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Chapter I

Introduction

Statement of the Problem

The health care delivery in female penal settings is perceijved
by women prisoners to be inadequate (Shaw, 1981)and, at times,
deliberately withheld from them by health care providers (Lubasch,
1977). Female inmates have expressed their dissatisfactions through
class action civil-rights suits at the Federal court level in order
10 seek redress for the inadequate and/or unsafe health care they
feel that they have received (Lubasch, 1977). Furthermore, it is
general ly assumed that health care delivery to women in prison is
inadequate (Sobel, 1980) or withheld (Lubasch, 1977), that inmates’
perceptions of their health care are accurate and that their dissa:-

isfaction is justified (Shaw, 1981).

Satisfaction with health care, however, is a complex issue in-
volving many variables (Roghmann, Hengst and Zastowny, 1979). Inves-
tigators who have related health care satisfaction in prison to such
variables as the adequacy of the health care provided (Shaw, 1981)
may have failed to account for other variables which may be operating
less visibly. Expressions of patient satisfaction do not necessarily

reflect efficiency or effectiveness of health care programs (Justice



and McBee, 1978). The personal health concerns and the health care
expectations of female prisoners may play an important role in their

perceptions of the adequacy of health care delivery.

Female inmates have expressed their dissatisfaction with health
care delivery in prison. Among their complaints has been the lack of
feedback related to their health conditions, including not being told
the nature or purpose of injections and not being told their diag-
noses (Kennedy, 1975). Other complaints have focused on the dif-
ficulty in getting prescriptions renewed, the difficulty in getting
appointments with specialists such as eye doctors and having psycho-
tropics over-prescribed (Shaw, 1981). Additionally, female inmates
have complained about health care providers being put in the position
of having to "write up" prisoners who break prison rules (Shaw,
1981).

Women prisoners have been dissatisfied with their health care
despite the presence of day and evening nurses, physician time in
proportion to the number of inmates, infirmaries, clinics, dental and
podiatry programs (Kennedy, 1975). They remain dissatisfied in spite
of the fact that when physicians make referrals, prisoners can be
taken to general hospitals or outside practitioners (Kennedy, 1975).
Health care for pregnant women is considered inadequate by female
inmates even though blood pressure determination and urinalysis are
done reqgularly and the inmate is taken to outside specialists and
hospitals for pre-natal care, labor, and delivery and returned two or

three days following birth of the child (Kennedy, 1975).



Women in prison have taken their dissatisfactions to court and
have won redress for their complaints. A Federal court ordered im-
provements at the Bedford Hills state prison in New York in 1877
after deciding that there had been “interminable delays and outright
denials of medical care to suffeting inmates” (Lubasch, 1977).
Denial of medica]Acare to inmates is a denial of their constitutional
rights (Chaisson, 1981) and courts recognize that adequate health
care is a constitutional right, not a privilege. Inadeguate health
care is prohibited by the Bil1 of Rights because it is considered
cruel and unusual punishment.

Health care delivery to women in prison is thought to be inade-
quate by non-medically oriented investigators. Shaw (1981), a
sociologist, found in her descriptive study of female inmates incar-
cerated at the New York City's Correctional Institution for Women
that although there was a scheduled sick call in the mornings, with
follow-up speciality clinics in the afternoons, screening of new
inmates and emergency care at night, access to routine and non-
- emergency care was complicated and sometimes hindered by regulations
and procedures arising from the correctional setting. Shaw (1981)
further found that mental health services were very narrow in scope,
offering little beyond diagnosis, referrals, and medication.
Research done in the field of psychology has also found inadequate
delivery of health services for women in prison. Sobel (1980) sur-
veyed fourteen women's prisons and concluded that their health ser-

vices were less than those provided for male prisoners.



Although some inmate complaints about health care are undoubted-
ly justified, inmate's perceptions of their health care have been too
uncritically accepted by researchers (Shaw, 1981) who have attempted
to follow the tradition of investigators such as Kathryn Burkhart
(1873). While letting women prisoners speak for themselves should be
encouraged (Shaw, 1981), their criticisms need to be examined in
their full context. Furthermore, their dissatisfactions need to be
investigated by the people that they hold responsible for their
dilemma - people in the health care professions. If health care pro-
viders to women in prison are to be effective in the delivery of
health services to this population, they will need to know more spe-
cifically why inmates are dissatisfied.

Nurses in the past have not been well known for their place in
prison health care (Little, 1981). Nurses are perceived by inmates
to be important people in health service delivery, however. They are
often considered to be the gatekeeper to the doctor’s time, the
medication giver, the crisis interventionist, and triage worker
(Winstead-Fry, 1975). With difficulty in obtaining access to the
physician often cited as a major part of the inmate's dissatisfaction
(Lubasch, 1977; Shaw, 1981), nurses need to be aware of factors that
contribute to or lessen the chances that inmates will be dissatisfied
with their care.

Continued dissatisfaction with prison health care among female
inmates has potentially serious ramifications for people working in

prison health and for the inmates themselves. Failure to identify



main sources of inmate dissatisfaction with health care interferes
with communications between the inmate and the health care provider.
Wnere communication breaks down, frustration results. Frustration
may serve to support the inmate's need to bring further litigation
and interfere with the health care provider's willingness to listen
to inmates' complaints. Continued dissatisfaction with health care
among female inmates may also help to sustain this group's status as
a high-risk population in that such negative emotions may have an ad-
verse effect on their health (Shaw, 1981).

Why are femaie prisoners dissatisfied with the health care they
receive in prison? Present research has attempted to answer this
guestion by looking at the inmate's superficial perceptions of the
health care provided; in-depth examinations of inmate's perceptions
have not been done. While the argument has been made that it is nec-
essary to understand the perspectives of the imprisoned female if her
health needs are to be addressed in a realistic fashion (Shaw, 1981),
there is nothing in the Titerature which helps to exg]aiﬁ the
inmate's perception of prison health care, either by relating those
perceptions to other health variables or by probing their
expectations of health care delivery.

With the increasing potential for 1itigation among prisoners and
the increased need for prison health care providers to be accountable
(Collins, 1979), prison health service staff must strive to
understand why female inmates are so distressed over the health care

they receive in prison. How are the personal health concerns and the



health care expectations of female prisoners related to their percep-

tions of health care delivery in prison?



Chapter II
Review of the Literature and Conceptual Framework

The Titerature to be reviewed for this studv will examine the
areas of health care éxpectations, health histories and the stress of
incarceration as they relate to female inmates themselves. This will
be followed by a review of the 1iterature pertaining to the adequacy
of prison health care and the withholding of available prison health
services. The latter relate more to health care providers and func-
tion to give a complete picture of the problem under investigation.
Since there is no specific body of literature which explains female
inmates' perceptions of prison health care delivery, the review of
the Titerature will be integrated in such a manner as to allow for
the collective interpretation of findings.

The conceptual framework will be incorporated into the review of
the literature and will involve six different theoretical paradigms -
social learning theory, learned-helplessness model, locus of control
construct, sick role concept, stressful 1ife events theory and social
exchange theory. AI] six paradigms are used to generate hypotheses

about female inmates' perceptions of prison health care.

-

Health Care Expectations

Most women who come to prison arrive with histories of finan-

cial, educational and social deprivation. They come generally from



the lower ¢lass, and have been aptly labeled "society's losers”
(Sarri and Figueira-McDonough, 1981). Coming from the most deprived
sector of society, most are uneducated, unskilled, and unemployed.
Increasingly, female inmates are coming from minority groups and are
arriving in prison at a young age (Sarri and Figuéira-McDonough,
1981). Prior to incarceration, these women have been among those re-
ceiving the lowest rate of health care in the country (Dutton, 1978).
Additionally, many have had negative health experiences in the county
or city jails where they were detained before being incarcerated in
state prison systems (Moritz, 1882; Shaw, 198l). Further compounding
their situation is the fact that many female inmates are lacking in
health education (Shaw, 1981).

A basic principle of socio-cultural analysis is that perceptions
are based on experience. Inmates judge a prison and its health
services by their past and current experience (Shaw, 1981). Women
who come to prison bring with them self and world concepts as well as
health histories that may color their expectations of health care de-
Tivery. Taylor, Aday and Anderson (1975) have documented that non-
white populations and the poor have less access to medical care than
they "should" given the medically-evaluated severity of their
reported symptoms. Female inmates may expect that access to medical
treatment will be difficult after coming to prison especially if they
have had inadequate medical care in the past.

