6) for future research.
Annually, nearly one million people are incarcerated in jails throughout the United States,
with over 80% of them experiencing a mental illness. Rural communities have greater rates of
disease burden and fewer community-based resources. These factors combined with the lack of
mandated jail-to-community transition programs complicate the transitional experience for
individuals living with mental illness. The transitional period, from jail to the community is filled
with competing demands and can cause stress and anxiety. Acute stress has been associated with
inflammation. This population often expresses resistance in providing biological samples, so aim
three will allow for planning for future research involving biological specimen collection.
This qualitative descriptive study provided a rich account of the inhibitors and facilitators
experienced among individuals transitioning from the rural jail to the rural community while
experiencing mental illness. Meleis’ Transitions Theory provided the conceptual underpinnings
for this study. Data sources included interviews, a demographic data questionnaire and field
notes. Data analysis was developed through qualitative content analysis through open coding,
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which allowed the researcher to build concepts and categories, forming themes. This iterative
approach allowed for the grouping of similar codes and clusters.
The results of this study illuminated several points. “Out of Jail but No Freedom”
established the overarching theme for this study in which the facilitators and inhibitors of
situational and health-illness transitions for adults with mental illness transitioning to the rural
community is described.
This research is significant for nursing practice and policy reform. Systematic reform is
needed within jail medical operations, clinical models of community provided care, within policy
that guides healthcare funding and delivery models, as well as court services. Mandated policies,
unfunded and directed to be financially supported by communities further perpetuate disparities
and social determinates of health, significantly impacting our most rural and socioeconomically
depressed locations.
This study illuminates the need for systematic reform within our medical divisions of
rurally located jails as well as within public policy that guides healthcare funding and clinical
models of care. It has become evident from this research the transition from jail is largely shaped
by the experience while incarcerated. Individuals who experience jail incarceration have a right
to evidenced-based standards of care, and transition programs to assist them back into the
community.
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CHAPTER I: INTRODUCTION
Health and situational transition from jail to community for the over 900,000 incarcerated
adults nationwide, of which, the majority (80%) have a diagnosed mental illness (Bureau of
Justice Statistics [BJS] 2018), is poorly understood. This qualitative descriptive study will
describe the factors that facilitate and inhibit the use of community-based transitional support
services. Transitional support services is defined as mental health, physical health, peer
navigation, transitional housing, and transportation supports post release from the county jail
while transitioning to the rural community for adults with mental illness. Additionally, this work
will explore the perceptions of participants regarding the collection of saliva to quantify
interlukin-6 as a biological measure of stress for future research. These findings will enhance
understanding of health and situational transitions experienced after discharge from jail to a rural
community for adults with mental illness. These findings inform future intervention research for
transitional support programs and policy development for adults with mental illness transitioning
from jail to a rural community.
Statement of the Problem
Over 900,000 individuals are incarcerated in jails nationwide, of which, 80% have a
diagnosed mental illness (BJS, 2018). The high incidence of mental illness within incarcerated
populations has been well documented (Hopkin, Evans-Lacko, Forrester, Shaw, & Thornicroft,
2018; Solomon, Osborne, LoBuglio, Mellow, & Mukamal, 2008). Studies have predominantly
focused on the transition from prisons to communities, yet the transition from the jail to the
community, an often-turbulent time (Flores & Pellico, 2011; Solomon, Osborne, LoBuglio,
Mellow, & Mukamal, 2008; Visher & Bakken, 2014), is poorly understood due to a paucity of
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literature. Jails, unlike prisons, are not required to provide a community transition program
(Wodahl, 2006). Jails have limited resources, including medical provisions, and are not required
to provide counseling services or psychotherapy while the individual is incarcerated (Wodahl,
2006). Over 31% of women and 16% of men transitioning from jail to the community are
diagnosed with post-traumatic stress disorder (PTSD) as a result of their incarceration experience
(Mallik-Kane & Visher, 2008). Transition from incarceration to community becomes
complicated in the context of rurality (National Alliance for Mental Illness [NAMI], 2019).
Rural communities have a historically higher rate of uninsured individuals than more populated
areas (Rural Health Information Hub [RHIhub], 2016) contributing to barriers to accessing
mental and physical health services and medication management. Rural communities often lack
services for mental health care, physical health, peer navigation, transitional housing, and
transportation that is often readily available in urban locations thereby creating pockets of
isolation where these services are limited (RHIhub, 2016), a situation that increases risk and
stress for the adult with mental illness during transition from jail to rural community (National
Council for Behavioral Health, 2020; Mallik-Kane & Visher, 2008; Wimberly & Engstrom,
2017).
The Bureau of Justice Statistics (BJS) (2018) reported in 2016, the most recent data
available for rates of mental illness among adults in jail. The total capacity of county and city
jails throughout the United States (U.S.) is 915,400 inmates, for both men and women. On
average, 76% of individuals in jails in the U.S. have a diagnosed mental illness and meet criteria
for a determination of substance abuse disorder (BJS, 2012) as defined by the Diagnostic and
Statistical Manual of Mental Disorders (DSM-5). Length of stay in jails can range from a few
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hours to over a year. Often, individuals are unaware of when they will be released from jail until
they appear in court, creating a challenge in planning for and coordinating resources for
transitioning to the community. Much like the limitations in jails for mental health care capacity,
rural communities have higher rates of depression, suicide, and less access to mental health
services than urban counterparts (RHIhub, 2016), thus populations transitioning from jails to
rural communities have a unique and often unmet need requiring transitional support and
attention. Compounding challenges during transition in health care needs coordination, financial
obligations, and housing support are among the various factors causing stress for the individual
experiencing the transition (Mallik-Kane & Visher, 2008; Western Braga, Davis, & Sirois,
2015).
Purpose
The purpose of this study is to address the gap in our understanding of the factors that
facilitate and the factors that inhibit the use of community-based transitional support services
post-release from jail when transitioning into the rural community for adults with mental illness.
Findings from this study will be used to create a foundation on which to expand and develop
interventions aimed at practice and policy enhancements for this marginalized population.
Research Aims and Questions
Aims
1) To describe the factors facilitating use of services for mental health care, physical
health care, peer navigation, transitional housing, and transportation support from the
county jail to the rural community for adults with mental illness.
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2) To describe factors inhibiting use of services for mental health care, physical health
care, peer navigation, transitional housing, and transportation support from the county
jail to the rural community for adults with mental illness.
3) To describe the acceptability of participants to engage in a biomarker specimen
collection for use in future research.
Questions
1. What are the factors facilitating use of services for mental health care, physical health
care, peer navigation, transitional housing, and transportation support from the county jail
to the rural community for adults with mental illness?
2. What are the factors inhibiting use of services for mental health care, physical health
care, peer navigation, transitional housing, and transportation support from the county jail
to the rural community for adults with mental illness?
3. Would the collection of a saliva (IL-6) sample as a biological measure of stress (IL-6) be
acceptable to participants in this study?
Rural to Urban Comparisons
Mental Health Care
Rural to urban comparisons on mental health care and services for jail to community
transitions are challenging to locate within the literature. Factors that contribute to community
capacity as related to social correlates of behavioral health are not all inventoried in a
standardized fashion throughout each community. Further, behavioral health programs vary
greatly in evidenced-based alignment. The Centers for Disease Control and Prevention (CDC)
has created a tool Calculating an Adequate System Tool (CAST) for assessing community
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capacity for supporting prevention, treatment and recovery for substance abuse, and co-occurring
disorders, such as with individuals living with a mental illness (Green Lyerla, Stroup, Azofeifa,
& High, 2016). While this tool is not specific to only mental illness, it is as close as currently
possible in determining a community’s capacity to support prevention of escalations of mental
illness, treatment, and recovery. The CAST is based upon the Substance Abuse and Mental
Health Services (SAMHSA) continuum of care, which is widely accepted throughout the
professional community as the standard in determining community needs (Green et al., 2016).
The CAST expands upon SAMHSA continuum of care by adding the categories of referral,
which more fully depict a local system of care. The tool comprehensively examines several
factors that have been demonstrated, thorough scientific evidence, to promote, prevent, refer,
support treatment and recovery for individuals from a community perspective. The CAST is
aimed in providing guidelines for public health policy for resource allocation across the
continuum of care for equitable and efficient interventions (Green et al., 2016).
The CAST must be employed by each community in order to create an inventory of
needs and assets. The work involved in completing the CAST is lengthy, requires detailed
knowledge of the community, evaluation of programs, understanding of health professional
licensing processes, and access to community specific leaders who can provide both quantitative
and qualitative information.
Data from the 2019 CAST assessment collected from Cochise County, Arizona, the rural
site for this study, demonstrated a significant gap in resources throughout each category:
promotion, prevention, referrals, treatment and recovery. Each category is broken down into
several components in which the CAST factors in elements of each to arrive at a numerical value
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of need, compared to an actual numerical value. The overall community risk calculation
indicated that 84.51% of individuals with a substance use disorder in Cochise County needed
treatment for their disorder and did not receive treatment in the past year (Health Management
Associates, 2019).
These calculations lend themselves to the state of behavioral health services within
Cochise County, as substance use disorders are classified in the DSM-5. Without adequate
services to support substance use disorders, one can conclude that the behavioral health system
in Cochise County, Arizona is not meeting the needs of those diagnosed with a mental illness.
Community-based services can be clinically based or supportive based. Supportive-based
services provide a combination of supports, such as transitional housing assistance, peer
navigation, life skills classes, and transportation assistance, while clinically based services
provide clinical mental health care in the community setting. While there are clear differences
between clinical management and supportive services, it is essential to understand both are
needed to provide a holistic and client-centered approach to care. One behavioral health agency
is likely to offer both, clinical and supportive services. The model offered by the agency is most
generally aligned with the payment structure of the state’s Medicaid benefits. In the State of
Arizona, services being provided in the community are directed to be integrated (Arizona
Healthcare Cost Containment System [AHCCCS] 2018). Thus, having supportive services in
conjunction with clinical counseling and clinical management is the preferred model. Supportive
services in the context of this study will be defined as transitional support services. These
services are aimed in providing positive support, to be helpful to the individual receiving the
service (Heaney & Israel, 2008).
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The Bureau of Prisons describes transitional support services as functional needs for
support, such as transportation and transitional housing assistant, along with services in peer
navigation, which work to positively guide and support individuals through the transition from
incarceration to community. Transitional social support has been defined as supported social
interactions among individuals with a mental illness (Davidson, Shahar, Stayner, Chinman,
Rakfeldt, & Tebes, 2004). Further, the concept of transitional social support is intended to
positively reduce social isolation for individuals seeking support for managing mental illness
(Davidson et al., 2004). For rural residing individuals, social support is often limited and
amplified with higher rates of depression, suicide and poverty (Letvak, 2009). Nursing is
uniquely situated to not only support interventions for enhanced social support among rural
residing individuals, but to advocate for policy developments through research and education
(Letvak, 2009).
Physical Health Care
Physical health variances between rural and urban residents have been attributed to lack
of insurance and medical specialists. The poorer health status of rural residing individuals creates
a greater demand on the already limited providers who are primarily general and family
physicians (Anderson, Saman, Lipsky, & Lutfiyya, 2015). Rural residing individuals have higher
rates of chronic disease, such as obesity, hypertension, and diabetes, and less access to care
providers including specialty services and providers when compared to urban residing
individuals (RHIhub, 2016).
Data from the 2016 Community Health Assessment (CHA) completed by Health
Management Associates (HMA) for Cochise County Health Department revealed residents
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within Cochise County lived on average 18 miles from their primary healthcare provider, and an
average of 63 miles from specialty providers (HMA, 2016). In comparison, urban areas within
Arizona and nationwide report an average distance of 4.2 miles to primary care providers and
10.4 miles to specialty providers (Lam, Broderick, & Toor, 2018). Additionally, Cochise County
has four out of five municipalities that qualify under the HRSA Health Professional Shortage
Area, indicating insufficient healthcare providers for physical health, mental health, and dental
services (HRSA, 2019).
Peer Navigators
Peer navigation is based on the belief that people who have faced, endured and overcome
adversity can offer useful support to others facing similar situations (Davidson, Chinman, Sells
& Rowe, 2006). At its origin, peer navigators (PNs) were utilized in a patient navigation model
in cancer care to guide patients through the complexities of managing cancer treatment regimens
(Jojola et al., 2017). Since this development in cancer care, PNs have been utilized to provide
individualized services where an emphasis on barriers to care and engagement are at the center
of their work (Davidson et al., 2006). PN’s can be found in a variety of care settings, from
primary care clinics, community-based mental health agencies, and within correctional
healthcare (Davidson et al., 2006; Jojla et al., 2017). An individual who provides peer
navigation, in the context of this study, is comprised of individuals who have successfully
completed the jail to community transition while managing their mental health needs. Individuals
who act as PNs do not provide direct healthcare services. The focus of a PN is grounded in
connecting clients to healthcare providers, assisting with health-related barriers to care, and
support through continued healthcare engagement (Sheehan, Torres, Lara, Larson, & Mayes,
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2018). Typical duties can include in-person or telephonic check-ins, providing transportation to
and from appointments, troubleshooting barriers to care, and encouraging their clients to
complete program goals. PNs must be employed by agencies that will provide training and guide
their paraprofessional practice. PNs are not regulated by any licensing board oversight, as these
individuals are unlicensed. Research has not demonstrated a deficit in PNs for rural
communities, but rather a reluctance among healthcare providers to utilize PN’s as a valuable
asset to their care team (RHIhub, 2018). Services provided by PNs are reimbursable services;
however, rates of reimbursement are low, and compound the reluctance among healthcare
providers to utilize these paraprofessionals (RHIhub, 2016). While urban practicing providers
encounter similar issues with reimbursement, due to the volume of clients, practices have been
able to rely upon a variety of agencies to train and support PNs, thereby improving the number of
PNs in practice (Bertagnolli, Crandall, & Chu, 2014).
Transitional Housing
The National Alliance on Mental Illness (NAMI, 2019) defines transitional housing as
supportive housing between the release point from incarceration and community re-entry.
Transitional housing provides a temporary residence for up to twenty-four months and generally
offers wrap-around services, such as day programs, substance use treatment, and counseling, to
assist individuals in stabilizing their lives (NAMI, 2019). Transitional housing also can be
funded through state Medicaid systems if outpatient mental health programs are included in the
program package (AHCCCS, 2018). Access to transitional housing provides more than housing
stability, but additionally, provides safe social experiences (Segal, Frasso, & Sisti, 2018).
Transitional housing programs have demonstrated lower rates of recidivism, lower rates of
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psychological stress, higher use of mental health and physical health services, and lower rates of
drug and alcohol use for participants when compared with populations released from
incarceration who do not use transitional housing programs (Aidala, McAlister, Yomogida, &
Shubert, 2017).
Transitional housing provided in Cochise County, per the 2019 CAST report (HMA,
2019), and was limited to two community-based mental health organizations offering 32
placements. Placement is not automatic, and the knowledge of the service is not well known
throughout the community, to include those transitioning from the jail. However, neither
program provided the evidenced-based 24-month service approach (HMA, 2019), which is
consistent with rural areas nationally (RHIhub, 2016). The SAMHSA indicates the necessity of
transitional housing programs addressing the root causes of homelessness, substance-use
disorders and recovery report services to build capacity in access to treatment, and employment
(2019). Urban areas have on average, 85% greater numbers of transitional housing support
according to the SAMHSA (2019) transitional housing program locator, than rural counterparts.
Transportation Support
Transportation support is critical pathways in access to care and successful transitions
from incarceration to the community (Segal et al., 2018). Transportation support is defined by
the National Council for Behavioral Health Medical Transportation Access Coalition (2020) as
an essential recovery support service for individuals living with mental illness. Transportation
support can vary in delivery and include non-emergency transportation (NEMT) to treatment and
recovery support services (Smith, Prohaska, MacLeod, Ory, & Satariano, 2017). Post
incarceration, many individuals face challenges in obtaining state identification (driver’s
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licenses), or, have lost driving privileges or do not own a vehicle (NAMI, 2019). Further, the
National Council for Behavioral Health describes how symptoms of mental illness can be
exacerbated when trying to navigate public transportation. The 2016 Cochise County
Community Health Assessment indicated transportation within the county was limited to
medical-necessity, was limited in access points, and predominantly served two population
density centers, leaving the remaining area of the county uncovered (HMA, 2016). Urban areas,
in comparison to the rural community, have an estimated 80% greater access to NEMT services,
and have no geographical gaps in services (Smith, Prohaska, MacLeod, Ory, & Satariano, 2017).
NEMT has been theorized to not only serve as a mode of transportation for necessary services,
but also reduce disease complications, decrease isolation and improve mental health (Smith,
Prohaska, MacLeod, Ory, & Satariano, 2017).
Jail to Community Transitional Period
The transitional period from jail to community, for this study, is defined as an individual
who is between one day and one-year post release from the jail. This timeframe is defined by the
National Institute of Corrections (NIJC) (2017), which indicates that prison-to-community
transitions are measured over a five-year period and jail to community transitions are measured
over a 12-month period. In order to maintain consistency toward policy considerations, the oneyear transitional period will be applied in this study.
Theoretical Framework
The challenges facing the transitioning adult, who experiences mental illness, from jail to
the rural community, is not well understood. Meleis’ transition theory (2000) will provide the
framework for examining the facilitators and inhibitors of health and situational transitions

24

experienced among this population. This middle range transitions theory establishes types and
patterns of transitions and that each have conditions associated with each transition, and patterns
of response, which are all supported by nursing therapeutics (Meleis, Sawyer, Hilfinger, Messias,
& Schumacher, 2000). This model guides nursing interventions based upon the three established
concepts of transition: nature, conditions and response (Figure 1). The transitional process for an
individual is fluid and either facilitated or inhibited by the conditions experienced throughout the
transition (Meleis, Sawyer, Im, Messias, & Schumacher, 2000).
Figure 1
Middle-Range Transitions Theory

