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Abstract

Purpose—The purpose of this article is to explore treatment needs and factors contributing to
engagement in substance use and sobriety among women with co-occurring substance use and
major depressive disorders as they return to the community from prison.

Design—This article used qualitative methods to evaluate the perspectives of 15 women with co-
occurring substance use and major depressive disorders on the circumstances surrounding their
relapse and recovery episodes following release from a U.S. prison. Women were recruited in
prison; qualitative data were collected using semi-structured interviews conducted after prison
release and were analyzed using grounded theory analysis. Survey data from 39 participants
supplemented qualitative findings.
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Findings—Results indicated that relationship, emotion, and mental health factors influenced
women’s first post-prison substance use. Women attributed episodes of recovery to sober and
social support, treatment, and building on recovery work done in prison. However, they described
a need for comprehensive pre-release planning and post-release treatment that would address
mental health, family, and housing/employment and more actively assist them in overcoming
barriers to care.

Practical implications—In-prison and aftercare treatment should help depressed, substance
using women prisoners reduce or manage negative affect, improve relationships, and obtain active
and comprehensive transitional support.

Originality/value—Women with co-occurring mental health and substance use disorders are a
high-risk population for negative post-release outcomes, but limited information exists regarding
the processes by which they relapse or retain recovery after release from prison. Findings inform
treatment and aftercare development efforts.

Keywords
Prison; women; substance use disorder; major depressive disorder; treatment

1. Introduction

The United States incarcerates more individuals both in absolute terms and per capita than
does any other country in the world (Walmsley, 2009). Drug crimes and other non-violent
crimes such as property crimes account for 64% of the U.S. female state prison population
(Guerino et al., 2011). As a result, women tend to serve short sentences (less than a year)
and quickly return to the community (Bonczar, 2011). Understanding the processes by
which women relapse to substances or maintain sobriety as they re-enter the community
from prison is critical to designing successful aftercare strategies to prevent substance
relapse and reincarceration.

Although the criminal justice system and its treatments have historically been designed for
men, the increasing number of incarcerated women, especially substance-involved women,
has brought more attention to their needs. Research on samples entering prison addiction
treatment has found that, prior to prison, women used drugs more frequently, used harder
drugs, and used them for different reasons than do men (pain alleviation vs. euphoria;
Langan & Pelissier, 2001; Messina et al., 2003). Substance-involved female offenders are
also more likely than male offenders to have a spouse or close friend with a drug problem
(Langan & Pelissier, 2001; Messina et al., 2003, 2006; Pelissier et al., 2003). Other issues
that complicate re-entry, such as low levels of education, poor vocational skills, co-
occurring mental health problems, suicidality, physical or sexual abuse, and poor physical
health, and childcare responsibilities are more common among substance-involved
incarcerated women than among substance-involved incarcerated men (Adams et al., 2008;
Greenfield et al., 2007; Langan & Pelissier, 2001; Messina et al., 2003, 2006; Pelissier et al.,
2003; Zlotnick et al., 2008). These risks are in addition to those posed to all re-entering
populations, including difficulties finding housing and employment, resurgence of high-risk
behavior (Pelissier et al., 2007), and overdose (Binswanger et al., 2011; Moller et al., 2010).
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Co-occurring mental health disorders are especially common among substance-using
incarcerated women (Melnick et al., 2008). For example, 32-38% of women in prison
substance use treatment meet lifetime criteria for major depressive disorder (MDD; Pelissier
& O’Neil, 2000; Zlotnick et al., 2008). Co-occurring MDD may increase risk of relapse to
substances and other adverse outcomes as women re-enter the community. For example, in
community samples, depression has been associated with poorer prognosis after substance
use treatment (Bottlender and Soyka, 2005; Brown et al., 1997; Brown et al., 1998; Kosten
etal., 1986; McKay et al., 2002; Richardson et al., 2008; Rounsaville et al., 1986), and
situations involving negative mood are among the most frequently cited precipitants of
relapse across several substances (Hodgins et al., 1995; Shiffman et al., 1996; Witkiewitz &
Marlatt, 2004), especially for women (Zywiak et al.., 2006). In prisons, co-occurring
psychiatric conditions, including MDD, have been associated with nearly three times the
rate of dropout from substance use treatment programs (Brady et al., 2004). Depression
predicts prison recidivism in women (Benda, 2005). Furthermore, the impairment in social
(Hammen, 1991) and occupational (Broadhead et al., 1990) functioning seen with MDD can
have serious consequences for a woman leaving prison, interfering with her ability to
establish a stable life in the community. Although previous studies have identified women
with co-occurring disorders as a high-risk population for substance use relapse, limited
information exists regarding the processes by which they relapse or retain recovery after
release from prison. Although some literature has addressed the effectiveness of
psychopharmacologic and behavioral interventions for substance use among men or among
returning prisoners in general (e.g., Kinlock et al., 2009; Sacks et al., 2012; Springer et al.,
2012), little literature exists to guide the development of prison aftercare programs for
substance-using women, especially those with co-occurring mental health conditions
(Pelissier et al., 2007).