Difficulty in obtaining access to medical care prior to incar-

ceration can only partially account for the female inmate's



expectation that access to prison health services is difficult,
however. Some of the expectations that women have of prison health
care may be based on their prior experience in city and county jails.
Health services of metropolitan jails have been poor in spite of the
fact that many of these institutions are often close to medical
resources (Petrich, 1976). In fact, the health care complaints of
female inmates begin to take on a different perspective when one
examines the type of correctional setting in which the woman is
incarcerated. Most state prison systems have some organized
mechanisms for providing medical care and emergency services tb their
inmates (Moritz, 1982). At the local level, however, half of the
nation's jails have no medical facilities and three-fourths have no
rehabilitation or therapeutic services (Moritz, 1982). In other
words, a health care concept may be absent in these facilities
(Kennedy, 1975). City and county jails may not employ registered
nurses and female inmates may need to rely on matfons for critical
care cof diabetes, peripheral vascular disease and pregnancy
complications (Kennedy, 1975). The prison health care expectations
of female inmates may De colored by their recent past experiences in

jail systems.

Underlying Theory: Social Learning Theory

According to social learning theory, it is assumed that increas-

ing an individual's experience in a given situation will lead to the
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development of specific expectations. These expectancies subsequent-
ly play a greater role in determining one's future behavior in that
situation than more generalized expectancies. Rotter {1954)
theorized that a person's subjéctive expectancies regarding probable
outcomes retlect his/her past learning experiences in similar situa-
tions, 1.e.,expectations are a function of the person's direct past
reinforcement. Prediction in Rotter's approach requires estimating
the individual's relevant expectancies and values in the
psychological choice situations that confront him/her.

According to Rotter (1954), specific expectancies are 2asily
colored by even seemingly minor alterations in the individual's situ-
ation whereas generalized expectancies are assumed to be more consis-
tent and stable across situations. It is entirely possible that
female inmates have specific expectancies about health care access
and delivery that they have developed throughout their pre-prison and
in-jail careers which are easily colored after coming to prison. The
previous lack of health care and difficulty with access to health
services may be so reinforced for the female inmate that when she
comes to prison she is unusually sensitive to health care matters.
Female inmates may also have very stable generalized expectancies
about health care that have developed throughout their previous
deprivation. It is possible that these expectancies may not be in-
fluenced by even the most positive health care setting.

Further complicating the issue of health care expectations is

the finding that lower-class people are usually quite aware that they
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are at the bottom of the socio-economic ladder and that this fact is
not likely to change (Kephart, 1677). Furthermore, peopie from the
more deprived sectors of society tend to be fatalists - feeling that
they do not have much control over what happens to theni(Kephart,
1677). If female inmates have had difficulty in obtaining needed
medical care in the past, they may perceive that their behaviors have
had 1ittle or no effect in bringing about needed health services.
They may further perceive that they are presently unable to perform

behaviors which will bring about needed health care in prison.

Underlyina Theorv: Learned-Helpnessness Model

Tne Jearned-helplessness model is & cognitive view of learning
developed by Seligman (1974). In this approach, the individual
learns to construe the relationship between activity and outcome such
that he/she believes thet all efforts to bring about the desired
outcome are in vain. Based on laboratory experiments in which dogs
received painful electric shocks in two different siﬁuations,
Seligman's model has been most applied to learning theories of
depression. The experiments involved administering painful,
inescapable, electric shocks to dogs and then comparing them in a
second situation to dogs who had not had this kind of experience. In
the second situation, all the dogs had the capacity for escaping
electrical shocks; however there were significant differences in the
behaviors of the two groups.

The animals who had not had the earlier experience of painful,

inescapable shocks became quite upset when they received the first
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few shocks, but fairly soon thereafter learned to run when they saw
or heard the stimulus signaling an impending shock. The animals who
had had the earlier experience with inescapable shock behaved by
giving up and passively accepting the painful stimulation. These
experiments have been interpreted to imply that animals can acguire a
sense of helplessness.

The etiology of the learned helplessness in animals is consid-
ered to be uncontrollable stress - not stress per se, but learning
that no response reliably reduces aversive stimulation. When applied
to depression in humans, however, the etiology is considered to be
the inability to control events in 1ife and the failure to act either
to relieve suffering or to gain gratification. Learned-he1plessness
may be operating in the fataiistic expectations of lower class
people. Furthermore, it may play a major role in the belief of women
prisoners that they are unable to bring about adequate access to med-
ical care particularly if they have had prior difficulty in obtaining
access to health services. In her research, Murphy (1982) found
support for the idea that a series of negative events leads to
helpless behavior.

The educational backgrounds of many women in prison may also
play arole in the quality of the health care expectations held by
female inmates, even though a small number of inmates are quite
sophisticated about health care {Winstead-Fry, 1975). Most women
prisoners are jacking in health education and have an inadequate

framework for judging the seriousness of their distress (Shaw, 1981).
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Furthermore, many inmates have 1ittle concept of what adeguate health
care could mean in the treatment of their total health picture and do
not seek or use health services unless directed to do so (Winstead-
Fry, 1975). Additionally, many inmates perceive health to be a state
of comfort (Winstead-Fry, 1875); whether one has sound health and
good health habits is not relevant. Expectations of health care
delivery arising from the lack of health knowledge may tend to be
guite unrealistic. Doctors and/or nurses who cannot solve problems
immediately may become suspect. The psychosocial support most people
receive through seeking a doctor's help (Roghmann et al., 1979) may
be unrecognized by the inmate who has a long history of feeling

unsupported.

Underlying Theory: Locus of Control Construct

Rotter (1954) hypothesized that the l1ikelihood of a person's en-
gaging in a given act is a function of two variables: 1-) the per-
son's expectancy that his/her behavior will bring the rewards avail-
able in a situation, and 2-) the personal values of these rewards for
the individual. The locus-of-control dimension represents the expec-
tancy part of Rotter's theory - the relationship between the behavior
and its outcomes.

Locus-of-control represents the extent to which individuals be-
lieve that they have personal control over what happens to them -
that control is located within them rather than outside. The more

internally oriented people are, the more they beiieve that events



14

occur as a conseguence of their personai actions and are under their
persona] control. The more externally oriented individuals are, the
more they believe that events are unrelated tc their personal
behavior and that cutcomes are determined by powerful others, chance,
or fate.

Almost all studies investigating internal - external locus of
control in prison samples have been done with male prisoners. Most
of these studies have found inmates to be externalliy-oriented
(Briffith, Pennington-Averett & Bryan, 1981). The only study
conducted that addresses locus of contrcl in women prisoners fails to
address whether women in prison tend to be more externally oriented
than internally oriented and concentrates on whether the

relationships between locus of control, ethnicity and length of

imprisonment found in male prisoners are demonstrable in female pri-
soners (Griffith, Pennington-Averett & Bryan, 1981).

One might assume that female inmates would be more externally-
controlled than internally-controlled due to certain demographic
characteristics of female inmates and other findings related to the
internal-external expectancy dimension. Since most female inmates
come from the lower class (Sarri and Figueira-McDonough, 1981), al-
most half are black (Guze, 1976) and nearly three-fourths have not
finished high school (Guze, 1976; Sarri and Figueira-McDonough,
1981), the assumption that women prisoners are more externally-
controlled would be based on the findings that blacks in the United

States have demonstrated greater externality, that lower-class people
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are more externally-oriented and that an internal orientation tends
to be associated with success in school (Gergen, 1974).

If one assumes that female inmates are externally-oriented, then
perhaps female inmates place substantizl external expectancy in the
ability of powerful others (i.e. doctors and nurses) to solve their
health issues. The female inmate may give the health care team the
responsibility of making her feel comfortable instead of taking re-
sponsibility for her own health habits and condition. The
expectations of what health professionals can do to help the inmate
may be glorified through her external locus-of-control orientation
and then further magnified through the Jack of pertinent health in-

formation.