Meleis, A. I., Sawyer, L. M., Im, E. O., Hilfinger Messias D. K., & Schumacher, K. (2000). Experiencing
transitions: An emerging middle range theory. Advances in Nursing Science, 23(1), 12-28.
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Research Purpose
The purpose of this proposed study is three-fold: 1) to describe the facilitators and
inhibitors to accessing services for mental health care, physical health care, peer navigation,
transitional housing, and transportation support among adults with mental illness who are
transitioning from jail to the rural community; 2) to inform policy recommendations for rural
communities as related to jail to community transitions; and, 3) to assess participants’
acceptability to engage in a saliva interleukin-6 sample collection to be used in future studies as a
biological measure of stress during the transition period.
Background
A focused literature search was conducted on jail to community transitions for adults
with mental illness. Because there is limited literature available, articles were not restricted by
date. Additionally, the literature was inclusive of both men and women in transition from
incarceration, as this research will address the experiences of both genders. Existing literature on
jail transitions, particularly those transitions unique to the rural community, demonstrates several
opportunities for expansion. Solomon et al. (2008), discuss the unique circumstances facing rural
jails, as they are funded from a small and often disadvantaged tax base, resulting in limited
resources to operate, implement programming, hire, and retain staff. Rural jails are typically
operated by elected sheriffs who do so with very little oversight and with substantial discretion,
lending to challenges in the implementation of re-entry based programs, as opposed to traditional
control and security operations (Ruddell & Mays, 2006). This can inhibit discretionary or nonstatutorily mandated programs, creating unsupportive environments that lack evidenced-based
practices and standards for care of individuals with mental illness during community reentry.
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The literature review conducted focused on research supportive of transitions from
incarceration to community-based services, specifically jail-to-community (as opposed to prison)
transitions. However, due to significant limitations in jail-to-community transitions, literature on
prison transitions to community-based support among those with mental illness was included.
Literature demonstrating the significance of public health implications surrounding jail
incarcerations and the mentally ill was extensively examined. Literature examining the
exacerbation of acute stress during the transition from jail or prison to the community was
reviewed.
Co-occurring mental health and substance abuse disorders were attributed to over 80% of
jail incarcerations in 2016, the most recent statistical analysis conducted by the Bureau of Justice
(BJS, 2018). Incarceration can compound mental illness and present greater challenges to
successful community re-entry (Lurigo, Fallon, & Dincin, 2000; Western, Braga, Davis, &
Sirois, 2015). Literature has demonstrated predictive factors for both treatment engagement and
barriers to services. Among these factors are community social support and system supports
(Kubiak, Zeoli, Essenmacher, & Hanna, 2011). Studies conducted with prison inmates have
demonstrated social support, both before and after release from prison, are significantly and
positively associated with a variety of quality of life outcomes (Jacoby & Kozie-Peak, 1997;
Mallik-Kane & Visher, 2008; Western, Braga, Davis, & Sirois, 2015).
The first five days post release are among the most vulnerable for individuals
transitioning to the community from jail (NAMI, 2017). Those with mental illness are four times
more likely to be victimized within 48 hours following a release from incarceration and twice as
likely to be re-arrested (NAMI, 2017). It is equally important to note that individuals
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experiencing a mental health crisis are five times more likely to interact with law enforcement
than a community-based crisis team (NAMI, 2017). Rural communities often lack crisis response
teams, or, have prolonged response times (RHIhub, 2016). The University of Arizona Center for
Rural Health reports rural counties throughout Arizona experience a Health Resources and
Services Administration (HRSA) designated health professional shortage area (HPSA),
specifically in recruitment of psychiatry providers and substance abuse counselors (Center for
Rural Health, 2015). This finding suggests that even in the presence of community-based crisis
teams, limitations in provider availability throughout the community may limit access to mental
health care.
Given the unique culture of the rural community, understanding of transitions from the
jail to the rural community is essential. Furthermore, while literature demonstrates the
importance of integrated systems of mental health for/in justice and community-based services
(Jacoby & Kozie-Peak, 1997; Kubiak, Zeoli, Essenmacher, & Hanna, 2011; Lurigo, Fallon, &
Dincin, 2000) no literature is inclusive of both special populations (those with mental illness
transitioning from jail to the rural community). There is a paucity of literature involving jail to
community transitions in the context of rural communities specifically; facilitators and inhibitors
of their transitions are of critical research importance. The proposed research will address this
gap in the science through descriptions by adults with mental illness who have experienced jail
to rural community transitions.
Stress Biomarkers and Use in this Study
Individuals who experience mental illness and are transitioning from jail or prison to the
community experience anxiety and acute stress in relation to the challenges experienced during
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the transitional period (Mallik-Kane & Visher, 2008; Western, Braga, Davis, & Sirois, 2015;
Wimberly & Engstrom, 2017). Negative emotions such as anxiety have been documented to
increase the risk for disorders having inflammatory etiology, thereby contributing to chronic
conditions (Kiecolt-Glaser, Preacher, MacCallum, & Malarkey, 2003; O’Donovan, Hughes,
Slavich, Lynch, & Malone, 2010). Interleukin-6 (IL-6) is a pro-inflammatory cytokine involved
in many biological processes. Quinn, Williams, and Pace, (2018) describe the circulating
concentrations of IL-6 as an inflammatory biomarker secreted in response to acute psychological
stress. This research builds the foundation for the PI’s future work in developing interventions to
promote a successful transition for adults with mental illness who are transitioning from the jail
to the rural community. Data collection within future work will focus on qualitative and
quantitative measures to assess effectiveness of interventions in reducing stress and promoting
successful transitional experiences for the participant. Literature has documented this particular
population, adults living with mental illness who are justice involved, to be resistant to providing
biological samples for the purposes of research (O’Connor, Yanos, & Firmin, 2018). In this
study, the participants’ acceptability to engage in a saliva IL-6 sample collection to be used in
future studies as a biological measure of stress (IL-6) during the transition period will be
assessed.
Operational Definitions
Jail
Incarceration facility operated by local government, which houses individuals prior to
conviction, or those convicted at local levels who are serving less than 12-month sentences.
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Prison
Incarceration facility operated by state or federal agencies, which houses individuals who
are convicted of crimes and serving a determined sentence.
Mental Illness
A mental health condition or diagnosis in the past months, as defined by the individual
who is self-identifying with a history of mental illness to include depression, anxiety, posttraumatic stress disorder (PTSD), substance use disorder, bipolar disorder, or other.
Significance to Nursing
Over 80% of incarcerated individuals in rural communities have a mental illness (BJS,
2018). Transitions from jail back to the community create an opportunity for individuals to
access community-based transitional services, which can either facilitate or inhibit the outcomes
of this experience. Nursing is the profession caring for individuals while in the jail and become
the receiver of individuals as they enter the community seeking care and services. Nevertheless,
the process of transition is rarely discussed among these teams of nurses. Nursing is broad in
scope, from public health, case management, inpatient and jail-based care, the professional
working in each of these settings has the potential to interface with this transitioning population.
Nursing has an obligation to provide compassionate, evidenced-based care to support this
vulnerable and marginalized population at a time of great need.
“Compassion is not religious business, it is human business, it is not luxury, it is essential
for our own peace and mental stability, it is essential for human survival” (Dalai Lama XIV).
Incarceration of mentally ill individuals poses an ethical question and concern for which nursing
is situated. Nurses who practice in a jail setting provide daily care to individuals who have
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limited capacity for consent, knowledge deficits for their charges and limitations to find and
procure legal counsel (Fabris, 2006). Georges (2014) speaks to the American Nurses
Association’s Code of Ethics Preface Statement that “nursing encompasses … the alleviation of
suffering.” Beyond this statement, social justice is rooted in power relationships, and the
understanding of social power one brings into human relationships. Watson (2008) discusses
social justice and human caring in her model of caring science as a hopeful paradigm for moral
justice. The approach, while complex can be summarized as an infinite relation and
responsibility to humanity (Watson, 2008). The significance of this research to nursing is rooted
in our epistemological worldviews, our duty and obligation to care for individuals in need, and
our desire to promote dignity for all.
Chapter Summary
This chapter provided an introduction and background as well as an overview of
literature on adults with mental illness who are transitioning from jail to the rural community.
The purpose of this study and research aims and questions were explicated followed by
discussion of the five community-based support services, mental health care, physical health
care, peer navigation, transitional housing, and transportation support that are the focus of this
study. Meleis’s middle range theory of transitions was introduced and discussed in the context of
transition from jail into the rural community for adults with mental illness. Discussion further
focused on the significance of this topic to the profession of nursing. Finally, the significance of
stress for adults with mental illness who are transitioning from jail to rural community and the
importance of assessing acceptability of a stress biomarker for future research was explicated.
The qualitative descriptive approach will be utilized to describe the transitional experience of
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participants as understanding of this phenomenon, transition from jail to rural community for
individuals diagnosed with a mental illness, is poorly documented and understood.
Findings from this research will be used to build an evidenced-based practice model to
enhance transitions from jail to the rural community. A long-term goal is to influence policy
change to establish minimum standards for community reentry for all jails nationwide for adults
with mental illness.
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CHAPTER II: CONCEPTUAL FRAMEWORK AND REVIEW OF THE LITERATURE
This chapter is organized into two parts: (1) discussion of Meleis’ transitions theory, and
(2) an abbreviated literature review. Transitions theory will be discussed with application to
situational and health-illness transitions with adults with mental illness who are transitioning
from the county jail to the rural community. The literature review begins broadly with
application to transitioning prison populations, as well as community-based mental illness
strategies and then is narrowed to jail to community transitions in the context of rurality.
Transitions Theory
The middle range nursing theory of transitions (Meleis, 2010) will provide the theoretical
framework for this study. Transition theory is an effective way to understand complex
adaptations that adults transitioning from jail to community make as they manage health-illness
and situational transitions associated with mental illness. Health-illness and situational
transitions for this population are complicated because they involve complex processes and
interaction with justice, legal, medical, and community-based agencies, which may inhibit access
to essential community resources during the vulnerable period of transition. Transitions are
processes that occur over time and involve the passage from a state of stability, to instability,
with completion of the transition returning to a state of stability (Chick & Meleis, 1986). Five
characteristics, the process, the disconnectedness, the perception, the awareness and the patterns
of response are universal within each type of transition (Meleis, 2010). Transitions can be both
positive and negative, however, the individual always defines the experience and societal norms
should not be superimposed. There are four types of transitions, as defined by Schumacher and
Meleis (1985): 1) developmental transitions, 2) situational transitions, 3) health-illness
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transitions, and 4) organizational transitions. For the intent of this study, the focus will be
health-illness and situational transitions. The transitional process for each individual is fluid and
either facilitated or inhibited by the conditions experienced throughout the transition (Meleis,
Sawyer, Im, Messias, & Schumacher, 2000).
Types of Transitions
Health-Illness Transitions
Defined as the sudden role change, resulting from moving from well state to acute illness,
or as the gradual role change from well to sick in a chronic nature, the health-illness transition
involves role changes as the status of health within an individual creates a transitional process
(Meleis, 2010). Health-illness transitions are complex, as transitioning adults with mental illness
are subjected to discrimination, stigma, lack of health insurance, lack of social support, and may
have limited resources which predisposition them for barriers in accessing medical services.
Transitions are fluid with many factors affecting the process and essential events occurring
through the process (McEwen, Baird, Pasvogel, & Gallegos, 2007). The fluid nature with
multiple influences further complicate the process.
For adults with mental illness, the health-illness progression could be experienced as both
acute and gradual. Literature demonstrates many individuals experiencing an acute psychiatric
episode are more likely to encounter law enforcement than mental health support (Aidala,
McAlister, Yomogida, & Shubert, 2013; Hopkin, Evans-Lacko, Forrester, Shaw, & Thornicroft,
2018; NAMI, 2018). Therefore, the transition in health-illness could be acute, and result
simultaneously with becoming incarcerated. However, the same individual, once stabilized could
further experience a health-illness transition upon release from jail, as stability of care,

34

medications, and support are changed. Generally, due to the nature of jail operations and local
justice systems, the release from jail is not a planned event (Woodhal, 2006). Unplanned releases
from jail create unsafe situations where opportunities for care coordination between detention
medical staff and community providers is diminished, prescription medications may not be
immediately available, medical insurance may not be active, which further reduces access to care
and services. The individual transitioning may not yet have a safe housing plan or, transportation
from jail to the community. Unplanned releases further challenge the individual experiencing the
transition. Understanding the needs of the individual experiencing the health-illness transition is
essential in building nursing interventions to meet the desired health outcomes.
In a review of literature of prison to community transitions, nearly all returning prisoners
had chronic health conditions requiring treatment or management during the time of community
re-entry (Lichter & Ziliak, 2017; Millik-Kane & Visher, 2008). The majority (70%) of
transitioning prison inmates reported mental health needs requiring medication management and
on-going treatment, and 68% reported being without insurance for eight to ten months post
release (Millik-Kane & Visher, 2008). It is of research significance to study the facilitators and
inhibitors of the health-illness transition for the population of adults with mental illness
transitioning from a county jail to a rural community. Literature demonstrates rural areas
collectively have higher rates of mental illness, less access to services, and have a greater
number of uninsured individuals than urban areas (Lichter & Ziliak, 2017; RHIhub, 2016;
Osgood & Chambers, 2000, Teplin, 2000,).
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Situational Transitions
The phenomena of transition from jail inmate to the community member is a situational
transition where the role, expectation, social supports, and clinical supports of the individual are
changing (Millik-Kane & Visher, 2008). There are universal properties of transitions, which are
described as transitions in process, direction, and change in fundamental life patterns
(Schumacher & Meleis, 1994). For situational transitions, the various supports individuals have
relied upon are experiencing change (Millik-Kane & Visher, 2008). The individual must
acclimate to new supports in the form of peer navigation, transitional housing, and transportation
supports. The rural community poses unique challenges with coordination of services due to
access barriers (Huebner, Kras, & Pleggenkuhle, 2019; Osgood & Chambers, 2000); however,
there is evidence to support the number of options is not as valuable as the perceived quality of
services by the client (Letvak, 2009).
While incarcerated, individuals are expected to follow rigid rules, wait for medications,
meals, and are escorted to all appointments, often without even knowing their daily schedule
beyond meal times. While research demonstrates a varied experience between younger and older
inmates, Kreager and Kruttschnitt (2017) indicate the internal society within incarceration
facilities predisposes individuals to an environment where hostility and danger are present in all
aspects of daily life. The transition to community changes this dynamic, and the role of the
individual. The transition into community dwelling citizens poses a unique phenomenon
requiring deeper exploration and understanding of the facilitators and inhibitors.
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Variation in Characteristics of Transitions among Special Populations
Five characteristics are universal within each transition: 1) the process, 2) the
disconnectedness, 3) the perception, 4) the awareness, and 5) the patterns of response. However,
there is a wide variation occurring among the individual perception of these characteristics
(Chick & Meleis, 1986). Further variation occurs within vulnerable and marginalized
populations. It is this variation the nurse must be able to capture within the assessment in order to
support individuals experiencing transition (Meleis, 1986).
Transitions often result in the loss of social networks, meaningful routines, and changes
in familiar objects (Kiecolt-Glaser et al., 2003; Kurbin & Stewart, 2006; Mears, Wang, Hay &
Bales, 2008; Millik-Kane & Visher, 2008; Western et al., 2015; Wimberly & Engstrom, 2017).
For individuals who belong to vulnerable populations, the consequences of the transition can be
exacerbated as working through loss, past identities and ways of functioning are difficult, and the
attention of clinical support is necessary to navigate the multidimensionality associated with the
transition (Stevens, Hall, & Meleis, 1992). It is also of significance to discuss the differences
among a vulnerable individual and a vulnerable population. Anyone can experience periods of
vulnerability due to the circumstances of their individual situation (Chesnay & Anderson, 2016).
However, for the vulnerable population, there is a greater risk of developing a health issue
(Aday, 2001). Literature has demonstrated individuals living with mental illness have poorer
health outcomes in physical health, along with mental health conditions, and are more likely to
become justice involved than individuals without mental illness (Lamberti, Weisman, & Faden,
2004; Kurbin & Stewardt, 2006; Mallik-Kane & Visher, 2008; Schappell, Docherty, & Boxer,
2016; Teplin, 2000). Individuals with mental illness are a vulnerable population.
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The marginalization of individuals involves complex processes of interactions and
individuals who are marginalized are viewed as less within society (Mayhrvold, 2012).
Transcending beyond the individual, marginalization and the effects that come with, impact the
friends, family, and social networks, which are often scarce in resources and functional capacity
(Lehmiller, 2012). Marginalization directly affects physical and emotional health inequalities by
creating limitations, isolation and disempowerment resulting in lower participation rates with
physical and mental health usage (Cleary, Horsfall, & Escott, 2014). Being marginalized limits
individuals from access to fundamental human rights, including education resources, health
resources, shelter, food, and income supports (Cleary, Horsfall, & Escott, 2014: Mayhrvold,
2012; Meleis & Glickman, 2014).
Given the inequalities for populations who are determined vulnerable or marginalized, to
belong to a group who is both, vulnerable and marginalized, health outcomes will be poorer,
access to education decreased, and social support limited. The added aspect of rurality will
further complicate this already turbulent situation. Jail inmates with mental illness are both
marginalized and vulnerable, finding themselves in a powerless situation, and at greater risk of
health conditions, with less ability to control basic needs.
Community Transitions
Jail to community transition is the period of time from post-release from jail, up to one
year, as defined by the National Institute of Corrections (NIC), as the reentry period for
individuals transitioning from the jail to the community setting. The NIC (2016) indicates that
housing, work, and healthcare are all aspects of a successful transition. While many nongovernmental organizations provide guides to this transitional period, none are mandated
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services. Further, the NIC acknowledges that the transition between jail and community is
unique as each individual may have a different length of stay within the jail setting, and access to
a variety of community-based resources while others do not.
It is important to acknowledge the jail to community situational transition is a
phenomenon requiring new skill development, changes in social networks, role transformation,
and often, living situations (Kiecolt-Glaser et al., 2003; Kurbin & Stewart, 2006; Mears, Wang,
Hay & Bales, 2008; Visher-Kane, 2008). While the reentry period is defined as one year for
those reentering from the jail, the initial period of re-entry (one month) demonstrate the highest
risk of individuals being victims of violent crime, to include homicide, and for suicide (NAMI,
2018; Mallik-Kane & Visher, 2008; Wimberly & Engstrom, 2017; Woodhahl, 2006).
Stress and Community Transitions
Community transition from incarceration creates a stressful period in which social
integration and the demands of transition compound to create new challenges for the individual
(Western, Braa, Davis, & Sirois, 2015; Schappell, Docherty, & Boxer, 2016). Literature from
both prison and jail to community transition was reviewed. Overarching themes demonstrated in
prison to community transitions revealed the role of criminal justice systems in providing
assistance with social integration (parole officers, housing and employment supports) and
thereby decreasing stress for the individual experiencing the transition (Western et al., 2015;)
However, the stress created by social integration continued to prove a compounding factor in
recidivism despite assistance with parole officers and federal support programs (Western et al.,
2015; Schappell, Docherty, & Boxer, 2016). Transitions from both jails and prisons were further
complicated with preexisting mental health problems (Teplin, 2000; James & Glaze, 2006,
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Davis, 2012; Schappell, Docherty, & Boxer, 2016). Literature demonstrates individuals
undergoing the transition from both jail and prison to the community who experience mental
health disorders have higher rates of stress and greater rates of recidivism when compared to
individuals undergoing the prison and jail to community transition who do not experience mental
health disorders (Davis, 2012; Schappell, Docherty, & Boxer, 2016; Teplin, 2000). Increased
stress within the transitioning population who experience mental illness is largely attributed to
the heightened expectation of society to maintain normalcy around mental health functioning
which influences employment opportunities, housing, and coordinating care and resources
around both medical and mental health services (Schappell, Docherty, & Boxer, 2016; Western
et al., 2015).
It is argued stressors within the community transition post incarceration within the rural
community are heightened in comparison to the urban setting (Eason, Zucker, & Wildeman,
2017; Huebner, Kras, & Pleggenkuhle, 2019; Osgood & Chambers, 2000). These community
factors in rural areas are heightened due to the structure of the community, close-knit living, and
awareness of personal situations, which is coined “acquaintanceship density” (Weisheit & Wells,
1996, p. 384) where residents have more physical privacy, but far less social privacy (Huebner,
Kras, & Pleggenkuhle, 2019; Osgood & Chambers, 2000; Weisheit & Wells, 1996). Social
stigma can complicate the community transition process and the community impact can facilitate
or inhibit the transition for those returning from incarceration (Huebner, Kras, & Pleggenkuhle,
2019; Eason, Zucker, & Wildeman, 2017; Miller, 2014; Ojha, Pape & Burek, 2018; Osgood &
Chambers, 2000). This added stress creates an additional inhibitor to community transitions for
adults with mental illness who are transitioning to the community from incarceration.
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Understanding of stress as an inhibitor during the community transition process is of research
significance and warrants further investigation and understanding.
Literature Review
The following literature review will first examine prison to community transitions,
followed by jail to community transitions, then review of jail to community transitional
considerations of rural communities will be explored. Throughout the literature review focus will
be given to the facilitators and barriers of health, illness, situational, and transitional support
services, such as housing and transportation and the implications to the individual experiencing
the transition.
Prison to Community Transitions
A search of PubMed, CINHAL Plus and google scholar was conducted with the
following search terms; prison to community re-entry, prison reentry and mental illness, and
prison release and mental illness, 43,300 results were found. The search was further narrowed to
21,247 by excluding books and eliminating sources that were not peer-reviewed. An additional
18,132 articles were omitted as they examined communities and/or prisons outside of the U.S. A
date filter was applied, limiting literature older than 2000, as the totality of publications
addressing the topic of interest have proven sporadic over the years. The initial search resulted in
1,732 articles. Publications addressing individuals with serious mental illness (SMI) were
excluded, resulting in 732 publications. These articles were scanned for applicability to the
research question: facilitators and inhibitors to community re-entry for adults with mental illness.
Eighty-one were included for further review (Table 1).
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Literature Search Results Categories – Prison to Community Transitions
Topic

Number of
Articles

Prison to Community
Transitions

81

Community transition
programs and prisons for
adults with mental illness

Facilitators and/or inhibitors
with criminal justice system
Facilitators and/or inhibitors
with social integration with
stigma and stress

48

7
10

Coordination of medical and
mental health services and
stress

12

Stigma and stress and rurality

4

Articles (Author & Year)