What limited research that does exist is primarily quantitative in nature (Pelissier et al.,
2007). Although quantitative analysis is essential, with a poorly understood and high-risk
population, it is possible that researchers would make erroneous assumptions of what is
needed in terms of aftercare, potentially limiting our ability to intervene successfully to the
unique needs of incarcerated women. Use of qualitative data allows participants to speak for
themselves without overlaying researcher assumptions, and may be useful in developing
treatments that are tailored to substance users’ specific needs and desires (Neale et al., 2005;
Samson et al., 2001; Richardson et al., 2000). Moreover, use of such qualitative methods
may permit a more in depth and honest understanding of the nature of relapse and barriers to
treatment given that rapport is required to gather sensitive information from formerly
incarcerated substance abusers (Neale et al., 2005). This study used individual semi-
structured qualitative interviews to inform the understanding of the transitional treatment
needs of incarcerated women with co-occurring disorders (MDD and substance use disorder)
and the processes by which they re-initiate substance use or maintain sobriety as they re-
enter the community.
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Participants for the current study were taken from two trials of treatments for co-occurring
substance use and MDD among incarcerated women nearing release to the community.
Inclusion criteria for these trials were: (1) current primary (nhon substance-induced) MDD as
determined by the Structured Clinical Interview for DSM-IV (SCID; First et al., 1996) after
at least 4 weeks of abstinence and prison substance use treatment, with a minimum 17-item
Hamilton Depression Scale (HRSD; Hamilton, 1980) score of 18, indicating moderate to
severe depression; (2) substance use disorder (abuse or dependence on alcohol or drugs) one
month prior to incarceration as determined by the SCID; (3) 10-24 weeks away from prison
release. Women who met SCID lifetime criteria for bipolar disorder or psychotic disorder
were excluded. All participants could speak English. The first trial (Johnson & Zlotnick,
2012; registered at clinicaltrials.gov under number NCT00606996) compared an adapted
version of interpersonal psychotherapy (IPT) to attention-matched psychoeducation on co-
occurring disorders. The second (Johnson, Williams, & Zlotnick, under review) pilot tested
an adaptation of IPT focused on improving network support for sobriety, and included post-
release phone contact between prison counselors and re-entered women. Primary outcomes
for both trials were post-prison substance use and depressive symptoms.