Health Histories of Female Offenders

Further compounding the expectation.of women prisoners that
their health care is not serving their needs is the degree to which
this population is at high risk for physicz] and mental health prob-
lems. Shanock and Lewis (1981) found that incarcerated girls had
significantly more adverse medical histories than either non-
delingquent girls or delinquent girls who were not incarcerated. In
their study of ninety-five women prisoners who participated in an in-
vestigation of medical and psychiatric correlates of violent .
behavior, Climent, Rollins, Erwin and Plutchik (1973) found the
incidence of medical disorders among their sample to be dispropor-

tionately high for major infectious diseases {42.3%), minor
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infectious diseases (59.6%), head injuries (75.6%) and problems other
than gynecological which required surgical intervention (81.6%).

Emotional and psychiatric problems present as serious a threat
to the femaie inmate as physical problems, however. While the entire
range of psychopathology is represented among female prisoners, es-
pecially prominent are the number of inmates with borderline person- .
alities, severe characterological difficulties, depressions and
anxieties (Ackerman, 1972; Dimick, 1979). The physical and mental
conditions are further exacerbated by the large scale use of alcohol
and drugs among this population (Vejnoska, 1981). 1In the same study
in which Climent et al. (1973) found a high incidence of medical dis-
orders among women prisoners, they found equally compelling evidence
for certain adverse psychodynamic events in the lives of the female
inmates. Such events included child abuse and loss of parents at an
early age.

The emotionally i11 female offender is not always on a forensic
unit of a hospital and even if she is, the chances are high (88%)
that she has been previously institutionalized at least once at
eitﬁer a penal or psychiatric facility (Baridon and Rosner, 1981).
Recidivism appears to be more common among mentally {11 female of-
fenders. Cloninger and Guze (1973) found recidivism to be
significantly related to psychiatric diagnosis as well as six other
variables. They further found in a longitudinal study of female
criminals that marked parental psychopathology and severe personal

disturbance in all areas of 1life were characteristic of this
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population {(Cloninger and Guze, 1973). It has also been hypothesized
that manic-depressive states are underdiagnosed in prison popula-
tions, particularly among female prisoners (Good, 1678).

When female inmates have expressed their complaints of prison
hea]th care delivery, they have focused predominantly on medical
care, rather than psychiatric care {Kennedy, 1975; Shaw, 1981);
Nevertheless, most researchers consider mental health services for
women prisoners to be as inadequate, if not more inadequate, than
medical services. There is a lack of psychiatric and/or psycholog-
jcal services for female inmates in the United States according to
Shaw (1981) and Sobel (1980). The focus of health care complaints on
the part of the female inmate on predominantly physical issues and
her threats of litigation related predominantly to medical aspects of
care is puzzling in view of the almost total absence of psychiatric-
psychological care.

The perception of one's health status often plays a role in
one's satisfaction with health care delivery (Tessler and Mechanic,
1978). In their study of five samples, one of which were prison in-
mates, Tessler and Mechanic (1978) found that only 57% of the inmates
perceived their physical health to be either excellent or good as
éompared to 87%, 87%, 73% and 72% for the other four samples. While
this study included a sample of male inmates, some of their conclu-
sions are noteworthy. Tessler and Mechanic (1978) found that
patients experience physical symptoms and dysfunctions in a more

global manner than traditional medical conceptions would suggest.
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Particularly when patients are under psychological stress, they re-
spond to their total sense of well being in physical terms. As
documented by this study, physical health status has a JTarger influ-
ence on perceived health status than psychological distress. 1In
spite of the severity of both physical health problems and mental
health problems of female inmates, the evidence shows that physical
health problems are the focus of their attention regardless of the

magnitude of their psychological distress.

Underlyine Theorv: Sick Role Concept

Sick role is a concept that denotes a social role. Since i1l-
ness is a social _state {(Myles, 1978), as well as a physical and
mental state, the social dimension of the inmate's functioning cannot
be minimized. In the sick role, the i11 person cannot fulfill normal
role expectations and consequently is disruptive to the social system
(Parsons, 1951). Society, however, offers the sick person the option
of new roie expectations as long as he/she engages in helpseeking and
cooperates in treatment (Parsons, 1951). The quality of the sick
person's helpseeking and cooperation in treatment determines how well
he/she compensates for his/her deviance. There is, however, a
difference between the medical sick role and the psychiatric sick
role (Segall, 1976). In the case of a physical problem, the
situation is relatively clear. Something is wrong with the indivi-

dual's physical functioning for which he/she is not responsible and
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which is beyond his/her control. When the condition also has psycho-
logical connotations, however, the question of personal
responsibility arises (Segall, 1976).

In one of his classic works, Goffman (1961) described prisons as
"total institutions® in which there is a systematic manipulation of
the person's self-identify and social reconstruction of the self
which makes one an inmate. This process is done in order to
standardize the inmaﬁe and make him/her de-individualized. When a
person becomes institutionalized in this model, he/she has no choice
but to play the role of the sick person. Whether or not the indivi-
dual is really sick becomes irrelevant; what is significant is that
inmates inevitably come to believe that they are sick and to behave

accordingly (Myles, 19878).

The Impact of the Stress of Incarceration

The stresses of incarceration have been found to compound both
physical and mental health problems among incarcerated women
(Giallombardo, 1966; Sobel, 1980). Sobel (1980) speculated that the
psychosocial stress of prison existence for women may play a role in
disorders with psychosomatic roots. She suggests that many women in-
carcerated in institutions develop physical symptoms as an indicator
of their emotional distress, since they cannot express their con-
flicts in other more constructive ways {Sobel, 1980). The relation-
ships of psycholegical disability and stress to medical problems is a

complex one not well recognized by the female inmate, particularly as
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she presents her problems to the medical department. Her lack of
recognition of this complex interplay may play a role in her‘dissat-
jsfaction with medical care.

When a patient seeks a doctor's help, the physician tries to
identify specific problems or diseases responsible for the reported
symptoms. Frequently, physicians are unable to Tocate a specific
cause of the patient's complaints and may attribute the patient’s
distress to other non-medi;ai phenomena (Tessler and Mechanic, 1978).
Physicans have been trained to identify discrete problems that can be
managed in specific ways. Complaints that cannot be identified and
managed may frustrate the patient because he/she views his/her health
status in a more global fashion (Tessler and Mechanic, 1978). Not
having the physician's more detailed perspective of disease pro-
‘cesses, the patijent reacts more experientially to his/her overall
sense of well-being. The discordance in perspective between the phy-
sician and patient may result in patient dissatisfaction (Tessler and

Mechanic, 1978).

Underlying Theory: Stressful Life Events Theory

During the last decade, investigators have shown that recent
1iTe histories of hospitalized persons contain significantly more
frequent and serious stressful events than do histories of matched
controls from the general population. Much of this research was made
possible through the development of the Social Readjustment Rating

Scale by Holmes and Rahe (1867). This instrument was designed to
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measure common 1ife changes that could be stressful. It was assumed
by Holmes and Rahe (1967) that any 1ife change, a positive one as
well as & negative one, is capable of increasing the risk of illness
depending on its power to require major social readjustments.

A recent critique of 1ife events scaling has raised some
significant questions; however (Miller, 1981): What 1ife events are
jdentifiabie and ratable? Is the 1ist complete? During what time
frame have the life events provided intense stress? Are there
mediating variables that have not been considered? Miller (1981)
states that the contents of the 1ife events scales may merely repre-
sent a plateau in a process at a point when the individual gives up,
having Tost control and being unable to maintain an internal locus of
control, or the person may be experienc%ng system failure in coping
with stressful life events. He further states that researchers must
address this issue and the measures they use must be designed to
assess and differentiate this critical variable.

There is no doubt that prison inmates undergo a difficu]t
personal adjustment during imprisonment and that much of this adjust-
ment stems from stressful 1ife changes. Major social readjustment is
thought to be particularly stressful for women prisoners {(Ward &
Kassebaum, 1965). The stresses of incarceration for women have been
found to be related to the psychological distress caused by separa-
tion from families and loss of role and responsibility within the
family and society (Adler, 1975 and Giallombardo, 1966). In their

classic studies, Giallombardo (1965) and Ward & Kassebaum (1965)



found that women prisoners suffer intensely from separation from
families and disruption of familial roles and that for this reason,
some kind of adaptation is imperative. In her classic work, Adler
(1975) found that the stress of imprisonment was reflected in the
psychological functioning of the inmate who tendéd to drift into
narcissistic and primitive modes of coping.