Armour, 2012; Birmingham, 2003; Boehm, 2019; Braun, 2012; Castro, 2004; Chandler, Fletcher, Vokow,
2009; Cloyes, Wong, & Latimer, 2010; Champion, 2008; Collins & Cooper, 2014; Davis, 2012; Denton, 2014;
Draine, Wolff, & Jacoby-Peak, 2005;Duros, Cooper, & Snyder, 2005; Fazel, Hayes, Bartellas, & Clerici, 2016;
Hancock, 2018; Harris, 2019; Holtfreter, 2014; Hopkin, Evans-Lacko, Forrester, Shaw & Thornicroft 2018;
James & Glaze, 2006; Jannetta, 2012; Kachnowski, 2005; Kakoullis, Mesurier, & Kingston, 2010; Kjelsberg,
Hartvig, Bowitz, 2006; Kleiman, 2016; Lamb, Weinberger, 2014; La Vigne, Shollenberger & Debus, 2009; La
Vigne, Brooks, & Shollenberger, 2007; Messina, & Grella, 2006; Nurse, Woodcock, & Ormsby, 2003; Oliver,
2008; Rousen, & Rubenstein, 2017; Schappell, Docherty, & Boxer, 2016; Teplin, 2000; Sheehan, Torres, Lara,
Paniagua, Larson, Mayers, Doig, 2018; Sirdifield, Gojkovic, & Brooker, 2009; Skeem, Manchak, Peterson,
2011; Smith, Trimboli, & Bocsar, 2010; Steel, 2007; Steffens, Covinsky, Conwell, & Byers, 2018; Thomas,
Spittal, & Heffernan, 2016; Watson, Stimpson, & Hostick, 2004; Western, Braga, Davis & Sirois, 2015; Wolff,
2005; Visher, 2003; Visher & Courney, 2009; Visher, Baer, & Naser, 2006; Visher, La Vigne, & Farrell, 2003;
Visher, Yahner, & La Vigne, 2010; Yahner, 2008
Adams, 2003; Beijersbergen & Dirkzwager, 2014; Darensbourg, & Perez, 2010; Fazel & Seewald, 2012;
Harner & Riley, 2013; Walker, Illingworth, & Canning, 2014; Western, Braga, Davis & Sirois, 2015
Eason, Zucker, & Wildeman, 2017; Haugebrook, Zgoba, & Maschi, 2010; Huebner, Kras, & Pleggenkuhl,
2019; Miller, 2014; Moloney, & Moller, 2009; Ojha, Pape, & Burek, 2018; Osgood & Chambers, 2000;
Pollack, 2005; Simpson, Brinded, & Fairley, 2003; Wallace, Fahmy, & Cotton, 2016
Binswanger, Noweles, Corsi, & Long, 2011; Bowen, Rodgers, & Shaw, 2009; Chang, Lichtenstein,
Langstrom, Larsoon, Fazel, 2016; Davis, 2012; Gonzalez, 2014; Hammett, 2015; Hancock, 2018; James &
Glaze, 2006; Johnson, Schonbrun, & Peabody, 2015; Martin, & Hesselbrock, 2001; Sacks, Sacks,
McKendrick, & Banks, 2008; Teplin, 2000
Eason, Zucker, & Wilderman, 2017; Huebner, Kras, & Plegenkuhle, 2019; Osgood & Chambers, 2000;
Weisheit & Wells, 1996
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Literature demonstrates prison to community transitions for adults with mental illness
have a variation of transition programs among state and federal prisons (Champion, 2008; Eason,
Zucker, Wildman, 2017; Freudenberg, 2007; Huebner, Kras, Pleggenkuhle, 2019; Hopkin et al.,
2018; Mears, Wang, Hay, & Bales, 2008; Miller, 2014; Ojha, Pape, & Burek, 2018). While
congruency is noted among many programs in structuring physical and mental health needs prior
to release, a vast disparity is noted among programs for post-release supports (Freudenberg,
2007; Hopkin et al., 2018; Mallik-Kane & Visher, 2008; Kiecolt-Glaser et al., 2003). Programs
demonstrating the greatest physical and mental health engagement post-release, along with the
lowest recidivism rates include models that engage peer supports and focus beyond the
interaction of service systems, but provide a larger social context around personal/situational
characteristics, social environment, family, and community (Hopkin et al., 2018; Huebner et al.,
2019; Osgood & Chambers, 2000; Pettus-Davis, Howard, Murugan, Roberts-Lewis, & Vance,
2015). Regardless of the program employed, prison to community re-entry for adults with mental
illness demonstrated a prolonged period of time in obtaining medical insurance benefits, with the
average wait of eight months post release (Binswanger, Noweles, Corsi, & Long, 2011; Bowen,
Rodgers, & Shaw, 2009; Chang, Lichtenstein, Langstrom, Larsoon, & Fazel, 2016; Davis, 2012;
Gonzalez, 2014; Hammett, 2015; Hancock, 2018; James & Glaze, 2006; Johnson, Schonbrun, &
Peabody, 2015; Martin, & Hesselbrock, 2001; Sacks, Sacks, McKendrick, & Banks, 2008;
Teplin, 2000). The wait time for medical insurance creates a barrier to care and services, but also
for stability for individuals requiring management and treatment of chronic conditions and
medication management.
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The literature demonstrated individuals experiencing prison to community reentry needed
support with substance use disorders, along with managing mental illness, and ultimately
experienced the greatest barriers to care with substance abuse treatment (Armour, 2012;
Birmingham, 2003; Boehm, 2019; Braun, 2012; Castro, 2004; Chandler, Fletcher, & Vokow,
2009; Cloyes, Wong, & Latimer, 2010; Champion, 2008; Collins & Cooper, 2014; Davis, 2012;
Denton, 2014; Draine, Wolff, & Jacoby-Peak, 2005;Duros, Cooper, & Snyder, 2005; Fazel,
Hayes, Bartellas, & Clerici, 2016; Hancock, 2018; Harris, 2019; Holtfreter, 2014; Hopkin,
Evans-Lacko, Forrester, Shaw, & Thornicroft 2018; James & Glaze, 2006; Jannetta, 2012;
Kachnowski, 2005; Kakoullis, Mesurier, & Kingston, 2010; Kjelsberg, Hartvig, & Bowitz, 2006;
Kleiman, 2016; Lamb & Weinberger, 2014; La Vigne, Shollenberger, & Debus, 2009; La Vigne,
Brooks, & Shollenberger, 2007; Messina & Grella, 2006;). All literature reviewed indicated a
greater research need for understanding gender differences and supporting approaches that are
trauma-informed and consider the unique needs of women (Aidala et al., 2013; Begun et al.,
2016; Huebner et al., 2019; Smith et al., 2018). There was agreement within the research
regarding the need for supportive policy modifications to ensure gender specific transition
homes, post-release, and mental health care professionals of the same gender.
Jail to Community Transitions
Jail to community reentry literature was searched, with no date restriction, within the
following databases: PubMed, CINHAL Plus and Google Scholar (Table 2). The following
search terms were utilized: jail to community reentry, jail release, and jail reentry and mental
illness. A total of 8,435 results were found, of which 6,987 were excluded, as they were not
specific to jail reentry. Further review removed 897 articles, as they were not peer-reviewed or
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were duplications. Of the 551 remaining articles, 212 were removed as they were involving
research outside of the U.S.; an addition 198 articles were eliminated as they were prison to
community transitions. The 141 remaining articles were reviewed in detail for conformity to
health-illness and situational transitions, of the 141 articles, 47 met criteria (Table 2). There is a
paucity of literature involving jail to community transitions for rural communities specifically, of
the 47 articles reviewed, two specifically addressed rurality with jail to community transition.
This demonstrated gap in the literature requires additional research, specifically in examining the
facilitators and inhibitors to jail to community transition for adults with mental illness within the
rural community. Additional research is needed to explore interventions addressing needs of the
individual during this transition and while many research reports offer the recommendations of
professionals in the field, no reports include the analysis of individuals who have personally
experienced the jail to rural community transition, while managing mental illness within the rural
community.
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Table 2
Literature Search Results Categories – Jail to Community Transitions
Topic
Jail to Community
Transitions

Community transition
programs from jail for adults
with mental illness

Facilitators and/or inhibitors
with criminal justice system
Facilitators and/or inhibitors
with social integration with
stigma and stress
Coordination of medical and
mental health services and
stress
Stigma and stress and
rurality

Number of
Articles

Articles (Author & Year)

47

30

2
5
8
2

Bertagnolli, Crandall, & Chu, 2014; Davidson, Shahor, Stayner, Chinman, Rakfeldt, & Tebes, 2004;
Freudenberg, 2011; Freudenberg, Daniels, & Crum, 2005; Hass, & Saxon, 2012; Jaegers, Skinner, Conners, &
Hayes, 2020; Jannetta, Dodd, & Elderbroom, 2011; Lam, Broderick, & Toor, 2018; Laufer, Arriola, & DawsonRose, 2002; Letvak, 2009; Lincoln, Kennedy, Tutill & Roberts, 2006; LisNavon, 2000; Lurigo, Fallon, &
Dincin, 2000; Miller & Miller, 2010; Millik-Kane, & Visher, 2008; O’Conner, Yanos, & Frimin, 2018; Osher,
2006; Osher, Steadman, & Barr, 2000; Roman, & Chalfin, 2006; Ruddell & Mays, 2006; Sandwick, Tais,
Parson, Arauz-Cuadra, 2013; Segal, Frasso, & Sisti, 2008; Solomon, Osborne, LoBuglio, Mellow, & Mukamal,
2008; Tartaro, 2015; Van-Olphen, Freudenberg, Fortin, Galea, 2006; White, Saunders, & Fisher, 2012;
Warwick, & Dodd, 2012; Wilson, Barrenger, & Hadley, 2014; Woodhal, 2006
Goldstein, & Warner-Robbins, 2009; Smith, Prohaska, MacLeod, Ory & Satariano, 2017
Aidala, McAlister, Yomugida, & Shubert, 2017; Begun, Rose, LeBel, 2011; Flores & Pellico, 2011; Sheehan,
Torres, Lara, Larson, & Mayes, 2018; Visher & Bakken, 2014
Belknap, Lynch, & DeHart, 2016; Draine, Ahuja, Altice, Arriola, & Avery, 2011; Baillargeon, Hoge, & Penn,
2010; Kubiak, Zeoli, Essenmacher, & Hanna, 2011; Lurigo, 2015; Miller, Miller, & Barnes, 2016; Scott, &
Dennis, 2012; Staton-Tindall, Duvall, & McNees, 2011
Osgood & Chambers, 2000; Ward, & Merlo, 2016
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The literature supporting jail to community transition for adults with mental illness
provides evidence of inhibitors among the lack of standards or mandates for jail to community
transition programs (Aidala et al., 2013; Champion, 2008; Teplin, 2000; Woohal, 2006) thereby
creating fragmented systems of support, inaccessible to many. Literature documents many
transitional assistance programs being spearheaded by local nonprofits or faith-based
organizations (Aidala et al., 2013; Champion, 2008; Freudenberg, 2006, 2007; Bellamy et al.,
2019), however, mission focus is greatly variable among these organizations, and most serve a
specific population – men living with HIV (Freudenberg, 2006, 2007; Huebner et al., 2019) or
new mothers (Aidala et al., 2013; Freudenberg, 2006), versus the entire transitioning population
of adults with mental illness.
In review of the literature, a parallel is noted among the service supports found to be
beneficial for jail to community transitions for adults with mental illness, these include,
behavioral and physical health services access, to include substance use disorder treatments,
transitional housing, social supports, such as peer navigation, and employment assistance (Aidala
et al., 2013; Champion, 2008; Flores & Pellico, 2011; Kubiak et al., 2011; Lurigio, Fallown, &
Dincin, 2000; Ojha et al., 2018; Woodhal, 2006). Studies reporting the greatest rates of
participant reported success were those that ensured housing supports from the point of transition
and connected individuals to quality mental health treatment programs (Aidala et al., 2013;
Champion, 2008; Freudenberg, 2006; Lamberti et al., 2004; Lurigio et al., 2000).
Themes emerged within the literature surrounding barriers to situational transitions,
barriers to physical health access, and barriers to mental health access from jail to community.
These themes can be divided into the following categories: access to employment resources,
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educational supports, transitional housing support, and social support (peer navigators as well as
family/friend support). Access to employment resources involved a combination of support,
including access to government issued identification, access to internet to complete job
applications, and having the ability to construct a resume and support with understanding and
completing job applications and interview preparation. Educational supports were focused on
basic literacy, basic mathematics (household budget), and the ability to comprehend written
communication intent. Transitional housing was defined as temporary housing, up to 24 months,
with services such as counseling, group therapy supports, and substance use disorder treatment.
Social supports were broadly defined and could include peer navigators (PN’s) or family and
friends. Rather a PN or a family member or friend, the social support being provided that proved
most beneficial was support that was positively aimed in assisting the individual with problem
solving around daily challenges. Within these themes, common patterns of barriers presented
through the literature, consistent with social determinants of health (stress, social exclusion, lack
of employment, challenges with safety in neighborhoods) (Aidala et al., 2013; Bellamy et al.,
2019; Eason et al., 2017), as well as wait lists for mental health treatment (Aidala et al., 2013;
Bellamy et al., 2019; Freudenberg, 2006; Smith et al., 2018), to include substance use disorder
treatment (Aidala et al., 2013; Huebner et al., 2019), waitlists for social service programs
(childcare and housing supports) (Aidala et al., 2013; Mallik-Kane & Visher, 2008; Woodhal,
2006), lack of medical insurance availability upon release (Aidala et al., 2013; Champion, 2008;
Flores & Pellico, 2011; Kubiak et al., 2011; Lurigio et al., 2000; Mallik-Kane & Visher, 2008;
Woodhal, 2006), inadequate treatment for community-based programs (Bellamy et al., 2019;
Eason et al., 2017), challenges with program attendance requirements due to competing demands
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(Aidala et al., 2013; Champion, 2008; Flores & Pellico, 2011; Kubiak et al., 2011; Lurigio et al.,
2000; Mallik-Kane & Visher, 2008; Woodhal, 2006), lack of stable housing (Aidala et al., 2013;
Champion, 2008; Flores & Pellico, 2011; Freudenberg, 2006; Kubiak et al., 2011; Lurigio et al.,
2000; Mallik-Kane & Visher, 2008; Woodhal, 2006), and insufficient social support from prior
support systems, (Mallik-Kane & Visher, 2008; Western et al., 2015; Wimberly & Engstrom,
2017).
Considerations of Rural Communities
Existing literature on jail to community transitions, particularly those transitions unique
to the rural community, demonstrates several opportunities for expansion. Solomon et al. (2008),
discuss the unique circumstances facing rural jails, as they are funded from a small and often
disadvantaged tax base, resulting in limited resources to operate, implement programming, hire,
and retain staff. Rural jails are typically operated by elected sheriffs and do so with very little
oversight and with substantial discretion, lending to challenges in the implementation of
transitional based programs, as opposed to traditional control and security missions
(Freudenberg, 2006; Lurigo, 2015; Ruddell & Mays, 2006; Woodhal, 2006). This can inhibit
discretionary or non-statutorily mandated programs, creating unsupportive environments that
lack evidenced-based practices and standards for individuals with mental illness during
community transition. The limitations and lack of standards supportive of individuals with
mental illness transitioning from rural jails to the rural community further complicate the
situational transition.
The University of Arizona Center for Rural Health reports rural counties throughout
Arizona experience a Health Resources and Services Administration (HRSA) designated health
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professional shortage area (HPSA), specifically in recruitment of psychiatry providers and
substance abuse counselors (Center for Rural Health, 2015). Rural communities also experience
a deficit in transportation services (Jacoby & Kozie-Peak, 1997; RHIhub, 2016; Ruddell &
Mays, 2006), are geographically isolated, and rarely walkable (RHIhub, 2016; Ruddell & Mays,
2006). Transitional housing availability in rural areas is limited (Lam et al., 2018; Lurigo, 2015;
Segal, Frasso, & Sisti, 2018; Smith, Prohaska, MacLeod, Ory, & Eisentein, 2017), and generally
provided through faith-based organizations or non-profits, creating disparities in eligibility and
limitations in evidenced-based program models (Lurigo, 2015; Segal et al., 2018).
Given the unique culture of the rural community, understanding of health-illness and
situational transitions from the jail to the rural community for adults with mental illness is
essential. Furthermore, while literature demonstrates the importance of integrated systems of
mental health, justice and community-based services (Jacoby & Kozie-Peak, 1997; Kubiak et al.,
2011; Lurigo et al., 2000), no literature is inclusive of both special populations those with mental
illness and those transitioning from jail to the rural community. No literature was located that
directly engaged individuals with mental illness who are transitioning from jail, facilitators and
inhibitors of their transitions are of critical research importance.
The proposed research will address this gap in the science by describing the facilitators
and inhibitors to accessing transitional support services (mental health, physical health, peer
navigation, transitional housing, & transportation supports) in adults with mental illness who are
transitioning from the rural jail to the rural community. This study will also inform policy
recommendations for rural communities as related to jail to community transitions for this select
population and inform future work.

50

Chapter Summary
This chapter summarized both the theoretical model of transitions, and how it will be
applied in this work. The two types of transitions that will be applied to this study, health-illness
and situational transitions were described. The compounding effects of stress during the
transition from incarceration to the community was discussed. The literature among prison to
community transition for adults with mental illness was presented, as well as a smaller literature
set among jail to community transitions for adults with mental illness. Rural communities and
transitional support services (mental health, physical health, peer navigation, transitional
housing, & transportation supports) was further reviewed. Limitations within the current science
and opportunities for expansion were noted.
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CHAPTER III: METHODOLOGY
Review of Methodology
Chapter III is organized into two main sections (1) overview of aims and research
question, design and method with discussion focused on sample and setting, and (2), discussion
of human subject protections, and finally, the process of ensuring trustworthiness within this
study.
Purpose and Research Aims
The purpose of this qualitative descriptive study was to address the gap in our
understanding of the factors that facilitate and the factors that inhibit the use of community-based
transitional support services post-release from the rural jail to transitioning into the rural
community for adults with mental illness. Findings from this study will be used to create a
foundation on which to expand and develop interventions aimed at practice and policy
enhancements for this marginalized population.
There are three aims for this research study:
1. To describe the factors that facilitate the use of community-based transitional support
services (mental health, physical health, peer navigation, transitional housing, and
transportation supports) by adults with mental illness who are transitioning from the
rural jail into the rural community.
2. To describe factors that inhibit the use of community-based transitional support
services (mental health, physical health, peer navigation, transitional housing, and
transportation supports) by adults with mental illness who are transitioning from jail
into the rural community.
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3.

Would the collection of a salvia (IL-6) sample as a biological measure of stress (IL6) be acceptable to participants in this study?
Research Approach and Methods

Qualitative description (QD) is the design for this study. A QD method will facilitate a
better understand of the nuances and themes of the facilitators and inhibitors expressed by adults
diagnosed with mental illness who have transitioned from the jail to the rural community. A QD
approach is appropriate when research questions are focused on discovering who, what, when,
where, of experiences and when seeking to gain insight from informants (Sandelowski, 2000;
2010). Transitions for adults with mental illness from jail to rural community are poorly
understood based on the paucity of studies conducted and available literature. The QD approach
provides insight from rural dwelling adults with mental illness who have first-hand experience in
transitioning from the rural jail to rural community and attempting to access community-based
transitional services. Using a QD approach to explore the participants’ transition experiences will
provide a comprehensive description of the facilitators and the inhibitors to a successful jail to
community transition for this population. Sandelowski (2000) speaks to the comprehensive and
rich description gained from the QD approach. The goal, as described by Elo and Kyngas (2007)
is finding an understanding of a particular phenomenon from the perspective of those
experiencing it. Without prior research on the topic, it is difficult to understand and therefore
plan for the needs experienced by the population of interest; these reasons support a QD
approach (Neergard, Olesen, Anderson, & Sondergaard 2009). Knowledge of the facilitators and
inhibitors to accessing community-based transitional services by adults with mental illness
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transitioning from the rural jail into the rural community will be of interest to nursing, health
care, justice, and policy communities.
Sample and Setting
The target population for this research are adults, both men and women, with selfreported mental illness who have transitioned from the rural jail to the rural community within
the previous twelve months. Both men and women will be included in this study. Approximately
60% men and 40% women have transitioned from the rural jail to the community in the selected
rural setting (Cochise County Community Health Assessment, 2016). Community-based
transitional services in the selected rural community serve both men and women and are not
differentiated by gender. Thus, the facilitators and inhibitors to use the community-based
transitional services during the transition experience of both genders is necessary in
understanding the phenomenon of interest.
The sampling method for this qualitative descriptive design was purposive sampling,
which is based upon the purpose of the study in answering specific questions (Burmeister &
Aiken, 2012). The purpose of this study is to gain first-hand descriptions of the factors that
facilitate and factors that inhibit use of community-based transitional support services for adults
living with mental illness who are transitioning from the rural jail to rural community.
Individuals who have undergone and are willing to talk about their transitional experiences will
be recruited from a community-based mental health organization, which has five sites throughout
the selected rural county.
The setting for this study was Cochise County, Arizona. This geographically dispersed
location is 6,229 square miles in size, larger than the states of Connecticut and New Jersey
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combined. Cochise County is located along the US-Mexico Border paralleling the state of
Sonora Mexico for approximately 300 miles, and bordering New Mexico to the east. There are
five major municipalities, Willcox, Benson, Sierra Vista, Bisbee and Douglas. The county jail
houses an average of 230 individuals, with 60% of them having a diagnosed mental illness
(HMA, 2016). Approximately 30 releases and an average of 40 bookings, or intakes, occur
weekly. One main jail serves the entire county, with two satellite locations for municipality drop
off. These satellite facilities then move individuals to the main jail location.
Inclusion and Exclusion Criteria
Inclusion criteria for this study was adults: 1) ages 18 and older; 2) living with a mental
illness (self-reported); 3) have transitioned from the rural jail to the rural community within the
previous twelve months and have used or attempted to use community-based transitional
services; 4) are able to speak and read in English; and, 5) able to participate in a 60-90-minute
interview conducted via the electronic platform ZOOM or via telephone. Exclusion criteria for
this research include: 1) individuals who are unable to answer or, who meet Arizona Medicaid
criteria for a serious mental illness (SMI); 2) individuals who are pregnant; and, 3) individuals
who report they have considered self-harm in the previous 30 days. Participants will not be
eligible if they are in jail.
Sample Size
The sample size for this qualitative descriptive study was estimated to be between 6-10
participants. Sample size is guided by information power, as discussed by Malterud, Siersma,
and Guassora (2015) and data saturation, as described by Sandelowski (1995). Consideration will