Prison substance use treatment as usual used cognitive-behavioral and 12-step approaches,
and consisted primarily of large group drug education, with weekly individual sessions with
bachelor’s level substance abuse counselors. At re-entry, women leaving prison are typically
referred for substance abuse treatment in the community (residential or outpatient
counseling and/or twelve-step self-help groups) and given two weeks of psychiatric
medications; use of pharmacotherapy (e.g., methadone) to prevent post-release substance
use is rare. Both trials added psychosocial treatment for MDD (either interpersonal
psychotherapy or psychoeducation on co-occurring disorders groups that met 3 hours per
week for 8 weeks) to prison day (18 hours per week) or residential (30 hours per week)
substance abuse treatment as usual. The rationale was that additional targeted focus on
reducing depression in the weeks leading up to re-entry might allow re-entering women to
better cope with the stresses of re-entry. The first trial included 38 sentenced female
prisoners from a northeastern U.S. state and took place between 2006 and 2009 (Johnson &
Zlotnick, 2012). However, in following women as they returned to the community, we
noticed that many women who relapsed to substances did so in the first few days after
release, meaning that relapse often occurred before and possibly prevented women’s
connection to post-release outpatient substance use and mental health treatment.
Furthermore, many women experienced serious problems (e.g., unsafe living conditions,
violence) within days of being released and before they were able to engage in post-release
care. We were concerned that many women who had made good therapeutic strides in prison
were doing so poorly so soon after prison release.

To better understand the processes by which women with co-occurring MDD and substance
use were re-initiating substance use in the first days and weeks after community re-entry and
to inform transitional intervention development efforts, we collected additional information
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in “epilogue interviews.” In 2009 and 2010, we were able to re-locate, re-consent, and
interview 20 women (12 in the community and 8 who had been re-incarcerated) a mean of
13 (range 3 — 27) months after their index release from prison. The epilogue interviews
(Table 1) included a structured verbal interview guide and a verbally administered survey
about women’s post-release substance use and sobriety. Post hoc qualitative analysis used
15 of the 20 women from the first trial who provided audio recorded epilogue interviews (5
additional interviews were not recorded due to participants not consenting to recording,
faulty recorders, or prison staff refusing to let recorders into their facilities).

The second trial (Johnson, Williams, & Zlotnick, under review) included an additional 22
sentenced female prisoners from two northeastern states and took place from 2009 to 2011.
We were able to conduct the same verbal epilogue interviews and surveys with 19 of these
women as we had in the first trial. Because our original purpose was to understand what
happened as women were released rather than to conduct qualitative research, we took
careful written notes recording each participant’s response to each question, but did not
audiotape epilogue interviews from the second trial. Because written notes provide less
detail than do transcripts, interviews from the second trial have not been included in
qualitative analysis. However, survey data and research staff interview notes from all 39
women (20 from the first trial and 19 from the second) were used to supplement findings
from the first trial (see Figure 1), and are reported in Section 3.2. Because the epilogue was
administered at several time points in the second trial (2 weeks, 3 months, 6 months, and 9
months after release from prison), we used data about first substance use post prison release
from the first interview where use was reported, and information about periods of sobriety
from the last interview where such periods were reported.

2.2. Procedures

Potential participants were recruited for the two original studies through announcements
made in prison substance abuse programs. Based on those announcements, women privately
volunteered for the initial assessment. Study staff conducted informed consent procedures in
private rooms. There were no legal incentives and minimal financial incentives (US$30) for
participation. Interviews for this study took place either as part of regularly scheduled
assessments (for participants in the second trial) or following reconsent procedures (for
participants in the first trial). The study followed ethical guidelines for research with
prisoners under institutional and prison ethics review board approvals.

Epilogue interviews, including the structured verbal interview guide and a verbally
administered survey about women’s post-release substance use and sobriety (Table 1), were
conducted verbally and individually by the first author or a research assistant. A semi-
structured interview protocol gathered data in three areas (Table 1). First, for participants
who reported drug use or heavy drinking (4 or more drinks on one occasion) since their
release from prison, questions were asked about the circumstances surrounding this first
episode of use. Second, participants who reported periods of sobriety since release from
prison were asked about factors contributing to this sobriety. Finally, all participants were
asked what features of treatment were desirable for women with co-occurring substance use
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and MDD nearing prison release. Verbal survey questions assessed mood and interpersonal
circumstances surrounding post-release use, as well as supports for recovery.

Timeline Followback Interview (Sobell & Sobell, 1992) data from the parent studies was
used to quantify the timing of first post-prison use, and was cross-walked against the urine
drug screens (which measured marijuana, cocaine, stimulant, opioid, and benzodiazepine
use) conducted at 2 weeks and 3 months post-release in the parent studies.