The adaptation that is required of female inmates may take its
form in physical illness, however. There appears to be a very high
incidence of gynecological problems (Sobel, 1980), headaches (Sobel,
1980), and skin disorders (Shaw, 1981), 211 of which may have their
origins in the stresses created by imprisonment. Gynecological prob-
lems are thought to be related to the psycho-sexual deprivation
experiénced by women in prison (Sobel, 1980) and headaches among pri-
soners are thought to support the theory that headaches stem from
suppressed anger and guilt (Loewenstein, 1877). Skin eruptions,
rashes and itching may be symbolic representations of internal con-
flict (Grossbart, 1982).

It would appear that inmates believe that the physical health
risks of imprisonment are greater than the psychological risks. When
female inmates have voiced their fears and complaints about prison
1ife in terms of their well-being, they have focused on physical
stressors such as exposure to contagious disease, cold, prison sani-
tation and food preparation (Shaw, 1981). Female inmates have often

blamed the physical environment rather than the emotional environment



of prison for many of their problems {(Shaw, 1981). While psychologi-
cal adaptation to prison does occur for female inmates (Giallombarde,
1966), it appears that problems of physical adaptation play a more

prominent role as far as inmates are concerned.

The Issue of Adequacy of Health Care

A discrepancy exists in the literature regarding the actual
adequacy of health care delivery to women in prison from the profes-
sional point of view. Sociologists pub?ishihg as recently as 1981
and psychclogists pubiishing in 1980 have found the medical and
psychiatric care of women prisoners to be generalily inadequate.
Nurses, on the other hand, have expressed a different opinion of
health care delivery to female inmates, even when discussing the same
institution. Furthermore, the lack of medical perspective on the
part of sociologists and psychologists investigating this field
suggests that their findings should be vieQed with skepticism.

When Shaw (1981) investigated the New York City's Correctional
Institution for Women, she found that access to routine and non-
emergencycare was complicated and sometimes hindered by regulations
and procedures arising from the correctional setting. Considering
the unique factors which bear on the delivery of health services in a
penal setting (Brutsche, 1975), this is not surprising. Brutsche
(1975), a physician who has been Assistant Surgeon General, U.S. Pub-
1ic Health Service and Medical Director, U.S. Bureau of Prisons, has

stated that among the problems in the delivery of prison healith
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services is the penal environment as it interacts with the attitudes
and behavior of a very large segment of an inmate population. This
interaction tends to work against a satisfactory interface between
the offender and the health services delivery system (Brutsche,
1975).

When nurses havé examined the health services of New York City's
Correctional Institution for Women, a very different picture of
health care delivery has emerged. Murtha (1975) states that health
services are given on a 7-day-week, 24-hour-a-day basis. They in-
clude receiving room procedures, an initial history and physical
examination by a physician or physician associate, daily sick call
screening by a registered nurse, part-time psychiatric service ang
around-the-clock general nursing-mental health services (Murtha,
1975). Nurses in this institution have expanded their role to
include that of case-finder, counselor, group therapist, suicidolo-
gist and primary care taker {Murtha, 1975).

Sobel (1980), in her survey of fourteen women's prisons, at-
tempted to demonstrate that women have less adeguate health care than
men in prison. With no statistics reported on men's prisons, how-
ever, it is difficuit to ascertain how Sobel (1980) came to her
conclusion that health care providers in women's prisons are not as
well trained or as available as they are to male inmates. Research
done by non-medically oriented investigators has left too many un-
answered questions related to the alleged inadequacy of prison health

care for women.
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Withholding of Available Health Services

It follows that if health care in female pénal settings is, in
fact, adequate and yet inmates perceive that they.are not receiving
adequate health care, then perhaps they also perceive that adeguate
health care is being deliberately withheld. This would appear to
have been the case when inmates presented their dilemma to a United
States Court of Appeals in New York (Lubasch, 1977). When inmates of
Bedford Hi11ls, New York, State Prison pleaded their case to Judges
Kaufman, Gurflin and Meskill, the judges' unanimous response was,
"all too often an inmate in need of treatment has been denied access
to medical help by arbitrary procedures and misadministration so
gross that it must be deemed wilfull" (New York Times, Nov. 1, 1977;
Pg. 73, Col. 1). While it seems quite likely that some inmates have
been deliberately denied health care, to what extent could such
experiences account for such widesbread dissatisfaction with prison
health care delivery?

The notion that adequate health care is being withheld from the
inmate may stem from several sources. First, the tendency to feel
victimized is common among this group (Brdtsche, 1975). Secondly,
inmates are not incarcerated for the purpose of improving their
health (Little, 1981) and they may view the entire prison system, its
health care included, as fulfilling its punitive role. Thirdly,
female inmates have demonstrated their belief that commodities can be

withheld in prison (Shaw, 1981). An important aspect of prisoners'
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food notions is their belief that they are being cheated out of good
food that might be available (Shaw, 1981). More than commodities,
however, women inmates have felt cheated out of that to which they
are most basically entitled - their newborn infants. When women have
expressed their complaints about pre-natal health care in prison and
delivery of their infants, they have focused on the fact that they
must return to prison without their babies (Kennedy, 1975; Sobel,

1980).

Underlying Thegry: Social Exchange Theory

One of the questions raised by the demand for "adequate" health
care by female prisoners is whether inmates feel that they deserve a
just return for their stay in prison. In giving up their freedom,
inmates may feel that they are entitled to "something" that the
prison systems do not presently provide. Giallombardo (1966), in her
classic study of women's prisons, found that women incarcerated at
Alderson Federal Prison felt that Uncle Sam owed them "something" for
their imprisonment. Social exchange theory may help to explain such
feelings.

Social exchange theory is based on the assumption that a simi-
larity exists between the process through which individuals evaluate
their social relationships and economic transactions in the market.
Social relationships can be viewed as exchange processes in which
individuals make contributions (inputs) for which they expect certain

outcomes (Mowday, 1979). Individuals are assumed to have



expectations about the outcomes that should result when they contri-
bute their time and resources in interaction with others. Inmates
make heavy contributions by coming to prison. Women, particularly,
give up children, familial roles, and traditional statuses-of what
women are supposed to be like (Adler, 1875). This kind of input may
generate expectations of a heavy return, and this return may be
focused on the health services department. An underiying theme may
be: For as much as I have contributed (suffered), I deserve to have
my suffering alleviated now that I am in prison.

A second assumption of social exchange theory concerns the
process through which individuals decide whether or not a particular
exchange is satisfactory (Mowday, 1979). Most exchange theories
assign a central role to social comparison processes in terms of how
individuals evaluate exchange relationships. Information gained
through interaction with others 1is used to determine whether an ex-
change has been advantageous. Inmates have awareness that adequate
health care is a constitutional right and that prisons, by law, must
provide a standard of health care comparable to that which is
provided in the community in which the correctional facility is
located (Moritz, 1982). They may compare the health care that they
perceive to be getting in prison with the health care that they per-
ceive to be provided in the outside community. If the inmate per-
ceives that her contributions (inputs) have been greater than her
female cohort on the outside, and her outcome less, she will realize

the inequity of the situation and will be dissatisfied (Mowday,
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1979). 1Inequity does not necessarily exist if a person has high
inputs and low outcomes as long as the comparison other has'a similar
ratio (Adams, 1965). Central to the theory of social exchange is the
assumption that a major share of motivated behavior is based on the
perceived situation and not necessarily on the actual set of cir-

cumstances (Adams, 1965).