55

be given to the study aim, the sample specificity, use of an established theory, quality of
dialogue, and analysis strategy (Malterud et al., 2015).
The study aim is broad, as consideration is being given to both facilitators and inhibitors
in mental health care, physical health care, peer navigation, housing support and transportation
support. However, participants for this study are highly specific all belonging to a specified
target group with very nearly no variation within their transitional timeframe (1-12 months), or
the jail facility they transitioned from, or the rural community they are transitioning to. Meleis
transition’s theory is a well-established and applied theoretical model. The quality of dialogue
was guided using a comprehensively constructed interview guide. The researcher is familiar with
the transitioning population, has spent the past three years engaged within community
transitions, and has a well-established rapport among the various community-based mental health
agencies. A final consideration for this sample size rests with the understanding described by
Sandelowski (1995) as the focus on purposeful sampling of case-oriented, not variable oriented
nature of qualitative descriptive providing a depth in data through description. While information
power is high in three of the five categories as guided by Malterud et al. (2015), given the
researcher is novice, and the aim broad, the target population is very dense, with a wellestablished and applied theory, and pilot tested interview guide. Due to these factors, the sample
size was eight participants, with consideration of Sandelowski’s (1995) description of data
saturation that provides deep, case-oriented analyses of the qualitative inquiry.
Recruitment Procedures
The PI is familiar with the transitioning population, has spent the past three years
engaged in community transition issues specific to this population, and has a well-established
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rapport among the various community-based mental health agencies in which the sample was
recruited. The PI scheduled a meeting with the director of the mental health organization in
Cochise County to discuss the study and seek support for recruiting potential participants from
their organizations. Recruitment flyers were posted in the lobby and available at the checkout
desk in each of the five community-based mental health organizations. The recruitment flyer
briefly stated the purpose of the study and ask individuals who are interested in learning more
about the study to write their phone number on the flyer and give it to a designated staff member
at the clinic as noted on the flyer or participants can choose to call the PI directly through the
listed number on the flyer. The recruitment flyers with participants’ contact information will be
kept in a locked file cabinet at each clinic. All participants for this study elected to call the PI
directly. The PI reviewed the inclusion criteria questions to determine if individuals met these
criteria for the study, and then scheduled a follow-up interview time with the participant.
Human Subjects Protection Procedure
Due to the current global pandemic of COVID-19 face-to-face in person interviews were
not be a possibility. ZOOM technology was offered to conduct a face-to-face video conference
or telephonic interviews, allowing the participant to decide the method. Interviews were audio
recorded. The PI completed the ZOOM for health training prior to interviews, through the
University of Arizona HIPAA compliance privacy program. All participants elected telephonic
interviews.
Arsel (2012) draws attention to two critical considerations (1) ensure participants
understand the intent of the interview is for research (2) do no harm, when interviewing
individuals who are marginalized, disenfranchised or are of a different power position than the
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researcher. These considerations will be practiced within this study. The University of Arizona
Institutional Review Board (IRB) approved this proposed study. Each participant was given an
unidentifiable pseudonym and all transcripts were de-identified. All transcripts and audio
recordings were stored on a password protected and encrypted device the PI stored in a locked
safe in her home.
The participants for this research were community residing adults, with a self-reported
mental illness, who had transitioned to the rural community from the rural county jail and/or who
had completed this transition within the previous 12 months. There was no involvement of
special vulnerable populations such as institutionalized individuals, prisoners, pregnant women,
children, fetuses, or neonates. Nevertheless, ethical concerns including informed consent, selfregulation related to the discussed research content were present as recruitment was focused on a
population living with mental illness.
Data Collection
All participants were informed by the PI during the consenting process and reminded
throughout the interview we could stop the interview at any time should they feel uncomfortable
or did not wish to continue. A ten-minute break was offered every 60 minutes of interview. The
interviews lasted between 60-90 minutes.
Data Collection Tools and Rationale
Data Collection: Demographic Data and Participant Interviews
After informed consent was obtained and the participant’s questions answered, the semistructured interview was conducted telephonically. While Zoom was offered, all participants
elected for telephonic. Rubin and Rubin (2012) describe interviews as structured conversations
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containing main questions, follow-up questions and probes. The semi-structured approach allows
participants to provide their response while the researcher guides content with targeted probes
and follow-ups. In this qualitative descriptive study, participants described their transition from
the rural jail to the rural community. Specifically, the questions investigated what facilitators and
inhibitors they experienced within this transition related to using medical and mental health care,
social support though peer navigation, and structural supports, such as housing, transportation.
This approach is supported by Meleis’ transitions theory (2000) and is unique to the individual
experiencing the transition.
The PI conducted semi-structured interviews employing an interview guide (Appendix
D). Follow-up questions and probing will be used throughout the interview to seek clarification
regarding the facilitators and inhibitors to accessing transitional community supports specific to
physical health and mental health care, peer navigation and social supports, transitional housing
supports, and transportation supports. The interview guide was structured to address
commonalities in transitional properties, as defined by Meleis (2000). These properties,
according to Meleis (2000) are similar among any transition, and include: 1) a period of time; 2)
a process; 3) disruptions; 4) discontinuity; 5) disconnectedness; 6) different levels of awareness;
7) critical points; 8) acquisition of new skills; 9) loss of familiarity; 10) loss of support; 11)
gaining a new network and support; and, 12) questions arising about skills and capabilities. The
interview guide first provided the main question, followed by probing questions. Probes were
utilized to ascertain what helped participants overcome barriers, or what was helpful or not
helpful. Rubin and Rubin (2012) describe probes as facilitating clarity and building depth and
detail into the description. Jorn (2012) established a plain language for mental health literacy,
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while supporting stigma reduction. The interview guide for this study was developed with these
standards, with the goal of plain language and stigma reduction. An example of this would be
utilizing the phrase, living with a substance use disorder, as opposed to having an addiction.
The interview guide was pilot tested in April 2019. Based upon this pilot experience,
participants reporting an understanding of questions and recommended edits to one section
concerning transitional housing supports. Revisions clarified transitional housing supports were
non-permanent housing locations intended to assist individuals during their transitional period.
Many pilot participants commonly refer to these homes as “half-way homes.”
Rubin and Rubin (2012) discuss the importance of depth and detail, with nuanced and
vivid descriptions and richness, within interviews. Interviewees provided responses, which the
researcher further explored and clarified so the vivid description could present. These interview
qualities embraced throughout the process as each of the six main questions were furthered
explored and clarified with the participant.
Sample Questions
This qualitative descriptive study has three main research questions:
1. What are the factors that facilitate use of services (mental health, physical health, peer
navigation, transitional housing, & transportation supports) from the county jail to the
rural community for adults with mental illness?
2. What are the factors that inhibit use of services (mental health, physical health, peer
navigation, housing, & transportation supports) from the county jail to the rural
community for adults with mental illness?
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3. What are the perceptions of participants in this study on thoughts regarding collection
of saliva IL-6 as a biological measure of stress as a measured variable for future
studies involving this population?
These research questions are supported by eight main interview questions, each having
follow up points and several prompts. Each main question was asked of each participant, while
the follow-up and prompts were customizable to the individual.
1) Please tell me about the most recent time you were released from the jail.
a. Prompts: Was your released planned? Did you have anyone to pick you up when
you were released?
2) Tell me about the support you received from people or community organizations
when you left jail?
a. Prompts: Transportation or housing support, assistance with coordinating resources?
b. Can you talk about how you accessed mental health care after leaving the jail?
i. Prompts: Were you able to schedule appointments for services? Tell me about this
process.
3) Can you tell me about how you were able or not able to use primary care services
after leaving the jail?
a. Prompts: Access to appointments in an acceptable timeframe?
b. How did you get to healthcare appointments when you were released from jail?
c. Tell me about the housing support you received after transitioning from the jail to the
community.
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d. I understand from others that their financial obligations related to jail time, arrest or
probation could create problems for using community services when you leave jail
and move to the community. Tell me about any barriers you experienced when using
community services because of financial obligations due to jail time, arrest or
probation.
e. Saliva sample for IL-6-for future research is being considered. This research would
provide support to individuals transitioning from the jail to the community. As part of
the data collection, the researcher would collect a saliva swab to check the level of
interleukin 6- an enzyme commonly associated with stress. This would be collected
before the intervention and at the end of the intervention. Do you think the collection
of this swab would be acceptable? Tell me about the reasons this would be acceptable
or would not be acceptable.
As noted, follow up questions were employed specific to the transitional point. For
instance, with question (1), a follow up question was aimed in understanding if people or groups
were different from community-based supports the participant had prior to incarceration. If an
individual expresses challenges with community-based supports, the follow-up question was
asking what the individual did to help overcome these challenges.
The final question followed after explaining to the participant the intent of the question,
which was to inform future work with a similar group of individuals. Each participant was asked
his or her thoughts on participating in the collection of a salivary (IL-6) sample as a biological
measure of stress? The PI explained that because transitioning from jail to the rural community
can be a stressful time in an individual’s life, this measure of stress is being considered for future
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studies with adults with mental illness who are transitioning from jail to community. The
individual was then asked to describe their thoughts around their willingness or unwillingness to
engage in such a collection.
Demographic data was obtained at the conclusion of the interview. Demographic data
consisted of participant age, sex, ethnicity, residential zip code, mental health diagnosis and
length of time with the diagnosis, health insurance status and number of times incarcerated in jail
and prison (if applicable) prior to this most recent transition. Demographic data collection took
five minutes or less, the PI asked the questions and data was entered into the Demographic data
form for each participant (Appendix E).
Audio-recorded interviews were conducted via telephone. Participants completed this
interview from their home, while one elected to call from her substance use rehabilitation center.
The use of this technology is acceptable because participants have familiarity with the
technology through their experience in the jail. Jail mental health appointments are conducted via
telehealth in Cochise County. Additionally, community- based providers also leverage telehealth
for mental health provider appointments as the rural location creates challenges in recruiting and
staffing mental health providers. Further, the PI is experienced with the use of telehealth and
ZOOM in clinical and administrative experiences and is well prepared to conduct interviews.
Participants were compensated with a $15.00 grocery gift card at the conclusion of their
interview. Participants were provided the choice of picking up the gift card in a sealed envelope
from the Wellness Connection location of their choice, or, receiving the card via electronic mail.
All participants chose the electronic option.
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The target population for this study may be limited on time, or unavailable for follow-up
interviews. Therefore, there was a single interview for each participant, each lasting between 60
– 90 minutes. Participant preference determined the exact location, as transportation could be a
tremendous barrier within the rural community; the PI offered a municipality bus pass for the
interview day to any participant who is in need of transportation. No participants elected to
leverage this option. The PI transcribed de-identified audio-recorded interviews.
Data Management
Once participants consent was obtained, each participant was given a participant-selected
pseudonym to ensure anonymity. This ID number was used to individualize the demographic
data sheet and the audio recordings and corresponding researcher journal notes. The participant’s
name did not appear on any documentation aside from the informed consent form. Only the
principal investigator (PI), the dissertation chair and Institutional Review Board (IRB) have
access to personally identifiable information.
Demographic information and journal notes and audio files were collected and stored in a
Health Insurance Portability and Accountability Act (HIPAA) compliant transport box. The PI
utilized a secure non-networked scanner to digitize all information and save to a password
protected, encrypted, HIPAA compliant file. Original forms will be maintained in compliance
with IRB procedure, in a locked file separate from the data in the PIs home office.
Microsoft Word and Excel software was utilized to assist in management of the interview
data and for organizing coding. Coding manually occurred by the researcher and the dissertation
chair within this software application. All files generated by Word and Excel were saved on a
HIPAA compliant drive, with encryption technology in use.
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Data Analysis
Analysis of demographic data was conducted through aggregation of demographic forms
where descriptive statistics was performed. Transcripts were analyzed using open coding and
thematic analysis. Each interview was reviewed and transcribed verbatim with observations
taken in field notes reviewed. Data was sorted using open coding and group coding for similar
words, patterns or phrases, and themes, insights and reflections on the data from each participant
(Sandelowski, 2000; Waltz, Strickland, & Lenz, 2010). In completing open coding, the
overarching goal is to build concepts and categories while moving line by line through the data.
Similar codes were grouped in clusters by comparing codes to formula themes. Using an iterative
approach modification of codes occurred when new information was received (Sandelowski,
2000).
Thematic analysis (Braun & Clarke, 2006; Nowell, Norris, White, & Moules, 2017) is
used to identify, analyze, organize, describe, and report themes discovered within a data set.
Thematic analysis was used to provide a rich and detailed account of complex data. Common
themes across participants were labeled using the participants own words when possible, hence
staying close to the participants’ words. Data that answer the research questions as well as
emergent data was clustered and coded to build a rich description of the phenomenon of interest.
As themes are developed, descriptive validity began with the dissertation chair. Microsoft Word
and Microsoft Excel was used to manage the coding of transcripts. Credibility and confirmability
was followed by documenting each step of the data analysis process. Adhering to an iterative
approach, each analyzed transcript was shared with the dissertation chair before proceeding to
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the next interview. As data analysis is completed following the above-described process,
developing domains, categories, and themes was discussed with the dissertation chair.
Trustworthiness and Qualitative Description
Demonstrating trustworthiness and rigor within research is essential in producing a
valuable contribution to science. Sandelowski (2010) argues that qualitative descriptive
approaches provide data-near interpretations that provide a richness to the topic of interest. In
order for the work to be trustworthy, it will be essential to accurately capture the true intent of
the participant. Arsel (2017) argues data sources, such as interviews, provide an interactive and
flexible but focused source of data, which is one of the most trustworthy sources. There are four
widely accepted criteria for maintaining trustworthiness in qualitative methodologies: (1)
credibility; (2) transferability; (3) dependability; and, (4) confirmability (Lincoln & Guba, 1985).
Credibility is defined as how accurately the study reflects reality (Lincoln & Guba,
1985). Clarification of information was made to participants and notes were made by the PI
throughout the interview process along with review of digital audio recording of all interviews.
The PI’s notes supported rigor by annotating tones, and other audible sounds participants
expressed outside of their verbal responses. Pauses in language, figures of speech, and emphasis
on words that could otherwise be lost within an audio recording were documented. Further, the
PI performed transcription independently; therefore, accuracy of transcription to audio recording
was not a concern. Data was analyzed as previously described and reviewed by the dissertation
chair who is a qualitative researcher.
Transferability is defined as to what extent the findings of the study can be applied in
another context. The criteria for transferability was met by providing clear and rich descriptions
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of demographics of the participants and the circumstances in which the study was conducted
through following procedures of “thick description,” which entailed a process of describing, in
detailed account, the observation of the participant regarding social relationships being described
(Lincoln & Guba, 1985).
Dependability is defined as consistent data over similar conditions with similar
participants (Lincoln & Guba, 1985). Dependability was maintained as the researcher conducted
a dependability audit. This included an examination of the process of data collection, how data
was maintained and a review of data accuracy. Additionally, overlapping methods throughout the
process of analysis also promoted dependability (Lincoln & Guba, 1985).
Confirmability is defined as how the study findings reflect the data and not the biases of
the researcher (Lincoln & Guba, 1985) Confirmability was maintained by conducting a
confirmability audit. This included a review of results and how these findings, interpretations,
and recommendations are supported by the data. This process was supported by an expert in
qualitative methodologies, the dissertation chair, Dr. McEwen.
The continuous process of reflexivity involves careful attention of the researcher and selfexamination (Palaganas et al., 2017; Jootun, McGhee, & Marland, 2009). In order to maintain
reflexivity within this research, the researcher took several steps to acknowledge researcher
biases. It is important to first acknowledge the researcher is not neutral to the topic of research. A
journal was kept throughout the process, which the researcher utilized to document perceptions
regarding personal influence towards the research. Throughout the interview process, the
researcher will utilize cultural and situational knowledge to build rapport and facilitate
conversation with participants. It was essential this rapport building be balanced with frequent
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self-assessments, and the identification of researcher personal biases, and the full understanding
that each participant brings a unique perspective and experience to the process. The researcher
started the journal by listing personal biases, and assumptions before beginning data collection.
In reflecting back to confirmability, the data itself should build the findings and not the
viewpoints of the researcher (Cope, 2014; Lincoln & Guba, 1985). The researcher discussed
reflexivity with the dissertation chair throughout the research process.
All interviews followed the previously piloted and revised interview guide, and only the
PI conducted the interviews. In alignment with Arsel (2017), and Collins and Cooper (2014), the
PI worked diligently to establish a neutral position, supportive of the participant, as well as
ensuring an established rapport prior to the start of interviews.
Chapter Summary
In chapter III, the research purpose and research aims were presented, followed by a
discussion of research design, methodology, and sampling strategy. The sample size for this
study was eight participants. The importance and plan for human research participant protections
was described, followed by data collection, data management and analysis strategies. The
essential criteria for ensuring trustworthiness of this study and the process by which each
criterion was met was described.
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CHAPTER IV: RESULTS
Description of Sample
The design, methodology and theoretical underpinnings of this research have been
presented in earlier chapters. Chapter IV is comprised of the findings for this research and is
broken into two main sections: (1) demographic data (Table 3) which is organized according to
the demographic form found in Appendix H, and (2) findings to research questions and aims that
were organized into emergent themes, domains, categories, and subcategories. Participant quotes
are labeled with pseudonyms that participants selected during the consent process.
Demographic Data of Participants
Eight participants, the majority Caucasian (n=6), were interviewed and provided
demographic data for this study. Ages ranged from 25 years of age to 56 years of age, with a
mean of 38 years of age overall. Participants were equally split between male and female. The
participants were highly educated; seven of the eight had attended/graduated from college. The
majority (n=7) had medical insurance, the range of time with a diagnosis of mental illness was 631 years, and substance use disorder was the most frequent diagnosis. The majority lived with
family or relied on family to support their housing needs. Participants were incarcerated between
1-240 days, with men having a greater range of incarceration (range = 60-240) than women. The
majority of participants (n =7) reported they had a driver’s license, but only three reported access
to a vehicle to meet their transportation needs for treatment and probation appointments. The
majority of participants (n=6) had an incarceration history of at least one other jail incarceration
prior to the most recent, with male participants having at least two prior incarcerations. Male
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participants also had a higher average day range in jail (60 – 240 days) compared to women
participants (1-120 days). Two participants had prior prison incarcerations.
Table 3
Participant Demographic Data
Age
Mean
Range
Racial or ethnic category identified
Caucasian
Latino
Education Level
Some College
Associate Degree
Bachelor’s Degree
Other
Physical and Mental Health Information
Medical Insurance
Medicaid
Private Insurance
Self-Pay
Length of Time with Mental Illness Diagnosis
Mean
Range
Mental Health Diagnosis past 6-12 months
Depression
Anxiety
PTSD
Substance Use Disorder
Bipolar Disorder
Transportation
Have a Driver’s License
Method of Transportation
POV
Family
Friends
Public Transportation
Other (Bike, Borrow Car, Church Group)
Housing
Rent
Own
Live with Family
Shelter

Female (n=4)

Male (n=4)

33
26-44

43
25-56

3
1

3
1

1
1
2

1
1
1
1

4

2
1
1

9.5
6-22

21
8-31

1
3
2
3
1

2
2
2
4
2

4

3

1
1
2
2
2

2
2
2
1
1

1
2
1

1
3
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Table 3 – Continued
Incarceration History
Days in Jail
74 (Mean)
1-120 (Range)

123 (Mean)
60-240 (Range)

Prior Jail Incarcerations
Prior Prison Incarceration

3 (Mean)
1-6 (Range)
1

3 (Mean)
2-7 (Range)
1

*Incarceration history for jail incarceration is measured in days. Prior Jail and Prison Incarcerations refers to the
number of times an individual was in jail or in prison.

Transitions from the Rural Jail to the Rural Community for Adults with Mental Illness:
Facilitators and Inhibitors
Data gathered from the individual, semi-structured interviews was analyzed through an
iterative process with the dissertation chair, Dr. McEwen, a qualitative methods expert. An
overarching theme, “Out of Jail, but No Freedom” represents the participants’ transition
experiences. Four primary domains supported the overarching theme: (1) situational transitional
inhibitors; (2) situational transitional facilitators; (3) health-illness transitional inhibitors; and, (4)
health-illness transitional facilitators. A temporal order was identified during the inductive data
analysis process. Consistently, after being asked the first interview question, all participants
shared the circumstances leading to their jail incarceration before they responded to the semistructured interview question.
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Figure 2
Overarching Theme of Study and Domains

Domain 1: Situational Transition Facilitators
Data that were generated in response to research question one, what are the factors that
facilitate use of services (mental health, physical health, peer navigation, transitional housing,
and transportation supports) from the county jail to the rural community for adults with mental
illness, will be addressed first in the context of situational transition. Three categories emerged
under Situational Transition Facilitators which described the participant’s perception of what
facilitated transitions from the jail to the rural community; (1) Justice Involvement, (2) Family
Support System, and (3) Change in Social Network. Three categories are supported by five
subcategories (Figure 3).
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Figure 3
Domain 1: Situational Transition Facilitators

Justice Involvement
Justice involvement for these participants resulted in orders to court mandated treatment,
as well as probation along with the discretion of the judge to determine when requirements of
their plans were met. Court mandated treatment guidelines, as related to substance use disorders,
are defined by the Arizona Revised Statute, 13-901-01, as treatment mandated by the court to
address personal use of substances. Wellness Connections/Hope is a community-based agencyserving individuals with mental illness and/or substance use disorder. Individuals who become
justice involved and receive court ordered treatment are commonly referred to this community
mental health agency. A participant acknowledged without the justice involvement mandating
treatment, it is unlikely they would have accessed this community resource. Wellness
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Connections provided them support for finding housing and work, despite attempting to seek
treatment prior to their justice involvement.
“I needed help getting started [coordinating care and basic needs post-jail release], it all
feels overwhelming, but the court mandated treatment for both substance use and my
mental illness…Wellness helps sort it all out. I tried to get into rehab before, and nothing
worked out.” (Ralph)
Another participant acknowledged their experience with justice involvement, while difficult,
allowed them time to pause and focus on getting better.
“Before [jail] I just was going in a direction where anything could go…you know, using
drugs, not taking care of myself…you can’t keep that kind of life up forever…once I went
to jail and ended up on probation and in treatment…now I have to focus on getting
better.” (Josie)
Another participant shared their experience with the court’s management of their care once they
became justice involved.
“The judge set out kinda like goals, you know, and I had to meet those…I’d go back [to
court] and the judge would talk to my team [PO and Wellness Connections] and see if I
was on track, the judge would make changes to the court plan as I made progress.” (TJ)
This participant reported less inhibitors around their justice involvement experience than
participants who reported challenges with the court process.
Probation Officer. Probation officer was one of three subcategories of Justice
Involvement, seven of the eight participants had probation requirements, and while more
inhibitors were experienced during probation than facilitators, participants identified some
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facilitators related to their probation officers. Participants noted the requirement of a safe living
space, which the probation officer approves, which kept them from slipping back to prior
behaviors. “Probation isn’t my favorite, but, before I could be released from jail we [the
probation officer] had a pre-release conference, and we had to discuss where I would stay, the
PO had to approve it.”(Alex) Another participant noted the support provided by her probation
officer. “My PO [probation officer] is tough, but he’s also available and responsive when I need
him.” (Anna) The participant that noted she felt supported by her PO, reported less inhibitors
around probation and court ordered treatment than participants who reported they did not feel
supported by their PO.
Substance Use Treatment. The second subcategory of Justice Involvement described
participants’ experiences with treatment specifically related to their substance use disorders. The
majority of participants (n=7) reported a substance use disorder, and in fact, were under court
ordered treatment to address the substance use disorder. Participants shared their experiences.
“When I got out [of jail] I was started on Suboxone, and while the court didn’t say I had
to take Suboxone, they did order me to treatment, so it’s all working out, and I am still
clean after 6 months.” (Alex)
While another shared, “I tried to get into treatment, but couldn’t, but after being arrested, the
court mandated it [treatment] so now it’s become a priority.” (TJ) Another participant reflected
on how court ordered substance use treatment keeps him accountable. “In the past, I tried
rehabs, they never worked for me, but, it takes time and failure happens, I have to show up for
my treatment now, or I could go back to jail.”(Alex) One participant reflected on how a judge
ordered methadone treatment while she was in jail,
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“This time [in jail], the judge ordered it [methadone], and so a methadone clinic came to
the jail and did the visit [provided methadone]. I was on it for 6 months while in jail, and
then I got out on a Saturday, and they gave me my dose that morning, and my Sunday
dose to take with me. I saw them [methadone community location] in clinic on Monday.”
(Maria)
Peer Navigators. The third subcategory of Justice Involvement, are non-medical
professionals that have lived experience of the challenge individuals are experiencing. In the
context of this study, peer navigators have experienced incarceration and live in a rural
community with a mental health diagnosis. They have successfully navigated transitions to the
community and received special training to assist others during the transitional experience. Peer
navigators can be employed by a multitude of community-based organizations. Wellness
Connections/Hope employed the peer navigators referred to in this study. Peer navigators
facilitate connections to community resources for substance use treatment as well as other
resource and needs. Participants spoke positively of their experience with peer navigators, one
participant shared, “They’ve [peer navigators] been there, done that…they get it, and they don’t
look down on you for the situation you’re in” (Becky). Participants acknowledged that peer
navigation provided support where healthcare professionals, probation officers, and the court did
not. “My peer navigator is so helpful, and it’s helpful too that he’s walked the walk, anytime I
need help, he’s there, and he is there even when I don’t know that I need him. (Maria)” Court
ordered treatment and probation requirements were demanding for participants, and seven of the
eight participants noted that their peer navigators helped them meet the requirements. “It can be
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a lot [court ordered treatment and probation requirements] but, my peer navigator helps me
figure it all out.” (Ralph)
Family Support System
Family support system emerged as the single category of the Domain 1: Situational
Transition Facilitators. One participant reflected, “If I didn’t have my sister, I don’t know what I
would do, my kids and I, we would be homeless” (Anna). Another shared, “My dad is great, he
and my mom, they’ve just dedicated their lives to me, they are retired now and thank goodness,
because with as many appointments as I have, it’s a full-time job.” (Alex) Participant 8 shared,
“My dad left me his house, car, and a good bit of money, if I didn’t have this, I wouldn’t be able
to manage.” (Max)
Transportation, Money and Housing. The subcategory within Family Support System
captured the impact family members had on facilitating participant’s non-medical needs during
their transitional experience. Participants reflected on the challenges of transportation, and how
family supported them in picking them up from jail and continuing to provide transportation for
work and appointments. “My dad was able to come pick me up [from jail], and I was really
grateful.” (Josie) While another recalled, “My brother picked me up [from jail], and I’m glad he
did, because I didn’t want to walk to the shelter” (Becky). Participant five shared, “My dad
drives me to and from work, he takes me to my appointments and I’m so thankful” (Alex).
Participants noted they were dependent upon family to place funds in the jail account,
(money on the books), in order to make telephone calls. One participant shared, “My son, he put
it on there for me [money on books]. I called my kids every day while I was in, and it’s how I
called my brother when it was time for release.”(Anna) Participants found support with family in
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repayment of fees and fines. “After court, my dad just wrote out a check for all my fees, he
wouldn’t take no for an answer.” (Josie) While another participant shared, “My mom has been
paying my probation fees, I just can’t get work right now because of my treatment
schedule.”(TJ)
A common theme among participants was the support of family in providing housing. “I
went to my parent’s home after jail.” Participant seven reflected, “I had moved in with them
when I started intensive probation, so I went back to their home, they’ve been so helpful.”
(Ralph) Another participant noted, “My uncle gave me a house on his ranch, and left me a
truck…without that, I don’t know where I would live, or how I would afford it.” (Max)
Change in Social Network
The third category, change in social network was explained by participants as they could
not rely upon their prior social connections for positive social support after their transition from
jail to community.
Creating New Connections. Change in social network was described as “you have to
find new friends, your old friends, they won’t get it…” (Maria) while another participant shared,
“I’m mostly a loner now…I don’t have none of the same friends, and I just stick to myself”
(Anna). A participant reflected, “I used to live on my own, with friends, but I can’t have that
lifestyle anymore…” (Alex) One participant reflected on the transition in her social network,
“I mean I used to have friends and party all the time, and that was what I did. I went to
work and really went in whatever direction I wanted. But now, I’ve got to take care of
myself and be around people who also care. My old friends didn’t care, they cared about
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getting high. So, I don’t think it’s been difficult to find support, but the support is just
different, and I’m still coming to terms with that.” (Becky)
Change in social support was viewed as a facilitator to the situational transition as individuals
recognized the need to modify social circles to meet their own transition needs from the jail to
the community. Participants noted positive changes in their social network and in finding other
sources of support. When asked what sources were helpful, one participant replied, “Mom and
Dad, and Wellness [Hope], peer support [navigators], but I think the thing that has been the
absolute biggest support in keeping me moving in the right direction as been Narcotics
Anonymous, “NA”, we call it.” (Alex) Narcotics Anonymous was identified by five of the eight
participants as a facilitator to the jail to community transition.
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Figure 4
Domain 2: Situational Transition Inhibitors

The following findings support research question two: What are the factors that inhibit
use of services (mental health, physical health, peer navigation, transitional housing, and
transportation supports) from the county jail to the rural community for adults with mental
illness?
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Domain 2: Situational Transition Inhibitors
Domain 2 emerged with two categories, Justice Involvement, and Rural Context. Being
justice involved perpetuated the majority of inhibitors experienced by participants. The rural
context of the community added layers of challenges with community members and
stigmatization.
Justice Involvement
Justice involvement had (5) subcategories, with the first being Judge’s Discretion.
Participants shared, while their crimes were related to personal use of substances, (seven
participants were diagnosed with active Substance Use Disorders), the judicial process included
Judge’s Discretion as to how much time would be required to serve in the county jail, the
requirements of probation in terms of what level of probation (intensive or regular), court
ordered treatment requirements, community service requirements, acceptance of the prosecutor
proposed plea deal, and any repayment of fees or restitution.
Judge’s Discretion. Participants shared their experiences with the court process and the
Judge’s Discretion. Participant seven, who was pregnant while in jail reflected,
“I didn’t know much [about the Judge’s release plan]. The judge told me she was keeping
me in so I had no choice but to be clean [off drugs]. I wanted treatment, but I couldn’t
get it, I asked for treatment, court ordered, and she told me no. So, I didn’t know what
would happen when I got out, or when I would get out.” (Josie)
Another participant shared how a judge utilized their discretion in adding time to the agreed
upon plea deal,
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“The judge added the 120 days in jail, which was in addition to what the prosecutor had
discussed with my attorney, so I’m glad I took the plea as I think it would have been bad
on me, but, it’s terrible at the same time, I mean I know it’s not okay to use drugs, but at
the end of all this I will have been in the system, cost the tax payer a whole lot of money,
when in actuality, I just needed treatment, not probation, not a felony, not all the court
appearances, and certainly not the babysitting that comes with probation. I just kinda
feel numb to it all.” (Ralph)
Rural Practices and Policies of Judicial System. The subcategory of Practices and
Policies of the Rural Judicial System included the practice of prosecutor proposed plea deals for
personal use of substances, the operational policies of fee payment and release practices/policies
of the rural jail. Plea deals were a common thread among the majority (n=7) of the eight
participants.
“The prosecutor tells you, take this, or go to prison for 2 -4 years, we’ll push for four,
that’s what they hold over you. Then they give you the most worthless public defender
who doesn’t care, who knows, maybe they are overworked... I was caught with personal
use on me… I had two hits on me and two syringes, and a baggie of weed, probably about
$10 worth. So, I was charged with multiple narcotic possession, because I had the hits of
heroin and weed. I spent eight months in jail, and ended up with the class-6 felony…”.
(TJ)
One participant shared her experience with the plea deal and additional fees imposed by the
court,
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“I took a plea deal. That plea deal included me taking the felony, and probation for three
years. Then I had to pay back the court and legal fees for my case. In total, I have to pay
back $8,000. That’s so much, I barely make more than that in a year.” (Anna)
The operational policies of the court in how participants pay ordered fees emerged as an inhibitor
to transition. One participant shared,
“You can pay online [court and probation fees] but there is a huge processing fee, $12
just for processing, and you have to use a credit card. I don’t have a credit card. You can
go to the court to pay in cash, but, that’s been closed because of COVID… You can also
pay to probation, but they cannot accept cash, so I have to get money orders. It’s a pain.
There is nowhere close to my house to get a money order. I have to okay the trip with
probation, get my dad to drive me 20 minutes one way for the money order, pay the
money order fee, and then get him to drive me to my PO’s office, drop it off, maybe end
up being drug tested, while my dad waits, then back home. It’s hard, I feel demoralized.”
(Alex)
This experience was not unique, six additional participants reported similar inhibitors with
paying court and probation fees,
“…One month I had planned to pay [court and probation fees], I just didn’t…my PO said
pay online. I told him I wasn’t paying online, I don’t have internet, I don’t have any
credit cards, and I’m sure not paying an extra $25 for a processing fee. The next month, I
went and got the money order, which I had to pay for of course. Had to get that approved
by the PO to go over to the Safeway. Then I mailed the stupid money order to the PO’s
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office. They raised a big deal because they don’t want to have to take the time to mail you
your receipt. (Max)
Participants reported being released from jail with no awareness of the time or even day of
release and three of the eight were released after business hours, and two were released on
weekends, making coordination for transportation more difficult.
“I had no notice in advance, and I didn’t get released until 8:30 pm. It was so crazy. It
was dark outside by then, and I had no car, my sister couldn’t come get me, no ride, so I
had to walk down the damn road, in the dark, in flip-flops, because that’s what I had on
when I was arrested. I saw a snake on the side of the road, it was big, and I didn’t know
what to do. It was hot outside still, and I had no water. No phone, just my ID in my pocket
and a debit card.” (Becky)
While evening and weekend release proved challenging, a participant shared their experience
when asked what made the release difficult.
“Getting out on a Friday evening, that’s rough. It’s hard because stuff isn’t open on the
weekends, I couldn’t get a ride, and you know, when you’re getting out of jail, you don’t
have much. No money, no phone, no car. It’s frustrating, because I have all those things,
but, I couldn’t get to them, they were at my house. Then I was having trouble because I
didn’t have any of my medications, and that makes me worry, I also was worried about
using, I didn’t want to start and here I was in a shelter with so much temptation around
me.” (TJ)
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Probation: Tethered to the PO. Is the next subcategory of Justice Involvement. The
majority (n=7) of the participants were ordered to intensive probation, described by a number of
participants as having to account for “every minute of every day”. Participants shared,
“Intensive [probation], I have to submit a schedule, this means every single minute of
every day has to be accounted for. Like, you can’t even stop into a Circle K going or
coming from work without letting your PO know, or you could be in trouble. Every
Thursday I send a schedule, and then wait to hear from my PO if it is going to be
approved.” (Maria)
Another participant expressed their frustration with intensive probation causing missed work
opportunities,
“I have to call my PO, ask permission [to commit to a job interview], they can say no.
But, my PO never answers, so I have to wait. I lost a lot of job potentials that way
because most of these jobs are you know, real entry level. They call, and they want you to
come now. I couldn’t, and I couldn’t get back to them right away because I was waiting
on my PO.” (Alex)
One participant recounted going into labor while in jail and being transferred to the hospital,
where her PO showed up,
“My PO showed up at the hospital, they wouldn’t let him in, so he called me and was
telling me all this stuff I had to do when I got out and told me I had to call him first thing
Monday morning. It was just a lot of stress and I wanted to take care of my baby. I feel
like in a lot of ways that time was taken from me.” (Josie)
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The requirements of intensive probation were explained by participants as “always being
available to the PO”; three participants shared their struggles with having a cell phone,
“…I don’t want a cell phone. I can’t have one, it’s a trigger [to drug use]. I decided
every time I’ve experienced a relapse [to heroine], it’s been because I’ve got on social
media or text and called up one of those old friends. It’s too tempting. So, this time, I
decided no cell. I’m going to just use the landline, and keep all that negativity away. My
PO was pissed. She ranted and raved and told me she was sending me back to jail. I
wouldn’t’ budge, I told her there is no way I can have a phone, I know myself. So, finally,
she told me I had to provide my parent’s cell phones… my mom constantly worries she is
going to miss a call for me, she feels like she can’t do anything without her phone in
hand, it’s so disruptive to mom, and disrespectful. But, I don’t have a choice. Then, the
home phone won’t accept restricted numbers, so when probation calls, it’s always from a
restricted number. They won’t do the extra work to enter in the code when they call. So,
they make me answer on my mom’s cell.” (TJ)
Another participant, when asked what made meeting probation requirements difficult, he
responded,
“Being human… (laughter) no really, it’s a lot. I think the biggest things are the lack of
support with getting your life straight. It’s like he’s [his probation officer] got to prove
he’s in charge… He was real [explicit] over me not having a cell phone. It’s tough, I
don’t work, my mom has a landline, and so I wanted to use that…So, I broke down and
got one, but it’s a flip phone, no texting, no data. The PO about flipped with that, he said
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I needed internet access…, I asked him if the probation program was going to pay for it.
He stopped after that…” (Ralph)
Intensive probation requirements also involve showing up at one’s place of work, medical
appointments, or any other location the probationer has listed on their schedule. One participant
shared the embarrassment of having their PO show up at their place of work, right after securing
a new job,
“…my PO makes unannounced visits to my work, I started a new job, and there he was, it
was so embarrassing explaining to my new co-workers, that man with the gun over there
is going to be here to check on me from time to time, I’m not a threat to public safety.”
(Anna)
While another participant shared the feeling that his probation officer was just waiting for him to
mess up.
“I’ll be going about my day, and there he is [probation officer]. He’ll check in with
Wellness, make sure I’m there, I’ve had him pass me while I’m walking in the evening.
He’s even been waiting outside the primary care clinic. He’s everywhere and so I know
he’s watching, but it’s too much. It’s like he’s waiting on me to screw up, can’t wait to
send me back to jail.” (Max)
Consequences of the Plea Deal. Emerged as another subcategory of Justice
Involvement. Participants experienced significant hardships related to their felony charge. Five
participants identified limited to no options for housing due to the felony change, while the
remaining three stated if not for living with family they too would have no housing options.
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“Housing is tough. I had made plans to go to my parent’s home. I talked to them about it
when I was in jail, and they said I could stay temporarily until I could find something
else. But that ended up not being an option, my parents split up. So, I went to my dad’s
apartment for the first week. He said the complex was strict and he couldn’t have people
stay except for a visit. He told the office I was visiting and then I went to my Tia’s for the
next week. Her complex manager came and told her if I was staying, I had to be on the
lease. In order to do that I had to do a background check, and they don’t allow felons. So,
I went back to my dad’s then back to my Tia’s, I went to the shelter. Then I got a job
working nights and tried to stay back at Tia’s because I wasn’t there overnight, and it
worked for a while.” (Anna)
At the time of the interview this participant was homeless but had entered a rehab facility for
substance use treatment and was hopeful the facility would assist her in finding stable housing
before discharge. Additional consequences emerged with job opportunities and the felony record.
Five participants specifically expressed limitations on work options, with several seeking
employment for over four months. The remaining three had not sought employment and were
relying on family to assist their financial needs.
“Oh work. Well, I can’t seem to find any. Wellness is working to connect me, but I have
so many appointments right now, and my treatment is court ordered, so I can’t put work
first, and that makes it hard. Then I’ve got the felony, and I’m old with no computer
skills, which makes it hard to find work too. I used to work in construction, and I’ve done
bike mechanics and auto mechanics. But, everything is so digital now, even how you
work on bikes and cars, so it’s been tough and I’m not sure yet what I will do.” (TJ)
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One participant shared his timeline for the job search, “It’s been just over six months, and I just
had a promising job interview, I had others before, but places couldn’t or wouldn’t hire me
because of the felony.” (Becky)
Fees and Community Service. The financial impact of the plea deal was an inhibitor
expressed by participants as well. Part of the plea deal includes ordering repayment of court fees,
intensive probation fees, and any fees related to incarceration, such as vehicle impound. “Before
this last jail stay, I had a car. It was impounded when we [her boyfriend and her] were busted
for drugs. I never was able to pay to get it out. It was sold at auction.” (Anna)
Another participant shared his costs associated with getting his car from impound.
“It [the car] was impounded when I was arrested, so I had to get it out of impound, cost
me a fortune, but I’m glad I have it or it would be really difficult to get around. It cost me
$4,500, and then, the cops tore apart the dash looking for drugs, didn’t find any, but, I
had to take the car in to have it put back together. Cost me another $800 for that.” (Alex)
Community service was an additional consequence for participants who accepted a plea deal,
which was associated with court and probation. One participant shared her experiences with lack
of transportation and treatment schedule inhibiting her ability to complete community service.
“I’ve not done any [community service] because of the transportation issue, and now
with rehab I can’t of course. But I keep thinking about it, and the probation fee, it’s just
all stacking up. I feel like it’s going to be like a high interest credit card and I’ll never
work my way out of it.” (Maria)
Eight participants had community service obligations to fulfill, and while none were opposed to
providing community service, all met barriers in finding locations to conduct community service.
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“It was hard to find a job and balance the job with my court ordered treatment
requirements, and now, I’ve got to add on the community service, I don’t know how or
when I’ll find the time once I am able to find a location.” (Becky)
Rural Context
Rural context was the second category under the domain of Situational Transition
Inhibitors. Two subcategories emerged represent the Rural Context, (1) Fishbowl Effect, and (2)
Change in Social Support Systems.
Fishbowl Effect. Participants voiced concerns around others in the community
monitoring their whereabouts, reporting their activities to police and being stigmatized by
community members. This phenomenon is common to the rural context and referred to as the
fishbowl effect (Bushy, 2009). A participant shared,
“Last time I went in there [to the courts] to settle up some stuff, the secretary went out to
the parking lot to see if I drove over so she could report me. She saw my truck and called
the law. This time, thank God, I hadn’t drove, I had a friend drive me over and she was
just at the gas station across the street. So, when the law showed up and questioned me I
had to prove I didn’t drive.” (TJ)
Other participants voiced concerns around stigmas among the community related to their jail
incarceration,
“I used to be a leasing agent at the apartment complex where I lived. After I went in to
jail, I wasn’t able to go back there, for work, or to live. I had to find a new job and home,
even if you went to jail and were released with no charge, they still treat you the same,
they act like you’re a bad person.” (Becky)
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While another participant shared the stigma from his neighbors, “I went back to my parent’s
home after jail, the neighbors wouldn’t even say hello to me, they still don’t, I used to mow their
grass.” (Alex)
Change in Social Support System. Is the second subcategory under Rural Context.
Participants shared their experiences with isolation, “I don’t have any of the same friends
anymore, I don’t have any friends….I guess I feel a little bit of emptiness, you know?” (Maria)
While another shared his isolation in relationship to his rural location, “I live way out here, I’m
an hour and a half away from Sierra Vista, there are no friends, no social support, I do go to
work, then I come home, and I just stay out here away from everybody.” (TJ)
Figure 5
Domain 3: Health-Illness Transition Facilitators
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Domain 3: Health-Illness Transition Facilitators
The following findings support research question one: What are the factors that facilitate
use of services (mental health, physical health, peer navigation, transitional housing, and
transportation supports) from the county jail to the rural community for adults with mental
illness?
Health-Illness Facilitators
Three categories and three subcategories support the domain of Health-Illness
Facilitators. The categories are (1) Substance Use Disorders, (2) Mental Health Access, and (3)
Health Access.
Substance Use Disorders. Seven participants reported substance use disorder as a
current diagnosis they were addressing with their care teams. While half of the participants
reported they were unable to access care for their substance use disorder (SUD) prior to jail, they
were presently in treatment as a result of a court order. The subcategory of Connecting with
Treatment emerged as a facilitator to addressing their current SUD. “The medical team at the jail
coordinated the methadone appointment [after release]…” (Anna) While another participant
shared, “My appointments for care were coordinated by the jail social worker for right after
release, it was easy.” (Alex) Connecting to treatment was also supported by the communitybased agency Hope / Wellness Connections. Six of the participants discussed their linkages to
SUD treatment through the Hope/Wellness programs. “Wellness has really stepped in to help
connect services... They have their peer program [peer navigators], and it works so well, they
get it, they get what you are going through and they don’t treat you like a screw up.” (Ralph)
While another participant reflected on connecting to SUD treatment within a few days of jail