Summary

Review of the literature on female inmate health status and on
female health care in prison reveals several important factors.
First, the world and health experiences of this population are domi-
nated by chronic deprivation. This factor may account for the
severity of physical and men?a] disorders existing in this
population. Secondly, as women take on the role of prison inmate,
they encounter stresses that can compound their physical and menta)
health problems. Thirdly, female inmates' expectations of health
care in prison may be affected by a complex interplay between their
past deprivation, the present severity of their health problems and
the stress of incarceration as it impacts on their perceived health
status. While health issues have become a prominent concern of
female inmates, the true adequacy of health care to women in prison
seems presently undetermined; what stands out is that there is wide-
spread dissatisfaction among female inmates with their health care.
Part of inmates' dissatisfaction with health care may be their belijef

that adequate health care is being purposely withheld.
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Presently, there is no body of literature which helps to explain
female inmates' dissatisfaction with health care in prison. There
are many complaints expressed which have overtones of resentment
(Kennedy, 1975; Shaw, 1981). Perhaps this resentment is not over
health care as it presently exists, but is projected onto health ser-
vices delivery for other reasons having to do with health ideas held
by the inmate. Since many women in prison have serious medical and
péycho]ogica] problems. which they feel are not being adequately
addressed, it is important to ascertain the level, focus and etiology
of their distress from their point of view. It is also important to
determine when their distress began and their expectations of.how it
should be handled in prison. Moreover, 1: is central to the purpose
of this study to ascertain whether or not inmates perceive that ade-
quate health care is being withheld from them, as this could play a
major role in their perceptions of prison health services. This
study proposes to determine if there are underlying reasons, not pre-
viously addressed, for female inmates' dissatisfaction with their
health care. More specifically, it is intended to determine whether
personal health concerns and the health care expectations held by the

inmate play a role in her perceptions of health services delivery.

Assumptions

For the purpose of this study, it was assumed that inmates re-
ported their feelings honestly since health care delivery has become

of paramount importance to this population.
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Hypotheses

Tc test the relationship of the personal hesalth concerns and the
health care expectations of female prisoners to their perceptions of
health care delivery in prison, the following research hypotheses

were proposed.

To test the application of social learning theory:

1-) 1Inmates who perceive that their access to medical care in
prison is more difficult than their access to medical care before im-
prisonment will be more dissatisfied with prison health care de-
Tivery.

2-) Inmates who indicate that their physica1 health problems
began in jail will report more severe physical health problems.

To test the application of learned-helplessness model:

3-) Inmates who perceive that they have no influence on access

to medical care in prison will be more dissatisfied with prison

health care delivery.

To test the app1icatioﬁ of locus-of-control construct:

4-) Inmates wha are more internally-controlled in regards to
health will be more satisfied with prison health care delivery.

5-) Inmates who are more externally-controlled in terms of pow-
erful others will have less realistic expectations of health care

providers.
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To test the application of sick role concept:
6-) Inmates who are more externally-controlled in terms of pow-

erful others will report more physical probiems.

To test the application of stressful 1ife events theory:
7-) Inmates who perceive prison as more stressful will report

more severe physical problems.

To test the application of social exchange theory:

8-) Inmates who perceive that they have less medical care than
their coherts on the outside will be more dissatisfied with prison
-heaith care delivery.

S-) Inmates who feel that they have suffered greatly by coming
to prison will report that they have been denied available medical

care more often than inmates who feel they have suffered Jess.
Definitions

Inmate is a female prisoner incarcerated in a state penal in-
stitution.

Incarceration is imprisonment in a state penal institution.

Stress of incarceration relates to the loss of freedom, re-

stricted physical movement, restricted decision-making and/or choices
and the impositidn of rules governing behavior, all within the

institutional setting.
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suffering relates to the loss of possessions, friends, family
members and roles within society - all things 1left behind in the
"outside" world.

Health concerns are the personal health care histories of the

inmates combined with their present assessment of their physical and
mental health.

Health care expectations are the perceptions the inmates hold

regarding how their health problems should be handled by the prison’
health care team.

Health problems are any perceived distress, physical and mental,

experienced by the inmate, excluding dental problems.

Health care deiivery is 1-) the accessibility of health care;

2-) the health teams' ability to relieve health problems and 3-) the
amount of health care provided.

Medical care is that care provided by the prison nurses and

doctors who do not provide psychiatric service. It includes refer-
rals by the medical doctor to outside specialists and practitioners.

Psychiatric care is that care provided by the priscn psychia-

trist, psychologists, social workers and mental health therapists of
any type.

Prison relates to those federal or state penal institutions
housing primarily convicted felons serving sentences of more than one

year.
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Jail is a term used to denote locally administered institutions
hoidiné individuals awaiting adjudication or serving sentences of one
year or Jess.

Sentence is a term used to denote the judicial determination of
the type and length of punishment a person receives when he/she has
been convicted of a crime.

Lower class is a term used to denote unskilled and semi-skilled

workers of 1ittle formal education.

Limitations and Delimitations

A major limitation of this study is that, given available dats,
it is not possible to determine whether the health views of female
inmates are a reflection of their incarceration or of their social
class status.

The delimitétion of this study is that generalization can be
made only to state female penal féci]ities which have health services
similar to the research setting. The delimitation is created by the
fact that many city and county jail systems have poor or absent
health care services (Kennedy, 1975; Moritz, 1982; Shaw, 198l). Gen-
eralization cannot be made to male penal facilities because the sex
variable has been found to be a factor in both the ¢riminality and
imprisonment of people (Adler, 1975; Giallombardo, 1966 and Ward &

Kassebaum, 1965).



34

Chapter III

Methnods

Design of the Study

The purpeose of this study was to determine why female inmates
are dissatisfied with their health care. Since descriptive studies
had focused on the health care complaints of this population, an
exploratory , correlational study was considered appropriate in order
to gain a better understanding of the complex behavior patterns
noted. The study investigated the relationship of the personal
health concerns and health care expectations of female inmates td

their perceptions of health care delivery in prison.’

Subjects

The entire inmate population of a small state penal institution
for women located in the Pacific Northwest was interviewed and given
written test materjals. Inmates having left this facility but still
at a release center were not included, even though they used the
prison medical facilities. Use of the entire population, which
generally ranged between 70 and 80 women, avoided problems in samp-
1ing. Of the 75 inmates in the facility at the time the study was
initiated, four refused to participate and 13 were released during

the five weeks of data collection; thus the total sample was 58.



Ages of subjects ranged from 18 to 47 with 29 being the mean age.
Seventy-one percent were white, 22% were black and 7% were American
Indian. Forty-five percent were from the lower class, 41% were from
the working class and 14% were from the lower middle class. No
subjects were found in classes higher than the lower middle class.
The mean educational level was 10.8 years. Sixty-five percent of the
women had been incarcerated for twelve months or less; 17% had been
incarcerated between thirteen and twenty-four months and 18% had been
incarcerated for 31 months or longer. The mean length of sentence
remaining to be served was s1ightly less than one year.

A1l inmates listed in the prison éegistry on June 28, 1982
comprised the sample. Inmates parolled out or put on terminal leave
after that date, but returned to prison on a vicolation before the
interview, were excluded. Inmates had to have been in the
institution for a period of fourteen days before an interview was
scheduled (i.e. those inmates committed on June 28, 1982 were not
interviewed until at Teast July 13, 1982). The rationale was that
the State has up to fourteen days to do a complete physica?l
examination of the inmate, who may not have had any other intensive

exposure to the prison heaith services before this time.

Setting

The health services of the facility are under the direction of
the Prison Superintendent who has delegated the responsibility of

health care delivery to a Clinical Services Coordinator. Health ser-
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vices in this prison are kept updated in current matters related to
Correctional Health Care by the frequent attendance of health care
providers at local, state, and national conferences on Correctional
Health Care.

This penal institution operates a clinic that is open from 7:30
a.m. to 9:00 p.m. Monday through Friday. Week-end and holiday hours
are from 9:00 a.m. to 1:00 p.m. and 5:00 p.m. to 9:00 p.m. During
these hours, at least one registered nurse is on duty. From 9:00
p.m. to 7:30 a.m., no registered nurse is in the institution; how-
ever, one is always on call. Correctional officers may cafi her, and
she may authorize the telephoning of an ambulance for the inmate to
be taken to a hospital if this is needed. There is no infirmary
because there are fewer than 100 inmates.

The prison also employs a medical physician three hours per week
who performs all medical evaluations of inmates including a complete
physical within two weeks»of admission to the facility. He, or a
physician appointed by him, is always on call for the institution.
Inmates requiring emergency medical care can, at any time, be taken
to a local hospital. The institution has an Emergency Box supplied
similar to é Crash Cart in a General Hospital. It contains
intravenous and intramuscular injectables sufficient for
resuscitation of cardiac or respiratory arrest.