92

release. “So, I called my PCM [Primary Care Manager], their office at the FQHC [Federally
Qualitied Health Clinic] manages my Suboxone, and they got me started in about 3-4 days after
I was released.” (Anna) Participants shared how Hope/Wellness was available throughout their
transition and helped them avoid a relapse.
“I knew I was going to relapse, so I called Wellness and said, look, I’ve got to do
something, can you help me. They got the team together right then, kept me on the phone,
then came to pick me up, and I sat down with the team, we made a plan, they worked out
the insurance part and they drove me to rehab the next day. I’d be back in jail without
them.” (Maria)
Mental Health Access. Was the second category in the Health-Illness Transition
Facilitators Domain. Early Planning: Start Before Release emerged as the subcategory.
Participants shared their experience with a Public Health Social Worker who assisted their
transitional support needs while they were in jail and provided follow-up post-release.
“He [the social worker] coordinated my appointments for the day after I was released.
He helped me get my insurance turned back on, this was huge, because in the past, I had
to wait for months. This time, it just seemed to happen. He also coordinated for a ride for
me when I was released. This was so good.” (Becky)
While another participant shared,
“He [jail social worker] set up the first appointments [for mental health care]. Now, I
had a team [care team] before jail, and I went back to the same places. I had a mental
health appointment the day after I got released.”(Alex)
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Others reflected on the support they received with release planning while in jail from
community-based agencies, “I had an appointment with Wellness…they came to see me while I
was in jail, got my enrollment started, so the appointment with them was to finish that up, and
start building my plan.”(Ralph) Participants who had planning support prior to release
encountered fewer inhibitors around access to mental health care than those who did not have
planning support prior to release.
The second subcategory that emerged within Mental Health Access was Medications.
Participants expressed how through a combination of community supports they were able to
access continuous medications.
“I called my doc and he got me in. I think I got it [appointment] about 2 days after I got
out. I didn’t have no medications. The jail kept my meds the same, but I didn’t have any
at home, so I was without ... He also sent me a prescription over to the pharmacy right
away, before I saw him. Wellness gave me a ride to get the medications. It was just a twoday supply, but it kept me in meds so I didn’t have to go without.” (TJ)
Participants often compared their past circumstances to their current as related to continuous
medications.
“It’s been hard to have a stable life without medications. I’m bipolar, and I cycle a few
times a year when I’m not on meds…being on medications all the time is so important for
everything, it’s good to have this managed now.” (Anna) Another participant shared,
“My mental health doc ordered my meds before he saw me, he didn’t want me to go
without, and Wellness drove me to the pharmacy to pick them up, so I only had a day
without [medications].” (Max)
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When participants had access to continuous medications they reported fewer inhibitors to their
health-illness transition.
Primary Care Access. Emerged as the third category within the Health-Illness
Transitions Facilitators Domain. Participants all noted their Primary care was separate from their
MH care despite current recommendations for both PCM and MH occur within an integrated
model (citation(s). Subcategories within Primary Care Access were My Insurance Covers
Everything, and Getting an Appointment is Easy. Participants shared their experiences with
accessing healthcare with primary care providers, Arizona Health Care Cost Containment
System (AHCCCS) insurance was identified as the primary insurance for the majority (n=6) of
the participants. “I have AHCCCS. I have for a few years now. I work, but I do not get health
insurance through my work. It’s been such a good thing, because otherwise I would not be able
to go to the doctor. It worked [insurance was active] when I was released from jail.” (Alex)
Participants shared without AHCCCS benefits they would not be able to afford health care.
“ACCCHS covers everything, so nothing out of pocket. That’s a good thing, because I don’t have
any money, there is no way I could pay even $5 each for all the appointments I have.” (Becky)
Participants shared their experience with chronic conditions such as hypertension and Type 2
diabetes and noted that while they had not been diligent in the past about managing these
conditions, due to the facilitators discussed, they were working towards better self-management.
“I have diabetes, and I never really paid much attention before, never went to a doc for it much,
now I go, and I listen, AHCCCS covers it all, even the strips [testing supplies]. (Max)
Ease of scheduling an appointment was cited in all participants as a facilitator to their
transition from jail to the community. “I saw my provider [PCM] the day after I was released
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from jail, and that was good, because he got me new prescriptions, the appointment was already
made, I just had to show up, that was perfect.” (Alex) Another participant also shared when
calling to his primary care provider, the office got him in without a wait. “I called my doc and he
got me in…he said come right away.”(Maria) While others expressed how easy it was to reach
their provider when questions arose about their care plan from their probation officer, “…I called
my doc, and was able to get through to her right away, she talked to my PO…” (Ralph). Having
ease of access to primary care managers facilitated the health-illness transition for participants in
this study.
Figure 6
Domain 4: Health-Illness Transition Inhibitors
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Domain 4: Health-Illness Transition Inhibitors
Domain 4 supports research question two: What are the factors that inhibit use of services
(mental health, physical health, peer navigation, transitional housing, and transportation
supports) from the county jail to the rural community for adults with mental illness?
Health-Illness Inhibitors
Domain 4 is supported by four categories: (1) Mental Health Access Barriers, (2) Primary
Care Access Barriers, (3) Bridge Medications, and (4) Treatment Demands. Within these
categories, the following four subcategories emerged: (1) No Treatment for SUD, (2) Medication
Costs, (3) You’re Free, but No, You Can’t Have Your Medications, and (4) Not Enough Hours in
the Day.
Mental Health Access Barriers. Spanned challenges from not having treatment options
available in the community, to not having transportation to access mental health service, costs of
medications, and available hours for treatment providers. Participants shared when SUD
inpatient treatment was needed, or inpatient mental health, their choices were out of County.
“I’m in rehab now, and had to come to Tucson, it’s rough, I can’t see my kids, but there are no
options for me in Cochise or Santa Cruz.” (Maria) One participant shared his experience with
his geographical location and not finding any providers, “I should go to counseling, but I can’t
find anyone close enough.” (TJ)
Another participant, a working mother, shared her experience with available treatment
hours for mental health, which emerged as a barrier in five of the participants.
“I do see a mental health provider, but it’s hard, because of hours of availability. I think
the last counseling appointment I had was about 2 months post-release. It’s hard too,
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because they act like you can show up on Wednesday at 10am…I’m like, for real, what
am I going to do with my kids? I have to wait until I can coordinate with my sister or pay
a sitter.” (Becky)
Others struggled to find the funds to support their co-pays, “I was due for a new prescription,
and had to see the doc. But, my regular doc left, and so I had to start over with someone new.
Anyways, because I was considered a new patient, I had to pay more on the co-pay…., I just
didn’t have an extra thirty bucks to spend on the doc. I delayed the appointment for 3 weeks.”
(Anna) When asked what made obtaining mental health care difficult, a participant expressed,
“Transportation, I can’t get it as often as I need for mental health care.” (Ralph)
Medication cost emerged throughout interviews with participants as barriers to mental
health care. One participant reflected on her situation in managing costs associated with mental
health care. “I try to get my appointments together, like the same day, so I can get costs
coordinated better, it helps me to plan out what to do.” (Josie) While seven of the participants
had state Medicaid to support their healthcare expenses, some costs still existed with co-pays and
medication, all of which emerged as barriers to the health-illness transition.
Primary Care Access Barriers. Primary care was noted as being sporadic among
participants prior to their jail incarceration, however, all of the participants noted they were
engaged and had a positive rapport with their primary care managers upon release. Participants
reported a variety of chronic and previously unmanaged illnesses, including diabetes,
hypertension, and hyperlipidemia. Barriers to consistent medical care surfaced as friction
between the participant and their probation officer.
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“Problems with my PO didn’t stop at the appointment conflict. He also got all up in arms
because I put on my schedule I would be walking the neighborhood each evening. He
said that was unaccounted for time. But my doc said I needed to exercise and she
recommended walking, it’s free, and it’s really the best I can do right now.” (Ralph)
This participant had to facilitate a call between his PCM and PO to discuss the importance of
exercise in managing his Type 2 Diabetes. Conflicts with probation requirements and medical
appointments were noted in the majority (n=6) of the participants. Participants would submit
their schedule a week prior and receive a call for an opening for a medical appointment but had
to first get this change in schedule approved through the PO. “I had been waiting on a specialist
appointment, and was on a waiting list, but, when an opening came up, it was for the same day,
my PO didn’t get back to me in time, so, I’m still waiting on another opening.” (Anna). This
participant had been waiting for a pain management appointment for over three months.
Bridge Medications. Was identified as the third category representing the domain of
Health-Illness Inhibitors. Bridge medications or medications provided when exiting the jail to fill
the gap between the time the participant could see a healthcare provider in the community were
nonexistent. The subcategory You’re Free, but No, You Can’t your Medications impacted all
participants. All of the participants had to rely upon their community-based provider for
medications. “Right after jail, I had the appointment [medication management], and thank
goodness it was the day after, because the jail didn’t send me with nothing. I had a day without
meds.” (Josie) Other participants expressed their strategy for keeping medications on hand, at
home. “I went one week, [without Mental Health and B/P medications] thank goodness I stick to
keeping about a month supply in excess, you just never know what might happen.” Participant
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four shared, “I didn’t have no medications for three days. The jail kept my meds the same, but I
didn’t have any at home, so I was without until I could get seen.” (Becky). Participants voiced
concerns over the lapse in medication coverage for mental health and withdrawal medications.
“It was about 2 weeks [for medication appointment], maybe just over. I actually had been
given an appointment a week out, but, as it would go, probation wanted to see me that
day, so I had to cancel, it’s hard, you’re not supposed to just quit your mental health
meds, but that’s what I had to do.” (Maria)
Participant four noted when he was booked into jail, he was on suboxone, but he was not
permitted to have it in the jail.
“Well, when I went in I was on Suboxone, …the jail would not let me take Suboxone, I
had to stop, just like that, cold turkey. [Suboxone (buprenorphine/naloxone) is a
combination drug in the pharmacological class of opioid agonists antagonists and is used
in the treatment of opioid dependence. Stopping should be tailored to prevent opioid
withdrawal symptoms. Cessation of Suboxone places the individual at high risk for opioid
overdose if repeat use of opioids occurs.] It was a hard first week in, I was real sick but
then thankfully started feeling better. I got restarted [on Suboxone] three days after
getting released.” (Alex)
Treatment Demands. Represents the final forth category of the Health-Illness Inhibitors
domain. The schedules managed by seven of the participants included mental health
appointments, medical appointments, therapies, medication management appointments, peer
navigation appointments and life skills classes, community service, probation appointments,
work, and social support services such as Narcotics Anonymous. When asked about what made it
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difficult to manage, participant four shared, “The demands of my treatment. I have daily
appointments, so, that is a challenge, it makes for a long day with treatment, then going to NA, I
have a real hard time finding a way to fit work into this mix.” (Max)
Another participant shared their weekly schedule, which he read from a planner,
“Monday, Wednesday and Friday I’m in life skills classes for four hours each day, I have
mental health therapy on Tuesdays and Thursdays, and I attend NA five days a week, in
the evenings, sometimes I attend on the weekends too, there aren’t enough hours in the
day for everything I’m supposed to be doing.” (Anna)
Research question three asked, “Would the collection of a salvia (IL-6) sample as a biological
measure of stress (IL-6) be acceptable to participants in this study?” This question was
generated from a potential to inform future intervention studies among this population and the
documented reluctance of individuals with mental illness who are justice involved, in providing
biological samples for the purposes of research (O’Conner, Yanos, & Firmin, 2018). Having a
better understanding of potential concerns from participants will assist in building the approach
of future research.
All participants confirmed the collection of an IL-6 saliva sample would be acceptable to
them. While all participants noted this approach to be acceptable, they shared some initial
concerns. “Well, I’m a little sketched out by stuff like this, and usually, I would just say no, but I
see your point here, and what you would like to do, so I think as long as you explain it to people,
like you have to me, they will say yes…Let them get to know you first.” (Ralph) All participants
asked clarifying questions about the use of IL-6 and shared their interest. “It’s saliva, right, not
blood?” While others shared their thoughts about the value of this sample, “I think this would be
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really cool to know, I mean you are so stressed out leaving jail, and you stay that way for a
while, it’s not good or healthy.”(Josie)
Chapter Summary
Through an iterative process of analysis, Out of Jail, but No Freedom, captured the
overarching theme of this study. Four a priori domains that provide a comprehensive summary of
the participants’ transitional experiences were generated to align with the research questions, (1)
Situational Transition Facilitators, (2) Situational Transition Inhibitors, (3) Health-Illness
Facilitators, and (4) Health-Illness Inhibitors.
Three emergent categories were inductively derived through the coding process that
described the domain of Situational Transition Facilitators: Justice Involvement, Family Support
System, and Change in Social Network. The three categories were represented by four
subcategories: Probation Officer, Substance Use Disorder Treatment, Peer Navigation,
Transportation, Money, and Housing, and Creating New Connections.
The second domain, Situational Transition Inhibitors, is described by inductively
generated categories: Justice Involvement and Rural Context. Justice Involvement emerged from
a robust set of data and is described across five subcategories: Judge’s Discretion, Practices and
Polices of Rural Judicial System, Probation: Tethered to the PO, Consequences of the Plea
Deal, and Fees & Community Service. Rural Context is explained by two subcategories, Fish
bowl Effect and Change in Social Support Systems.
Three categories describe the domain Health-Illness Facilitators: Substance Use
Disorders, Mental Health Access, and Primary Care Access. Connecting with Treatment is the
single subcategory of Substance Use Disorders. Early Planning-Start Before Release and
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Medications were the subcategories for Mental Health Access. My Insurance Covers Everything,
and Getting an Appointment is Easy are the subcategories supporting the category of Primary
Care Access.
The final domain, Health-Illness Inhibitors is supported by four categories: Mental
Health Access Barriers, Medical Care Access Barriers, Bridge Medications, and Treatment
Demands. Mental Health Access Barriers is supported by two subcategories: No Treatment for
SUD and Social Support Services Access. Medical Care Access Barriers is supported by a single
subcategory titled Medication Costs. Bridge Medications is supported by a single subcategory,
You’re Free, but no, You Can’t Have Your Medications. The final category of Treatment
Demands is supported by the subcategory Not Enough Hours in the Day.
Conclusion
Out of Jail but No Freedom establishes the over-arching theme for this study in which the
facilitators and inhibitors of situational and health-illness transitions for adults with mental
illness transitioning to the rural community is described. The domains, categories, and
subcategories are supported through the individual accounts provided by the participants
obtained through semi-structured interviews. Figure (7) provides the taxonomy of data analysis
that was developed through qualitative content analysis through open coding, which allowed the
researcher to build concepts and categories, forming themes. This iterative approach allowed for
the grouping of similar codes and clusters.
Participants in this study were navigating the transition experience from the jail to the
rural community. They experienced numerous challenges throughout this process and received
support from a variety of sources that assisted their transition. Participants must prioritize
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stability in their mental health needs, while balancing the stress of living in a rural community
with circumstances of a felony conviction that limits their potential. Navigating the healthcare
and justice systems was not an easy task and became further complicated by the requirements of
intensive probation. Participants’ transitions were hindered by probation and a variety of justice
system-imposed policies. Community-based organizations, peer navigation and the support of
family facilitated the transition process for these participants in meeting the rigorous demands of
court ordered treatment, probation, transportation needs, and financial obligations imposed by
the court. Despite the numerous inhibitors, participants soldiered on finding support from the
aforementioned sources and continued to navigate the situational and health-illness transitions in
the context of a rural community.
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Figure 7
Taxonomy of Data Analysis
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CHAPTER V: DISCUSSION
Conclusions
The purpose of this chapter is to compare the findings of this study to that of current
literature, and provide implications for clinical practice, policy change, and future research. This
study provided insight to the facilitators and the inhibitors of transitions from jail to the rural
community for adults with mental illness, as well as determining the acceptability to provide a
biological sample to measure Interlukin-6 (IL-6) for future research. Overall, this study identified
women spent fewer days in jail than men for similar offenses, however, no gender differences
were observed among the transitional inhibitors and facilitators. This study also identified the
majority of participants (n=7) experienced a substance use disorder along with a mental illness.
This study addresses several gaps identified within the literature review, including the
situational and health-illness facilitators and inhibitors within the rural context for adults with
mental illness who are transitioning from the jail to the rural community (Aidala et al. 2013;
Bellamy et al. 2019; Easton et al. 2017; Freudenberg, 2006; Lam et al. 2018; Lurigo, 2015; Ory
& Eisentein, 2017; Segal et al. 2018; Smith et al. 2018). Additionally, this study addresses
several gaps identified within the literature related to the rural community and support services,
as well as social system supports within the rural context (Lurigo, 2015; Millik-Kane & Vischer,
2008, Ruddle & Mays, 2006; Segal et al. 2018; Western et al. 2015, Wimberly & Engstrom,
2017), and a deeper understanding of rural judicial system policies and practices (Freudenberg,
2006, Lurigo, 2015; Ruddell & Mays, 2006; Solomon et al. 2008; Woodhal, 2006).

106

Discussion of Findings for Research Question 1
What are the factors that facilitate use of services (mental health, physical health, peer
navigation, transitional housing, and transportation supports) from the county jail to the rural
community for adults with mental illness?
Transitions from jail include both situational and health-illness transitions that are unique
to each individual. Services that support individuals in planning for housing, mental health and
medical care, peer supports and transportation have all demonstrated positive transition outcomes
(Aidala et al. 2013; Bellamy et al. 2019; Easton et al. 2017; Freudenberg, 2006; Ruddle & Mays,
2006). Peer navigation has also demonstrated successful outcomes, and reduced recidivism in
transiting individuals when compared to individuals transitioning without peer navigation
supports (Aidala et al. 2017; Begun et al. 2011; Flores & Pellico, 201).
In this study, participants acknowledged the helpfulness of peer navigators with a
community-based organization. When participants experienced challenges in coordinating care,
meeting probation demands, or finding work or community service opportunities, peer
navigators collaborated and helped connect resources. Peer navigators were also available in
times of crisis, in connecting participants to inpatient substance use disorder treatment, and
providing transportation to treatment locations. Peer navigators were active facilitators to
community transitions.
Bellamy et al. (2013) discussed the importance of transition planning prior to jail release.
In this research, participants also associated a smoother transition with planning that started prior
to jail release. While participants were always unaware of their exact release date or time, by
having a plan the immediate stressors of transition were addressed, the most critical time of jail
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to community transition (NAMI, 2017). Participants shared three main facilitators when planning
for their immediate transition from jail; a jail-based public health social worker, a communitybased provider visiting jail to coordinate planning for release, and family providing funds to jail
accounts so calls could be made to coordinate transportation upon release and support with
housing.
Programs that support the interaction of positive social engagement and provide a larger
social context around situational characteristics in the social, family and community environment
are of critical importance in reducing recidivism and promoting physical and mental health
engagements post release (Hopkin et al. 2018; Huebner et al. 2019; Osgood & Chambers, 2000;
Pettus-Davis et al. 2015). In this study, individuals expressed the importance of family in
providing support around situational transitions, particularly housing and financial supports.
Additionally, peer navigation provided what participants referred to as “life skills”, which were
courses in anger management, household finance, and resume writing in addition to connecting
participants to community groups such as Narcotics Anonymous (NA). Participants
acknowledged the positive changes they had experienced in how they managed routine tasks and
social interactions and discussed how they were better connected and able to deal with social
complexities they had once struggled to address. Programs supporting positive social
engagement in the family and community environment emerged as peer navigation within this
study and were identified as facilitators of transition.
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Discussion of Findings for Research Question 2
What are the factors that inhibit use of services (mental health, physical health, peer
navigation, transitional housing, and transportation supports) from the county jail to the rural
community for adults with mental illness?
A lack of integrated systems of care between mental health, justice and community-based
services have demonstrated transitional failure, resulting in increased recidivism among
individuals transitioning from incarceration to the community who experience alterations in both
physical and mental health status (Jacoby & Kozie-Peak, 1997; Kubiak et al. 2011; Lurigo et al.
2000). In the absence of social support services, including non-medical transportation, childcare,
housing, and evidenced-based transitional programs to bolster educational deficits and build job
skills, transitioning individuals are left to navigate complex social needs without assistance
(Millik-Kane & Visher (2008); Western et al. 2015; Wimerly & Engstrom, 2017). The impact of
justice system involvement and its lack of evidenced-based and scientifically guided polices
further perpetuate the negative consequences to the individual and the total cost of ownership to
society.
Health and situational transition supports are essential throughout the duration of the
transitional experience in order to reduce recidivism and promote overall well-being (Aidala et
al. 2013; Champion, 2008; Flores & Pellico, 2011; Kubiak et al. 2011; Mallik-Kane & Visher,
2008). Literature supports while the acute transition phase is twelve months post release for jail
transitions, social support services such as transitional housing and childcare supports should be
in place for a total of 24 months post release to be most effective (Aidala et al. 2013; Flores &
Pellico, 2011; Millik-Kane & Visher, 2008). While integrated systems of care between justice,
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mental health and social services have been present in the literature since the early 2000’s, lack
of mandates and limitation in resources have contributed to an absence of programming for rural
communities (RHIhub, 2016; Woodal, 2006).
In this study, participants were most often court ordered to substance use disorder
treatment, they sought peer navigation through a community-based organization, and they
supplemented their transportation needs through friends, family, peer-navigators and faith-based
supports. There were no transitional housing programs available that met evidenced-based
standards. There were no options for assistance for childcare or rent. Evidenced-based case
management was not provided outside of the jail social worker. Participants outside of the
mental healthcare system and substance use disorder treatment coordinated primary healthcare
with a primary care manager. There was not an integrated model of care for these individuals.
Participants spoke frequently of their full treatment schedules and expressed concerns about
meeting the demands of treatment, probation, work, and community service obligations.
Participants expressed they felt they were set up to fail.
Participants in this study were court ordered to Intensive Probation Supervision (IPS).
IPS is essentially house arrest, and has rigorous requirements, including obligations for work,
housing, and 24-hour monitoring, participants on IPS are characteristically deemed high risk
(Maricopa.gov, 2019). Per Arizona Revised Statute, (§ARS 13-901-01), which states, if a person
is convicted of personal possession of a controlled substance or drug paraphernalia, probation,
treatment and education can be ordered. However, if the individual has three (3) prior personal
possession charges, has refused to participate in probation, or treatment, or if the personal
possession is methamphetamine, then the court shall order sentencing under chapter 34 of the
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Arizona Revised Statutes. The statute also states the individual will pay for the participation of
court ordered services, to the extent they are able.
Funding authorization for county probation offices in the state of Arizona comes from the
Arizona State Legislature. The authorization of funds to counties is determined based on the
number of individuals on IPS and standard probation within that county. For every 25
individuals on IPS the state covers two full-time equivalent (FTE) positions for probation
officers and one car. For standard probation, the funding ratio is 60-65 probationers per PO, and
no car (AZ State Probation Annual Report, 2020). The cost of IPS to the state is $8,306 annually
per individual in the IPS program, while standard probation costs $1,394 annually, per
participant (AZ State Probation Annual Report, 2020). The current state funding structure
promotes the use of IPS to maintain staffing levels within county probation departments. To
clarify, the intent of IPS is aimed at managing those individuals who are of high risk to public
safety. Participants in this study, who had no violent criminal history, and were charged with
personal possession of a controlled substance, not of high risk to public safety, were subjected to
the rigor of IPS.
Probation officers are in a position of power and exercise full authority over the life of
probationers, creating an asymmetrical power relationship for the duration of IPS timeline,
typically three years. Beyond IPS, the social and legal implications of IPS follow the individual
for years. In this study, participants shared their lack of freedom and limitations placed on their
healthcare needs. Subjugation to power relationships with probation officers presented within the
context of coordinating treatment, finding employment, and managing material items such as cell
phones. While participants worked diligently to comply with the requirements of probation, they
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shared experiences with probation and court policies that while intentionally difficult or not,
perpetuated the cycle of trauma experienced by so many participants. Participants experienced
extreme financial hardship yet were required to pay fees often beyond their means, which is
inconsistent with the ARS (citation). Fees are paid through a rigorous online method. The
majority of the participants could not access the online payment method and instead were forced
to obtain money orders and hand deliver them to the court or probation office, where the
participants were once again subjected to scrutiny, badgering, and embarrassment. Due to the
nature of the rural community, “acquaintanceship” or the “fish bowl effect” (Bushy, 2009) is an
ever-present societal norm creating stigma and shame among participants. Staff working within
the court offices, who were not probation officers even scrutinized individuals and attempted to
cause legal issues.
Court ordered services under the supervision of probation require probationers to
immediately achieve 100% cessation of all illegal substances and alcohol. This policy is
juxtaposed with the clinical standards of the American Society of Addiction Medicine (ASAM),
(2020) that speaks to the nature of addiction treatment, and the importance of individualized
planning while meeting standards of care. ASAM indicates individuals experiencing SUD have
multiple relapses with substances throughout the course of treatment, and relapses are a normal
part of treatment progression. The policies of the justice system for immediate cessation of
substances, and the ASAM standards of substance use disorder treatment are in direct conflict.
This represents a gap in the rural probationary policies for this population, calling for immediate
review and integration of evidenced-based standards into rural probationary policies.
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ASAM (2020) identifies special populations who require particular considerations when
undergoing substance use disorder treatment. Special populations include those who are
incarcerated, or under the supervision of the court, such as through court ordered treatment or
with probation. Individuals who have co-occurring mental health diagnoses along with SUD are
also considered special populations, according to ASAM (2020).
Participants within this study met the conditions of two special populations. ASAM
(2020) outlines treatment for individuals experiencing opioid use disorder of which the majority
(n=7) of participants in this study experienced. While only one participant started medication for
substance use disorder while in jail [methadone], she did not have access to psychosocial
treatment while incarcerated, and no participant reporting being released from jail with a
naloxone kit, a practice standard (ASAM) to reduce the likelihood of a lethal overdose postrelease. Standards of care for substance use disorder were not followed for participants in this
study, contributing to the inhibitors of health-illness transitions experienced by this vulnerable
population. Non-adherence to the ASAM practice standards for a naloxone kit upon release
represents yet another gap in the rural jail policies for this population with a mental health
diagnoses, primarily related to substance use disorder, and calls for immediate review and
integration of evidenced-based standards into rural jail policies.
Individuals transitioning to the community are best able to successfully transition when
they are released from the jail with necessary medications known as bridge medications
(Beletsky, LaSalle, Newman, Tam, 2015; Fox, Maradiaga, Weiss & Sanchez, 2015). Bridge
medications supply anywhere from a few days to three weeks’ worth of essential medications,
such as those needed to stabilize chronic illnesses, mental health disorders, and prevent drug
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relapse (Beletsky et al. 2015). In this study, participants were not provided with bridge
medications and experienced lapses in medication coverage from one day to two weeks. This
was a frequent inhibitor of the health-illness transitions experienced by participants. The added
acuity of substance use disorder, with the majority of participants (n=7) using opioids prior to
incarceration, the transition to the community was high risk for a fatal relapse (ASAM, 2020;
Beletsky et al. 2015). The practice and acceptance by local government to not provide necessary
medications during the transition from jail to the community is neglectful and in direct conflict
with clinical practice standards. Another gap in rural jail policies for this vulnerable population
demands policy revision at the state and federal level and immediate clinical review of rural jail
operations.
Rural communities have less access to healthcare and individuals living in rural
communities are more likely to be uninsured that their urban counterparts (RHIhub, 2016).
Mental health access is strained in the same context, with the additional limitations in
recruitment and retention of mental health professionals (RHIhub, 2016). The context of rurality
further inhibited the transition process for participants in this study. Physical access to care
providers was limited. Many participants were depended upon friends or family to drive them to
appointments, often expressing embarrassment and shame in asking for help with transportation
needs. The most rurally located participant faced limitations in care providers (there was only
one option) and experienced shame and frustration when seeking care and services as he was
unable to provide insurance or pay fully in cash, a situation pointed out to him by clinic billing
staff. Disparities in medical transportation within rural communities warrant additional review
and solution-based action to resolve this inequity.
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The stressors experienced during situational transition from jail to the community are
heightened in the rural community (Eason, Zucker, & Wildeman, 2017; Huebner, Kras, &
Pleggenkuhle, 2019; Osgood & Chambers, 2000). This heightened stress, in a social context, is a
result of the structure of the community, close-knit living, and awareness of personal situations,
which is coined “acquaintanceship density” (Weisheit & Wells, 1996, p. 384) where residents
have more physical privacy, but far less social privacy (Huebner, Kras, & Pleggenkuhle, 2019;
Osgood & Chambers, 2000; Weisheit & Wells, 1996). In this study, participants expressed their
feelings of shame and experiences of stigma and isolation from a variety of community
members. These experiences inhibited the participant’s transitional process by increasing
isolation and limiting social support.
From a critical theory perspective, rural jail and probationary polices raise the question,
to whom do these polices serve, particularly when economic incentives exist for local
government related to funding off-sets for probation departments based upon the number of
probationers placed on IPS. Collins (2000) spoke to an interlocking matrix of domination that
builds systemic power imbalances resulting in racism, sexism and classism. Government funding
structures should not promote these social injustices. Here, participants experienced layers of
oppression from governmental systems through policies written in state statute to local policies
and practices, along with direct behaviors from probation officers, and even their neighbors and
care team members who viewed participants as “others” and “less than.” The experiences of
participants highlight their embodied knowledge of these unjust and oppressive systems.
Immediate change is needed to address these systems of inequities which limit all.
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Discussion of Findings for Research Question 3
Would the collection of a salvia (IL-6) sample as a biological measure of stress (IL-6) be
acceptable to participants in this study?
Individuals transitioning from jail experience anxiety and acute stress and are at
heightened risk for disorders having inflammatory etiology (Hawks et al. 2020; Kiecolt-Glaser,
Preacher, MacCallum, Malarkey, 2003; Mallik-Kane & Visher, 2008; Western, Braga, Davis, &
Sirois, 2015; Wimberly & Engstrom, 2017). O’Conner et al. (2018) documented resistance in
providing biological samples among the population transitioning from jail who experience
mental illness. Participants in this study considered the type of biological sample (saliva) and the
use in learning more about acute stress, all responded they felt it would be acceptable to provide
a sample. Participants emphasized while there could be initial resistance, as many experienced
when the question was asked, the discussion of the sample type and the use in research allowed
them to ask questions and found participation would be beneficial in understanding more.
Clinical and Policy Implications for Future Research
This section addresses clinical and policy recommendations for future research.
Recommendations contain approaches that are grounded both in clinical and policy
recommendations with the overarching goal of addressing upstream gaps in policies to support
ground level improvement in clinical outcomes.
Based on the study findings, the PI has identified that the individuals transitioning from
the rural jail to the rural community did not receive evidenced-based and scientifically guided
support from the courts, jails or the Medicaid policies that serve them. Current research has been
targeted in metro and urbanized areas, the findings of which are not applicable to rural areas with
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justice-involved adults with mental illness. Most research focuses on specific populations
transitioning from jail, such as women’s health continuation, or the adherence of HIV
medications for men living in metropolitan areas (Beletsky et al., 2015; Mallik-Kane & Visher,
2008). Some emerging research demonstrates decreased health status and increased health care
utilization among adults under probation services (Hawks et al., 2020). While models of care can
be modified and tailored to the rural community, the social determinants of health in rural
communities, factors of justice involvement and policy implications warrant additional research
inclusive of both qualitative and quantitative exploration.
Considerations in Funding for State Medicaid Programs: Achieving Health Equity among
Vulnerable and Marginalized Groups
The majority of participants (n=7) in this study were covered by the Arizona Health Care
Cost Containment System (AHCCCS), Arizona’s Medicaid health benefits. AHCCCS receives
funding from both federal and state sources. Arizona is funded from the Substance Abuse and
Mental Health Services Administration (SAMHSA) for the AZ Substance Abuse Block Grant
(SABG) and the Mental Health Block Grant (MHBG), these are the state’s two largest mental
health grants (AHCCCS, 2020). Both grants have requirements to SAMHSA addressing the state
work plan for delivery of community-based mental health services. AHCCCS contracts operation
and delivery of health benefits to three regionally based service contractors, known as the
Regional Behavioral Health Authorities, (RBHA) throughout Arizona (AHCCCS, 2020). Two
RBHA’s are non-profit entities, the one serving Southern Arizona is a for-profit entity. AHCCCS
administers the contract and establishes standards for some aspects of operations, there is great
latitude with each RBHA in assessing client acuity and needs. AHCCCS policy states in Section
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D, Program Requirements, “Recipients can be flexible in the use of funds for both new and
unique programs or to supplement their current activities” (pg. 9, Sec. 2-D, RFP No YA17-0003,
2019). Coverage includes medical, mental health and medications, as well as transportation
deemed medical in nature (to or from an appointment) (AHCCCS, 2019). Case management
(CM) coverage with a credentialed CM (nurse or social worker) is only made available through
AHCCCS funding for individuals who are considered to have Serious Mental Illness (SMI), or,
are high risk for recidivism, which is defined by the Southern Arizona RBHA as having three or
more incarcerations within a calendar year (Operations Manual, 2019). Literature suggests
individuals who have any justice involvement are of high risk for incarceration, recidivism,
chronic illness exacerbation, self-harm, social isolation, and are considered to be a marginalized
and vulnerable population (Eason, Zucker, & Wildeman, 2017; Huebner, Kras, & Pleggenkuhle,
2019; Osgood & Chambers, 2000).
Psychiatric mental health nurse practitioners (NP’s) are the cornerstone of rural mental
health practice and are more likely than psychiatry providers to serve in rural areas (RHIhub,
2016). Yet, the reimbursement for services for an NP is less of the reimbursement for an MD for
the same CPT code (CMS.gov, 2020). Further funding limitations are placed on peer navigators,
accounting for much provider hesitation to include peer navigators as part of the interdisciplinary
care team (Aidala et al., 2013). The current payment disparity limits essential funding for rurally
located care providers, and reduces recruitment and retention of qualified mental health
providers further limiting access to care for an already strained and disadvantaged geographic
area. The policies of AHCCCS in the administration of Medicaid benefits through RBHA’s are
inconsistent with standards, and here again, represent another gap further inhibiting health-illness
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transitions for this population. The practices of managed care organizations disproportionately
impact individuals who are of greatest need, and highest risk and are in conflict with the
evidenced-based standards set forth by the federal funding agency, SAMHSA. Policy analysis to
study the impact of Arizona’s Medicaid delivery of mental health benefits and integrated care
models to analyze differences in benefit delivery and beneficiary outcomes among RBHA’s is
needed. While policies and operational standards are important to examine, qualitative research
focused on beneficiary experiences should also be an essential consideration of this policy
exploration. Further, study focused on special programs concentrated on individuals
experiencing homelessness, substance use disorder, mental illness (non-SMI), and justice
involvement of any nature within the rural community is of critical importance.
Clinical Care Delivery: Integrated Models of Care and Intervention Based Research
Individuals with mental illness, transitioning from jail to the rural community are a
population requiring special considerations and individualized planning (ASAM, 2020; NICM,
2018; Visher-Kane, 2008). Further magnifying the need for special considerations is the added
complexity of substance use disorder, which, for this study, occurred in the majority of
participants (n=7). The teams of nurses within the jail, and those receiving this population within
the community seldom coordinate between the two care environments. Literature demonstrates
early planning and coordination of care are essential to positive outcomes within this population
(NICM, 2018; Visher-Kane, 2008). Additionally, literature demonstrates that individuals with
mental illness and those with co-occurring substance use disorders are among a special
population requiring frequent management and support beyond mental health and medical needs,
with integrated care focused on the promotion of social-emotional well-being (Kiecolt-Glaser et
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al. 2003). It is important to acknowledge the jail to community situational transition and healthillness transitions is a phenomenon requiring new skill development, changes in social networks,
role transformation, and often, living situations (Kiecolt-Glaser et al. 2003; Kurbin & Stewart,
2006; Mears, Wang, Hay & Bales, 2008; Visher-Kane, 2008). Development of evidenced-based
clinical models of care, supporting this population throughout the situational and health-illness
transition is of critical importance for this vulnerable group.
Rural Challenges
Rural areas are often challenged to recruit and retain mental health professionals both in
the community setting with a greater disadvantage for the jail setting (RHIhub, 2016).
Integration of provider teams can prove challenging when the community lacks the needed
provider types. There are strategies based in both clinical and policy practices that can address
this gap.
Telemedicine enhancement in rurally located clinics could assist with care integration
while providing an essential service to a vulnerable population bridging the geographical
limitations for both the patient and the provider. Telemedicine has grown dramatically over the
past ten years, with funding changes supportive of continued usage (AZ Rural Health
Association, 2016). This year, with the COVID-19 pandemic, clinics who had not previously
used telemedicine quickly converted to allow for continuation of care. This is an opportune time
to further investigate the implementation of telemedicine in rural communities as a bridge to the
inhibitors of integrated models of care.
Case management is an essential service to promote positive care outcomes in high-risk
groups (Commission of Case Management [CCM], 2019). When services are coordinated
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through a single point of contact for high-risk individuals, teams of care providers focus on a
common goal, and work to coordinate all care and services in an efficient and unified manner
(CCM, 2019). This approach can be an alternative to physical team integration, especially in
geographically isolated communities, and has been successfully employed for high-risk patients
by leading managed care organizations for decades as well as through the Veteran’s Health
Administration (Gros et al., 2011). Not only does care become more individualized and
supportive of patient needs promoting enhanced health outcomes, literature supports the cost of
care is also reduced when a comprehensive case management program is implemented (CCM,
2019; Kiecolt-Glaser et al. 2003). Funding analysis, policy review, and clinical research is
needed to support the funding of certified case managers through AHCCCS. The funding
supportive of this initiative should become grounded in evidenced-based standards and separate
from funding allotted to the RHBA’s.
Incentives for both recruiting providers to rural areas, as well as incentives for helping
rurally residing individuals to pursue health education and training to serve their rural
communities is desperately needed in rural America. While programs are in place in states like
Arizona (University of Arizona Primary Care Physician Scholarship) for primary care provider
specialties, more funding is needed, with a greater emphasis on nursing and mental health
providers. Student loan forgiveness based around HRSA healthcare professional shortage areas
can also be a helpful incentive. However, this program, administered by the state health
department, must immediately remove the limitations placed on healthcare professionals serving
in local jails. Deeper investigation is needed into the roots of this federally funded program,
guided by state level policy, and immediate change is needed. This restrictive policy limits
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healthcare professionals in an area where the most vulnerable and marginalized within the
population are served.
Behavioral-Based Intervention Approaches
Stress is an inhibitor to successful transitions (Eason, Zucker, & Wildeman, 2017;
Huebner, Kras, & Pleggenkuhle, 2019; Osgood & Chambers, 2000). In rural communities, stress
is heightened during the jail to community transition (Osgood & Chambers, 2000). While this
study highlights the experiences of participants in feelings of stress and stigma from the
community, intervention work is needed to further understand biological markers of stress, and
how these levels can be positively impacted through holistic interventions aimed in supporting
the transitional process for individuals through trauma informed care. Participants within this
study expressed how the stresses of court requirements and probation practices inhibited both
their health-illness and situational transitions.
Court and probation policies are authoritarian and contribute to the cycle of trauma
experienced by so many who become part of the criminal justice system, interventions can
promote change among these systems. Trauma-informed care approaches consider the pervasive
nature of trauma and promotes environments of healing and recovery rather than practices and
services that may inadvertently re-traumatize (Bloom, 2010). Policies and operations in the court
and probation setting should consider the aspects of trauma-informed practices and seek out
methods to not only incorporate these recommendations into practice, but to broadly train their
teams with the over-all goal of culture change. Systemic, top-down culture change is needed
within the court and probation arms.
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Considerations in Jail-Based Clinical Care and Policy Recommendations
Policy change for the standards of medical care delivered in the jail setting are essential
to the well-being of individuals incarcerated in jails across the county, but also to the financial
security of local county governments who bear the full burden of litigation claims when care is
found to be substandard. Individuals should not experience a decline in their health status as a
result of incarceration. Medical care in the jail setting should be provided consistent with
community standards (National Commission on Correctional Healthcare [NCCHC], 2018).
Caring for individuals with mental health and substance use disorders requires a comprehensive
care team, with a combination approach of pharmacological management, therapy, and
promotion of health seeking behaviors through evidenced-based programming (Kiecolt-Glaser et
al. 2003). County jails operate and provide medical care through much discretion, a decision
based largely on local funding (Woodhal, 2006). A local board of elected county supervisors
authorizes funding for jails in Arizona, and often, despite the insistence of health professionals,
local boards will not support increases in funding for jail medical operations. Additionally, state
statutes restrict county boards from increasing their general operating funds by more than 9%
annually (§41-1279-07). For a chronically underfunded detention medical department within a
rural county this policy significantly limits the ability to provide the standard of care.
Asymmetrical power imbalances are at play among healthcare professionals and decision
makers in local county government. Regardless of attempts to improve jail medical operations,
county governments operate within a financial margin based around their tax base. For rural
communities, who have a higher burden of health disparities (RHIhub, 2016) and an
economically disadvantaged tax base (RHIhub, 2016; Woodhal, 2006), the need for standards-
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based medical care delivery within the jail setting is critical in meeting the needs of the
population served. Policy change at the state and federal levels are needed to mandate jail
medical operations will function: 1) within evidenced-based standards of care; 2) requiring
community-based standards of care consider the unique needs among the populations served,
including: a) certified case managers for care coordination for transitioning individuals, and b)
immediate implementation of bridge medication programs.
Funding allotments are needed, state and federally provided, or as a mandate to local
governments who operate jails. These funding parameters should not only be specific to these
evidenced-based standards of care but also encompass the unique needs in the communities of
the populations served. These needs will look different between rural and non-rural settings and
be based on geographical factors and community disease burden (Bushy, 2009). Funding should
not be at the discretion of local elected leadership, or even by county employed healthcare
professionals. A third-party quality program, such as the National Commission on Correctional
Healthcare Quality, should enforce these standards. While the county jail should never become
the community’s best mental health treatment center, for those who are deemed a true threat to
public safety, safe and equitable standards of care are the only ethical and acceptable approach.
Upstream Policy Changes: Staying Out of Jail
Arizona has the fourth highest incarceration rate in the country (ACLU, 2018). Some
32% of individuals incarcerated in AZ are due to non-violent drug offenses (ACLU, 2018). Of
the incarcerated population throughout the state, over half have existing mental health diagnoses,
and half have active substance use disorders at the time of incarceration (ADJOC, 2019).
Locally, Cochise County experienced a rate of 63% of jail inmates who had mental health