There is a small pharmacy within the clinic setting and any med-
ications that are needed but not contained within the pharmacy may be

cbtained within approximately a half-hour. Inmates requiring blood
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work have their blood drawn &t the clinic, either by a registered
nurse or a phlebotomist from a 1ocal laboratory. The clinic is
equipped with & high-powered microscope for tasting of certain slide
materials, but all other tests, X-rays, and diagnostic procedures are
referred to outside specialists, as are medical problems not within
the expertise of the prison physician.

The mental health services are divided between Clinical Services
and Social Services. The psychiatrist works directly out of Clinical
Services two hours per week. Two psychologists are administratively
under Clinical Services but work out of the Social Service Depart-
ment for a total of 24 hours per month. A psychiatric social worker
and mental health therapist work out of Social Service for a variable
number of hours every week. A complete psychological assessment is
done on each inmate by a Ph.D psychologist at approximately one month

or sooner following commitment.

Data Collection Methods

Instruments. There were two instruments used in this study: 1-}) A
guestionnaire entitled "The Prison Health Interview" constructed by
this researcher and 2-) the "Multidimensional Health Locus of Control

Scales" devé?oped by Wallston & Wallston (1978).

The "Prison Health Interview"

The "Prison Health Interview", (Appendix A), designed to elicit

information related to the research hypotheses provided primarily
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nominal and ordinal data. It was pretested in a pilot study with
female inmates housed in 2 county jail in order to establish its face
validity. The health services in this jail are contracted similarly
to the way in which health services are contracted at the research
facility. The instrument was judged as adequate by two inmates and
their suggestions were incorporated in subsequent revisions of the
instrument. |
The Prison Health Interview included two questions which
involved having the responses rated by & panei of four physicians and
two nurses. Questions 12 and 13 asked the subject to report her
expectations of health care providers relevant to the health problems
she reported in guestions 2 and 5. These expectations were evaluated
by either a physician or a nurse whose speciality dealt with the
problem reported. The rating system used to evaluate the responses
reflecting the expectations that subjects had of health care pro-
viders generated ordinal data. The scoring system was as follows:
Inappropriate response:
Unrealistic response:

Somewhat realistic response:
Very Realistic response:

WM~ O

An inappropriate response was one which did not relate to the
problem or was so general that applicabiiity to the problem was
difficult to determine. An unrealistic response was related to the
problem but ¢id not represent a solution that was within the power of
the health care professional to provide. A somewhat realistic

response was within the power of the health care professional to
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provide but represented a solution not typically done for the problem
under question. A very realistic response was both within the power
of the health care professional to provide and represented a solution

that is typically done for the problem under question.

The "Multidimensional Health Locus of Control Scales"

The "Multidimensional Health Locus of Control Sca]es“ideveloped
by Wallston & Wallston (1978) are two sets of scales (Appendix B)
developed for the purpose of determining whether a person's source of
reinforcements for health-related behaviors is primarily internal,
under the control of powerful others, or a matter of chance. These
scales are based on earlier work with a general Health Locus of
Control scale (Wallston et al., 1976) which was developed from
Rotter's social learning theory.

The original Health Locus of Control (HLC) scale was developed
by Wallston et al (1976) as a unidimensional measure of people's be-
1iefs that their health is or is not determined by their behavior.
At the high end of the scale were the "health-externals" and at the
lTow end were the "health-internals.” The HLC scale was designed to
yield a single score; the higher the score, the more external the
locus of control was considered to be. Questioning the
conceptualization of locus of control as a unidimensional construct,
however, Levenson (1975) argued that internal belijefs were actually

orthogonal to external beliefs and that prediction could be further

improved by studying fate and chance expectations separately from
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external control by powerful cthers. From this multidimensional ap-
proach to locus of control, the Multidimensional Health Locus of
Control Scales (MHLC) were created. tach set of scales has three
subscales; internal health locus of control {IHLC), powerful-others
health locus of control (PHLC)Vand chance health locus of control
(CHLC). A separate score is obtained for each subscale. Scoring
instructions for the MHLC scales are as follows:

Internal items: i, 6, B, 12, 13, 17

Chance Items: 2, 4, 9, 11, 15, 16

Powerful Others Items: 3, 5, 7, 10, 14, 18
The score on each subscale is the sum of the values circled for each
item in that subscale.

Alpha reliabilities for the MHLC scales range from .67 to .77
when each sfx-item form is used alone. When Forms A and B are com-
bined, however, allowing 12-item scales, the alpha reliabilities
increase and range from .83 to .86. The major factor contributing to
Tow internal consistency in the general Health Locus of Control scale
- combining internal and external statements in the same measure -
has been eliminated. As an initial dindication of predictive
validity, correlations have been computed between health status and
the MHLC scores. As Wallston & Wallston (1978) expected, health
status correlates positively with internal health locus-of-control
{(r = .403, p <.001), negatively with chance externality (r = -.275,
p<.0i), and did not correlate with powerful others (r = -.055).

While the two forms of the scaies can be combined, only Form A

was used in this study. This choice was based primarily on the
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population being studied and was consistent with guidelines set forth
by the authors. The MHLC scales are intended for use with adults and
most persons with an eighth grade reading level should be capable of
understanding and responding to the items. Wallston & Wallston
(1978) state that one should not expect that MHLC scale scores alone
to explain much of the obtained variance in health behaviors. Only
in interaction with one, or preferably several, of a multitude of
contributing factors will beliefs in the locus of control of health
play a significant role in the explanation of health behavior. It
was in keeping with this philosophy that this research study was

designed.

Demographic Variables

The demographic data collected in this study included age,
ethnic background, level of education at time of incarceration, level
of health education, type of occupation held before coming to prison,
type of facility detained in before incarceration in the state
prison, and length of prison sentence already served as well as
length of sentence remaining. A1l data were collected from inmates'
verbal reports.

In order to determine the social class of subjects, the criteria
used by Miller and Mishler (1959) in their New Haven study was
modified to take into account the fact that all subjects resided in
prison. In their classic study, Miller and Mishler determined class

position by use of an "Index of Social Position" that weighted the



social rank of the subject's 1-) area of residence; 2-) occupation;
and 3-) educaticn. The weights used in the formula to distinguish
between classes were chosen specifically for their study and were not
derived from theory or other research. Occupation was considered by
Miller and Mishler (1959) to be the best indicator of social class;
and they assigned almost as much weight to it as to the other two
scores combined.

Demographic data collected on inmates in this study included oc-
cupation and educational lTevel at the time they were sent to jail.
Residence was not considered a variable as all subjects at this peint
resided in either city or county jails. Classes were defined as
follows {Miller & Mishler, 1959):

1-) Upper class: "01d" and "new" families who come from

the most exciusive residential areas and whose family
head is a college graduate employed either as an exe-

cutive of a large firm or a professional.

2-) Upper middle class: College-educated people who are
members of managerial and professional groups.

3-) Lower middle class: Either salaried white collar
workers or owners of small business, semi=-
professionals, foremen or skilled workers.

4-) Working class: Predominantly blue-collar workers,
however approximately a tenth are white collar
workers., The overall educational level is much lower
than the lTower middle class.

5-) Lower class: Unskilled and semi-skilled workers of
low education. Predominantly day laborers, the
erratically employed and the chronically unemployed.
Each subject's social class standing was determined by the investiga-

tor's interpretation of the combined occupation and educational
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levels of subjects according to the aforementioned criteria. No

system of weighting variables was used.
Procedures

Permission to obtain access to the inmate population was re-
ceived from the Corrections Division (Appendix C; Appendix D).
Between June 28, 1982 and August 10, 1982, the aforementioned data
were collected in the following manner. First, an informed consent
(Appendix E) was read aloud by the investigator as the inmate
followed along. If the inmate agreed to participate in this study,
her signature was obtained. Secondly, the demographic data were
collected from the inmate herself. She was asked by the investigater
to report her age, ethnic background, how much education she had when
she went to jail, how much health education she had accumulated, her
occupation before incarceration, the type of facility she had been in
before coming to the State Prison and the status of her prison
sentence in terms of time served and time remaining to be served.
Thirdly, the "Prison Health Interview" was given to the inmate to
follow while the investigator read aloud all of the questions on the
investigator's copy of the Prison Health Interview. The investigator
recorded the inmate's responses on her own Prison Health Interview
form. The ratijonale for going over the consent and interview forms
stemmed from the fact that only three out of ten female prisoners
have finished high school (Sarri and Figueira-McDonough, 1981).