124

diagnoses (HMA, 2017), while the number with substance use disorders was not reported.
Upstream solutions to reduce the incarceration of the mentally ill are needed.
The inventory of community resources available to care for and stabilize mental health
needs are a fundamental component to highly functioning and equitable communities (National
Association of City and County Health Officers [NACCHO], 2018). Among the resources that
prove highly effective in supporting individuals experiencing acute mental health needs are
community-based crisis teams and community crisis/treatment facilities. Community crisis teams
are made up of field-based licensed mental health professions, are often co-located with law
enforcement and respond to calls, attempting to diffuse situations and avoid justice involvement
if at all possible (NAMI, 2018; NCBH, 2018). Community crisis/treatment facilities provide 24/7
availability for individuals experiencing a mental health crisis or substance use disorder
exacerbation (CMS.gov, 2019). Ideally, individuals are stabilized and transferred to longer-term
treatment facilities, or released back to the community. The ideal length of stay in a crisis center
generally does not exceed one week, though practices in communities can vary, based on a host
of available resources supportive of discharge or different levels of care (RHIhub, 2016).
Community crisis/treatment centers are an essential component to a supportive community
structure (Green, 2016). When high acuity crisis/treatment centers are not available, which is a
common occurrence among rural communities (RHIhub, 2016), individuals experiencing acute
substance use disorders and mental health crises are more likely to be booked into county jails
than taken for mental health care (NAMI, 2018; NCMH, 2019, SAMHSA, 2017). Communities
that have access to crisis/treatment centers where police can provide quick drop-off, even where
community crisis teams are not in place, show a reduced rate of incarcerations among individuals
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experiencing a mental health crisis and for those with substance use disorders when compared to
communities lacking mental health treatment centers (National Council for Behavioral Health
[NCBH], 2018; NAMI, 2019).
While Cochise County has a community-based location intended to accept law
enforcement drop offs, the location is geographically located over thirty miles from the
population density, creating transportation barriers for an already underfunded law enforcement
entity. Further, there is not a countywide program that educates and directs law enforcement to
transport individuals with substance use disorders and/or mental health crises to treatment as
opposed to jail. Additionally, while the center functions as a crisis center in many ways, the
funding mechanisms supportive of operations allows for longer-term stays (up to two weeks),
making bed availability limited.
In 2020, Oregon became the first state in the United States to decriminalize personal use
of illicit substances, under Measure 110, Drug Decriminalization and Addiction Treatment
Initiative. The focus in this measure is to enhance access to treatment for substance use disorder
and reduce justice involvement, including criminal records for individuals who are using illicit
substances (Oregon.gov, 2020). In contrast, Arizona’s statute, (§ARS 13-901-01) requires
individuals be placed on intensive probation, and along with the probation, can be mandated to
court ordered treatment. This results in a criminal record, and a lifetime of limitations on careers
and housing. Policy change is needed at the state and federal level, supportive of
decriminalization of substance use while promoting equitable access to treatment. This PI
recommends a longitudinal review of Oregon’s Measure 110, with a focus on cost-benefit
analysis, social determinants of health, and health equity.
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Summary of Recommendations
Implications of health-illness and situational transition considerations for clinical and
policy changes have been discussed. This study illuminates the need for systematic reform within
our medical divisions of rurally located jails as well as within public policy that guides
healthcare funding and clinical models of care. It has become evident from this research the
transition from jail is largely shaped by the experience while incarcerated. Therefore, supporting
individuals through transition programs while incarcerated, in preparation for release, with
continued support post-release will be a critical facilitator to both health-illness and situational
transitions. Individuals who experience jail incarceration have a right to evidenced-based
standards of care. The biases and economic burdens of the local community and society should
not determine how care is provided.
Strengths of Study and Limitations
Meleis’ Middle Range Theory was a major strength in this study informing both the
research questions and the data analysis. This well-established and tested theory provided a solid
foundation on which to build a foundation of knowledge around the facilitators and inhibitors of
jail to community transitions for adults with mental illness. Further, this framework allowed for
synthesis of data and guided the structure of recommendations.
The second strength in this study was the support provided by Hope/Wellness
Connections. This community-based support organization was familiar to the PI and allowed for
recruiting of the target population. Further, this organization supported piloting the interview
guide early in the research process, and actively worked with the PI to ensure recruitment
continued despite COVID-19 altering the way the organization operated.
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The third strength in this study was the PI’s knowledge of the local jail and probation
systems and the infrastructure of community supports within this rural geographic area. This
knowledge helped the PI in establishing a rapport and credibility among participants. The PI was
cautious to avoid any position of power over the participants and avoided any assumptions from
the participant’s account of their experiences. However, having the knowledge of the community
allowed the PI to more fully engage with participants during the interview process, which
ultimately produced rich data.
Limitations of this study are focused on geographical limitations of the study sample.
This study addressed only participants in one rural county in Arizona. While there is
transferability present among other counties in Arizona, the findings around policy and practices
may not be fully transferable outside of Arizona. Additionally, participants in this study were
actively seeking or being supported by a community-based care provider. It should be
acknowledged the inhibitors and facilitators for those without support could be varied. A broader
recruitment range beyond one state could have increased descriptive data supportive of the
facilitators and inhibitors of jail to community transitions inclusive to a variety of rural areas.
This study also did not have a wide variety of racial diversity present among participants.
The majority of participants (n=6) were Caucasian, while two reported racial background as
Hispanic. This study also excluded individuals who were Spanish-speaking only. These
limitations may have increased the likelihood of missing descriptive information relevant to the
transitioning population.
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Conclusions
The study findings support the need for further research aimed in policy analysis and
rural health system integrated models of care and funding structures. Additional research is
warranted in understanding of stress biomarkers and intervention-based approaches that could
support individuals experiencing jail to rural community transitions. Transitional programs for
adults with mental illness must be evidenced-based and inclusive of trauma-informed care
approaches. Jail, probation, and courts as well as healthcare funding systems must consider the
unique needs of this population, which are likely to include the added complexity of substance
use disorder treatment, are further complicated by rurality. Integration of care systems between
healthcare and criminal justice are critical for improving the outcomes of this population and
supporting their return to society.
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MIDDLE-RANGE TRANSITION THEORY
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From Meleis, A. I., Sawyer, L. M., Im, E. O., Hilfinger Messias D. K., & Schumacher, K. (2000). Experiencing transitions: An
emerging middle range theory. Advances in Nursing Science, 23(1), 12-28.
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Interview Guide
Introduction Script
My name is Carrie Langley and I am a PhD student with the University of Arizona, College of
Nursing. Thank you for meeting with me today. I want to learn from you what was helpful and
not helpful to you when leaving the jail and getting back into the community. This interview is
for research purposes, and your answers and descriptions will be analyzed into a research study.
Your privacy will be protected, as your name and identifiable information will not be included in
the final research summary. Myself, the researcher, my committee chair, and the Institutional
Review Board will be the only individuals who have access to names and data.
Your participation in this study is voluntary. You may choose to stop the interview at any time,
for any reason.
** Disclaimer Form will be read to participant** (Appendix G)
- If at any time you feel like you cannot continue, please tell me right away, we will stop. If you
feel like you need any support from a counselor, please let me know, someone is available to talk
with you. It will take approximately 60-90 minutes for the interview that will be audio taped.
You will be offered a break (10 minutes) after 60 minutes of interviewing.
First, I will ask you to answer these questions about yourself. We will discuss them at greater
length once in the interview. There are several questions to cover today, and I’m really interested
in your description of how things worked for you when you were released from jail. I want to be
respectful of your time, so I will stick to the timeline of no more than 90 minutes. If we start to
get off topic, I’ll remind us to continue
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Focus / Potential Topics

What I want to Learn

Question and Prompt

Situational

Personal and Environmental
Factors that influence transition
from Jail to Community

•

Tell me about the most
recent time you were
released from jail to the
community.

Situational – moving from jail to
community

Insurance coverage prior and post
incarceration.

•

Did being in jail change
the way your insurance
worked when you were
released?
What helped you with
paying for medical
services after jail?
What made it difficult for
you to pay for medical
services after jail?
If you had difficulties,
who or what helped you
past these difficulties after
jail?

•
•
•

Situational

Relationships with others- social
support
Social Support: Support provided
in the community by friends,
family or groups.

Tell me about the support you
received from people or groups
when you left jail.
• Did being in jail change
the way you received
social support after
leaving the jail?
• Who or what helped you
with social support after
leaving the jail?
• What made it difficult for
you for support after
leaving the jail?
• If you had difficulties,
who or what helped you
past these difficulties with
social support, after jail?
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Situational

a.

Changes in living situationHousing

Health & Wellness – mental health and
other medical needs.

Holistically provided care
b.

Accessing mental health care
counseling services
Understanding changes with
treatment- were there changes to
treatment plan?

c. Securing Medications
Medication management
Medications reviewed and
supplied
• If medications were available
in the jail, and if they were
consistent with outside tx.
• If patient had consistent
medications prior to jail.
If the transition from jail was
coordinated with medication
continuity.

a.

Tell me about where you
lived after you were released
from jail.
• What was helpful with
housing after being
released from jail?
• What was difficult with
housing after being
released from jail?
• If you had difficulties,
who or what helped you
past these difficulties
with housing after being
released from jail?
b. Can you talk about how you
received mental health care
after leaving the jail?
• Did you have the same
provider after leaving
the jail as before?
• Did you have an
appointment for your
MH provider when you
left the jail?
• What helped you access
mental health care after
leaving the jail?
• What was difficult with
mental health care after
leaving the jail?
• If you had difficulties,
who or what helped you
past these difficulties
with mental health care
after leaving the jail?
c. Will you tell me about how
you received your mental health
medications?
• did you have them
before jail?
• Did the medications
stay the same or change
during jail?
• If they changed or new
medications were added
while in jail, did
someone teach you
about the medications?
• How did you receive
your medications after
leaving jail?
Tell me how this was helpful or
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d.

Accessing medical care for
other needs

e.

Employment

f.

Restitution financial
obligations due to justice
involvement

not helpful.
d. Can you talk about your
overall health?
Do you see the same provider for
all your care?
(prompts)
• Were you able to continue
with the primary provider
that you had before jail?
• What helped you to
continue with the
provider? (Facilitators)
• What things made it
difficult for you to
continue with the
provider? (barriers)
• If you had difficulty in
continuing with your
provider who or what
helped you to get past the
difficulties?
• How many different
providers do you see?
• Do you see the same
provider for MH care?
• Have you ever not been
able to get into care for
MH needs?
e. Can you talk about what you
do for work?
* Were you able to keep the
same job after jail as you
had before?
* What helped you continue
with the same job?
* What things made it
difficult for you to
continue you the same job
after jail?
* If you had difficulty in
continuing the same job,
who or what helped you
get past the difficulties?
* Have you ever not been
able to find a job?
f. Restitution
• When you were released
from jail, did you have to
pay money due to the jail
or arrest?
• If you had difficulty, who
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g. Monitoring Requirements
Justice involvement- new rules,
policies, requirements,

h.

Saliva sample for IL-6- Future research is
being considered. This research would
provide support to individuals
transitioning from the jail to the
community. As part of the data collection,
the researcher would collect a saliva swab
to check the level of interlukin 6- an
enzyme commonly associated with stress.
This would be collected before the
intervention and at the end of the
intervention. Do you think the collection
of this swab would be acceptable?

i.

Transportation

or what helped you past
these difficulties with
fines when leaving the
jail?
Think about when you left
jail…did you have to continue
following up with anyone?
• Probation
• Urine/drug screenings
• Courts
• How did these
responsibilities help you
after jail?
• How did these
responsibilities make it
difficult for you after jail?
• If you had difficulty, who
or what helped you past
these difficulties with
monitoring after jail?
Transportation loss of driving
privileges, alternatives
Think about when you left the
jail, did you have any changes in
how you got around town
(changes in your transportation)?
• What changed about your
transportation?
• How did these changes
help you with
transportation?
• How did these changes
make it difficult for you
after jail?
• If you had difficulty, who
or what helped you past
these difficulties with
transportation after jail?
c.
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Date of Birth

Sex:

Race

Ethnicity

Highest Level of Education Completed

GED
Associate’s Degree
Post Graduate

High School
Bachelor’s
Other:

Some College
Master’s

Occupation:
Physical and Mental Health
Medical Insurance: Y N Private AHCCCS/Medicaid Medicare
Self-pay
Does your Medical Insurance Cover your Behavioral Health care? Y N Partial
Does your Medical Insurance cover the costs of medications? Y N Partial
Do you have a primary care provider? Y N
Do you have a provider for mental health services? Y N
Does your mental health provider use telehealth to provide services? Y N
Have you had a mental health condition or diagnosis in the past 6-12 months? Y N
How long have you had this diagnosis / condition?
Have you had any of the following mental health diagnoses in the past 6-12 months?
Depression Anxiety PTSD Substance Use Disorder Bipolar Disorder Other:
Transportation
Do you have a driver’s license? Y N
What is your method of transportation? Drive self in own vehicle Family Drives me
Friends Drive Me Public Transportation Other:
Housing
Housing: Rent Own Live with Family Live with Friend
Other:
Incarceration History
How long were you in jail this most recent time?
Was this the first time you have been in jail?
If not, what was the most recent time you were in jail prior to this time?
How many times have you been in jail?
When you were in jail this most recent time, was jail unexpected?
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Disclosure Form
August 21, 2020
Transitions from the Jail to the Rural Community for Adults with Mental Illness
The purpose of this study is to learn about the transition from the jail to the rural community for
adults with mental illness, and what helped or did not help throughout this transition process.
If you choose to take part in this study, you will be asked to describe your experience from the
jail to the rural community through a series of interview questions. It will take approximately 60
-95 minutes to complete this interview. If you become sad or upset when reflecting on your past
experiences, the contact information for the mental health center will be provided should you
want to speak with someone about your feelings. There is no immediate benefit from your
participation in this study, however, the information you share may be helpful to others in the
future. Your interview will be audio recorded so I can make an accurate transcript, once the
transcript has been checked for accuracy I will delete the recordings. Your name will not be in
the interview transcripts or in the interview recordings.
If you choose to participate in the study, participation is voluntary, refusal to participate will
involve no penalty or loss of benefits to which you are otherwise entitled. You may withdraw at
any time from the study and all your data will be deleted. In addition, you may skip any question
that you choose not to answer. By participating, you do not give up any personal legal rights you
may have as a participant in this study. An Institutional Review Board responsible for human
subjects’ research at The University of Arizona reviewed this research project and found it to be
acceptable, according to applicable state and federal regulations and University policies designed
to protect the rights and welfare of participants in research. For questions about your rights as a
participant in this study or to discuss other study-related concerns or complaints with someone
who is not part of the research team, you may contact the Human Subjects Protection Program
online at http://rgw.arizona.edu/compliance/human-subjects-protection-program.
Your confidentiality will be maintained within this study. After consenting, you will select a
pseudonym that will be used throughout the interview instead of your actual name. A single
document will be developed by myself, that links the participant name to the pseudonym. The
document will be kept secure, and only myself, and my advisor will have access to the document
and it will be deleted at the conclusion of the study.
I value your time in taking part in this research. As a small token of my appreciation, you will be
offered a grocery gift card, either to be mailed to your residence, or sent electronically to the
email you provide in the amount of $15.00. If you plan to travel to the community –based Hope
facility to participate to use technology for this interview, your transportation costs of $10.00
will be paid directly to the city transit service.
For questions, concerns, or complaints about the study, you may call Carrie Langley, MSN,
MPH, RN, at 520-732-8853 or clangley@email.arizona.edu.
By participating in this interview, you agree to have your responses used for research purposes.
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