Last, the "Multidimensional Health Locus of Control Scale - Form A"
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was administered. The investigator orally reviewed the instructions
with the inmate and answered specific questions the inmate had
related to the scales but did not orally review each scale-item with
her. It was assumed that the choice of Form A would eliminate most
ambiguities for the subject. The entire procedurg from informed
consent to completion of the MHLC Scales took approximately one hour
per subject.

In order to control for extraneous variables, the following
procedures were implemented: 1-) Operational definitions of any of
the terms used in the "Prison Health Interview" were given to the
inmate upon her request as long as they had been operationally
defined in this study; 2-) A11 interviews and questionnaires were
completed in the privacy of the physician's office during hours that
he was not using this space; 3-) A11 interviews and questionnaires
were completed during normal operating hours of the clinic; 4-) The
term "health" was further reduced to "physical health" and "mental
health" in order to control for ambiguities that might arise over the

definition of "health."

Description of the Variables

Since this was a correlational design, the degree of association
between personal health concerns and health carevexpectations and
female prisoners' perceptions of health care delivery in prison were
being measured. Appendix F is & table containing the complete

description of each variable and how each was measured.



Date Analysis

A11 hypotheses except 2 and 3 were analyzed using Pearson's r
correlation coefficient. Hypotheses 2 and 3 were analyzed using Chi
Square. The Pearson product-moment correlation procedure was
conducted with all variables measured with interval data. It was also
used in place of Spearman's Rho or Kendall's Tau with variables
measured with ordinal data due to its adaptability in examining
attitudinal measures and in order to integrate the findings of each
hypotheses with the others. Chi Square was conducted on hypotheses 2
and 3 due to the fact that the independent variables were meaéured

with nominal data. Significance levels were set at < .05.

Protection of Human Rights

In order to protect the rights of subjects in this study and of
the personnel working in the setting in which the study was
conducted, no identifying data were included on any of the materials.
Any discomforts the subjects may have experienced from answering per-
sonal questions were to be addressed by setting up appointments with
professional mental health staff. Any inCreased concerns over
‘physical health that subjects might experience were to be addressed
by setting up appointments with the medical doctor. The investigator
in this study was supportive during all interview and questionnaire
procedures and the subject could terminate interviews or question-

naires at any time. A1l1 interviews and guestionnaire forms were
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coded and kept confidential. Consent forms were kept separate from

interview and questionnaire forms.

A1l forms were kept in a locked

file. Appendix G clarifies all initial questions related to the

protection of human subjects.
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Chapter IV

Results

Included in this chapter 1is a presentation of the results of
this study as well as other relevant findings associated with the

problem under investigation.

Hypothesis 1

Inmates who perceive that their access to medical care in

prison is more difficult than their access to medical care

before imprisonment will be more dissatisfied with prison
~ health care delivery.

This hypothesis was supported by the data. A Pearson Product-
moment coefficient demonstrated a significant relationship between
perceived ability to access medical care in prison as compared to
perceived ability to access medical care bgfore imprisonment and
dissatisfaction with prison health care delivery (r =.42, p < .0005).
This finding may have been altered, however, if the comparison
between perceived access to medical care in prison and perceived
access to medical care before imprisonment had been determined by a
separate question for each perception. In the present study, this

comparison js evident to the subject and acceptance of this hypothe-

sis should be made with this factor in mind.
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Hypothesis 2

Inmates who indicate that their physical health problems
began in jail, will report more severe physical health
problems. !

This hypothesis was not supported by the data (X2 = 11.19,
df = 8, p < .19). The choice of statistic was Chi Square due to the
nominal scale on which the independent variable was measured and due
to the fact that Chi Square can also be applied to other types of
data, including the ordinal data reflected in the perceived severity
of physical health problems. Using Chi Square to analyze data other
than nominal data reduces its strength markedly, however (Pophom,
1973). It is clear from Table 1 that in spite of the weakness of Chi

Square in examining this hypothesis, a more robust test would not

have produced the predicted results.

Table 1

Origins of Physical Health Problems as Reflected in
Perceived Severity of Physical Health Problems (N=41)

Origin of Physical Perceived
Health Problems Severity

Not at &l11 Not too Severe Very Dangerous-
Severs Severe ’ Severe Ty

(N =1) (N=13) (N=18) (N=7) Severe

(N=2)

Before jail 0 (0) 7 (17) 7 (17) 6 (15) 0 (0)
(N = 20)

During jail ¢ (0) 3(7) 3 (7) g {0} 0 (0)
(N =286)

In Prison 1(2) 3 (7) g8 (19) 1 (2) 2 (4)
(N = 15)

Note: The number of cases in each category is followed by the per-
centage in parentheses.
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The 17 missing observations are accounted for by the fact that
subjects who stated that they did not have a prebliem with their
physical health were asked to omit the two questions which were
designed to test this hypothesis. As can be seen in Table 1,
however, only six subjects stated that the physical ptoblems they
were presently experiencing had their origins in jail, and the
greatest number of subjects (N =_20) thought that their physical
health problems had begun before any type of incarceration. It would
appear that subjects who thought that their physical health problams
began since coming to prison perceive a greater range of problem
severity,including two subjects who felt that their problems were

dangerously severe.

Hypothesis 3

Inmates who perceive that they have no influence on access

to medical care in prison will be more dissatisfied with

prison health care delivery.

Although Chi Square was considered the statistic of choice for
analyzing this hypothesis, no statistic could be computed due to the
fact that no subject selected the "nothing" category when asked what
might bé done to influence access to medical Eare in prison. This
pafticu1ar sentiment did appear, however, in the category labeled
"Other". Some responses were given which could be reasonably
interpreted as reflecting a "nothing can be done" attitude. Table 2

shows that the greatest number of subjects (N = 21) decided to give

their own finterpretation of what they thought could be done to make
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access to medical care easier. The six missing observations are
accounted for by the fact that subjects responding that access to
medical care was the same or easier than that which they had exper-
ienced before imprisonment were not included in the test of this
hypothesis.

Among the 21 subjects who answered "Other®, 10 subjects gave
responses that could be interpreted as perceived lack of influence on
accessibility to medical care. O0f these 10 subjects, 80% were dis-
satisfied at some level with prison health care delivery. This
hypothesis may have been partially supported by the data. However,
major methodological errors inherent in the interview guestion
designed to reflect perceived influence on prison health care access

make any conclusions doubtful.

Hypothesis 4

Inmates who are more internally-controlled in regards to
health will be more satisfied with prison health care
delivery.

This hypothesis was not supported by the data. A Pearson

Product-moment Coefficient was not significant (r = .10, p < .22).

Hypothesis 5

Inmates who are more externally-controlled in terms of pow-
erful others will have less realistic expectations of
health care providers.

Hypothesis 5 was not supported by the data. A Pearson Product-

Moment Coefficient was not significant for either medical care expec-

tations (r = -.04, p< .41) or for psychiatric care expectations
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(r =.09, p <.35). The realism scale used by an independent pane]
of physicians and nurses in determining values for the dependent
variable was a scale range from O (inappropriate) to 3 {very realis-
tic). The mean value for medical care expectations (N = 41) was
1.66, while the mean value for psychiatric care expectations
(N =19) was 2.26. The 17 missing cases for the medical care expect-
ations are accounted for by the fact that 17 subjects stated that
they did not have a medical problem and were therefore exempt from
stating how the problem should be handled by medical care providers.
The 39 missing cases for the psychiatric care expectations are ac-
counted for similarly; thirty-nine subjects stated that they did not

have a psychiatric problem.

Hypothesis 6

Inmates who are more externally-controlled in terms of pow-

erful others will report significantly more physical problems.

This hypothesis was supported by the data. A Pearson's
correlation coefficient was significant (r = .42, p < .0005) for the
number of physical problems reported by those subjects scoring high
on the powerfui-others dimension of health locus of control. Figure 1
is a histogram which shows the comparison of PHLC scores between “no
physical problems" reported and "physical problems" reported. It is
important to note that, by comparison, there was no significant
correlation between internal locus of control and reporting of

physical problems (r = -.14, p«< .13). This is noteworthy because
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one can score high on both the powerful-others locus of control sczle

and the internzl locus of control scale.

Hypothesis 7

Inmates who perceive prison as mere stressful will report

more severe physical probiems.

The data did not support this hypothesis. The statistic of
choice, a Pearson's Product-Moment Coefficient, was not significant
as predicted (r =.19, p<.11}. Table 3 demonstrates how perceived
level of institutional stress correlated with perceived severity of

physical health problems.
Table 3

Level of Prison Stress as Reflected in
Perceived Severity of Physical Problems (N=41)

Perceived Severity
of Pnvsical Probiems

Leve] of Prison Stress Not at all Not too Severe Very Danagerously

Severe Severe Severe Severe
(N=1) (N=13) (N=18)(N=7) (N =2)
Not stressful (N = 1) 0 (0) 1 (2) 0 {0) 0 [0) 0 (0)

Less than avg. stress

(N=1) 0(0) 1 (2) o0¢(0o) ofoe) o {0)
Average stress (N = 3) 0 (C) 0 (0) 21{&) 1{2) 0 (0)
More than avg. stress

(N = 15) 1.(2) 6 (15) 5(12) 2 (&) 1 (2)
Very streassful

(N = 21) 0 (0) 5 (12) 11(27) 4(10) 112)

Note: The number of cases in each category is followed by the per-
centage 1n parentheses.



As Table 3 demonstrates, most subjects (N = 18) chose to center
their physical assessments of themselves in the middle of the
severity scale, tending to shy away from the upper end of severity
more than the lower end. Table 3 alsc shows that subjects who feel
that prison has more than the average amount of stress or is very
stressful experience'a wider range of severity in their physical
problems, including one subject who perceived her problems to be not
at all severe and two subjects who thought that their physical
problems were dangerously severe. The 17 missing cases are accounted
for by the fact that subjects not reporting physical problems were

asked to omit questions rating the severity of such problems.

Hypothesis 8

Inmates who perceive that they have less medical care than
their cohorts on the outside will be more dissatisfied with
prison health care delivery.

This hypothesis was supported by the data. A Pearson Product-
Moment Coefficient demonstrated a significant relationship beiween
perceived quantity of health care received in prison and dissatisfac-
tion with prison health care delivery (r = .27, p < .01). This find-
ing may have been altered, however, if the comparison between
perceived guantity of health care received in prison and perceived
quantity of health care available to cohorts on the outside had been
determined by a separate question for each perception. In the

present study, the comparison is apparent te the subject and



acceptance of this hypothesis should be made with this factor in
mind. Table 4 demonstrates the high positive Kurtosis (5.803).
However, it should be noted that subjects had only three choices from
which to compare the perceived quantity of health care in prison to
that which they perceived their cohorts to be getting on the outside.
In Table 4, being very or somewhat dissatisfied is condensed into the
category of low satisfaction. S1ight1y dissatisfied or slightly
satisfied is condensed into moderate satisfaction. Somewhat and very

satisfied are condensed into high satisfaction.
Table 4

Ratio of Perceived Quantity of Health Care in Prison
to Perceived Quantity of Health Care on Qutside
as Reflected in Prison Health Care Satisfaction (i¥=58)

Amount of
Prison Health Prison Health Care
Care Received Satisfaction

Low Med B
Less (N = 49) 33 (57) 9 (16) 7 (12)
Same (N = 8) 1(2) 2 £} 3 (5)
More (N = 1) ¥ (2) g {03 o (0)

Note: The number of cases in each category is followed by the per-
centage in parentheses.
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Hypothesis 9

Inmates who feel that they have suffered greatly by coming

to prison will report that they have been denied available

medical care more often than inmates who feel they have

suffered less.

Hypothesis 8 was partially supported by the data. A Pearson's
Product-Moment Coefficient approached significance in demonstrating a
relationship between Tevel of suffering and feeling denied available
medical care {r = .18, p < .08). In order to clarify the issues of
health care for inmates, they were asked to separate medical care
from psychiatric care. While the relationship between level of
suffering and feeling denied medical care only approached signifi-

cance, the relationship between level of suffering and feeling denied

psychiatric care was sigrificant (r = .36, p< .002).

Additional Findings Not Tested by the Hypotheses

Three findings emerged from this study for which no hypotheses
had been written:

1) Female inmate mean scores on the Internal Locus of Control
Scale and the Powerful-others External Locus of Control Scale were
very similar to the sample tested for development of the MHLC
Scales. The mean score for the IHLC scale among the female inmate
population was 25.034 and 25.104 for the MHLC population. The mean
score for the PHLC scale among the female inmate population was
19,155 and 19.991 for the MHLC population. In view of the sample

size in this study (N = 58) and the very small difference between the
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sample means, it was obvious that significance could not be reached
at the < .05 level. A t-test was therefore not compuied on these
findings.

2) Female inmates did score higher than the MHLC population on
the Chance Health Locus of Control Scale. The mean score for the
inmate population on the chance items was 16.810 and 15.574 for the
MHLC population. A t-test for this difference was not significant,
however (t = .486, df = 171, p >.05).

3-) Inmates scoring higher on the Internal Locus of Control
Scale felit denied medical care significantly less often (r = -.24;

< {02}

Summary of Results

Table 5 on page 59 is a summary of the tests of the hypotheses of

this study.
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Table 5

Results Summary

Hypothesis Supported Statistic p-Value
1 Yes r o= .42 p < .0005
2 No X% = 11.19 P < .19
3 ‘ N/A N/A N/A
4 No r =.10 P = .22
5 No r = .04 p < .41
6 Yes r o= .42 p < .0005
) No r =418 P yld
8 Yes r = .27 4 ol
9 medical No . r = .18 p < .08

psychiatric Yes r = .3 p < .002

Related Findings

1 Not tested N/A N/A
2 No t = .486 p > .05
3 Yes r =-.24 p £ 02




60

Chapter 3
Discussion and Summary

In this section, the discussion of findings are divided into
four areas: 1-} control in health-related issues; 2-) dependence
upon the system; 3-) inmate helplessness; and 4-) comparison between
imprisonment and nonimprisonment in terms of health care perceptions.
The discussion will be concluded by a brief statement regarding the
major limitations of the study. This will be followed by a summary
of the study which will include implications of the findings for

nursing and other discipliines and suggestions for future research.

Lbcus of Control in Health-related Issues

Since the data available from this study do not provide support
for any differences between the female inmate population and the
normative population as measured by the MHLC Scales, the construct of
health locus of control may be of limited value in explaining in-
mates' perceptions of prison health care delivery. The finding that
the two populations do not differ significantly in terms of chance
health locus of control may suggest that the loss of control exper-
ienced by female inmates (Sease, 1982) is not reflected in health
beliefs having to do with this dimension. Although lack of controtl
and the attribution of outcomes to Tuck and fate are commonly ex-

perienced by lower class people (Kephart, 1977), these feelings may
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not get translated into health beliefs, or may not get carried into
the prison setting, or simply may not coexist as part of the same
dimension.

The internal and powerful-others dimensions of health locus of
control appear also to be of 1ittle use in evaluating the issue of
control in other health-rzlated issues. Being internally-controlled,
j.e., believing that the inmate stays or becomes healthy or sick as a
result of her own behavior, did not significantly increase
satisfaction with prison health care delivery. Likewise, being
externally-controlled in terms of powerful-others, i.e., believing
that health professionals control ones health, had no significant
relationship to the expectations that female inmates had of health
care providers. Since the MHLC Scales appear not to discriminate
female inmates from the normative population, however, these findings
are not surprising.

A major flaw in the use of the Health Locus of Control concept
in this study may have been the investigator's assumption that this
concept addresses how realistic people are in terms of their health
beliefs. It is important, however, that value judgments not be made
about a person's health locus of control (Lowery, 1981). The finding
that female inmate’s health care expectations had no significant re-
lationship to a powerful-others locus of control may reflect this
statement. The finding that female inmates had expectations of phy-
sical health care providers that averaged between unrealistic and

somewhat realistic may simply be a statement about the inmate's lack



of knowledge related