2.3. Qualitative analysis

3. Results

The 15 interviews that were audiotaped were transcribed and anonymized before coding.
Open coding strategies (Strauss & Corbin, 1998) were used to generate a preliminary
codebook which was iteratively refined as additional transcripts were coded. Data saturation
(i.e., no new codes emerging as additional transcripts were identified) was verified before
the final step of selective coding (Strauss & Corbin, 1998). Finally, using the codebook
generated from the initial open coding (which results in emergence and naming of
categories) and axial coding (where codes developed through open coding are related to one
another) steps, all transcripts were submitted to a final selective coding process in which the
codebook was validated against the data and data saturation was re-verified.

A team of trained coders (3 to 5 for each transcript) analyzed and coded each transcribed
interview allowing themes from each of the three areas of inquiry (relapse triggers, recovery
facilitators, desired treatment factors) to emerge. Each coder independently reviewed,
selected, and coded qualitative responses, which were entered into NVivo analysis software.
Quotations that most accurately reflected an emerging concept (e.g., exposure to known
relapse triggers) were chosen from among text that had been marked. During bi-weekly
meetings, transcripts were discussed line-by-line, and coding among the coders was
reconciled to represent team consensus about the meaning of utterances. Coding was
initially conducted on the specific concept level (e.g., lack of housing), and codes were
subsequently clustered into broader unified themes (e.g., housing and jobs). Coders
independently conducted selective coding and discussed as the codebook was finalized and a
closing team consensus meeting was used to conduct a final verification of the codebook.

Characteristics of both the survey sample and the subset that provided qualitative interviews
are shown in Table 2. The goal of qualitative data analysis (n = 15; Section 3.1) was to
describe the context and precipitants of relapse and recovery and desired treatment factors
for women prisoners with co-occurring substance use disorders and MDD as they returned
to the community. Survey data (n = 39; Section 3.2) supplemented qualitative findings with
quantitative and short answer responses. All participants endorsed the perspective that re-
entry into the community is a challenging transition period with a heightened risk for
relapse.
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3.1. Qualitative Findings (n = 15)

3.1.1. Relapse triggers

Theme 1: Difficulty in romantic relationships: Many women described how romantic
relationships contributed to risk for first post-release substance use. As one participant
described: “I [found] out he was with his ex-girlfriend the night before. This is the cause of
a lot of my problems. The drinking is because he always blows me off, so | started drinkin’.”
In particular, having a partner who they discover is cheating on them, or a partner who sells
and/or uses substances was also described to contribute to substance relapse. As one
participant noted: “The person | was with sold. That's why.”” More general relationship
conflict, rejection, or perceived abandonment was also described as being a factor
contributing to substance relapse. For example, one participant explained that, ““Yeah, being

hurt, abandoned. That’s what triggers [substance use].”

Theme 2: Uncomfortable emations: ranging from hurt and loneliness to boredom, and the
challenge of experiencing such emotions, were described as a major contributing factor to
women’s first post-prison use of substances. For example, one woman noted that substance
use was actively used as a coping mechanism for insecure feelings: “That’s my coping skill
is to drink and drug when I’'m feelin’ insecure about myself.”” Another participant described
a situation where feeling angry with a family member triggered her to drink: “That time |
drank after. It was Saint Patrick’s Day, and | was really mad about my mother.”” Other
women described that the experience of feeling bored or lonely and not knowing what else
to do often leads to picking up substances.

Theme 3: Mental health problems: In addition to general emotional factors, several
women also described psychiatric problems playing a central role in their first post-release
substance use. As all women in the study were diagnosed with MDD, the focus on mental
health was often on depression (e.g., “l didn’t wanna’ feel depressed anymore and | know
that if | drink I won’t feel anything.””). However, other psychiatric conditions also mentioned
included anxiety, anger, mood swings, and having ““nervous breakdowns’. Not having
access to treatment, using medications inappropriately, or terminating medication use
entirely was also described as a factor leading to relapse: “I picked up alcohol but I think it
mighta’ had something to do with because there’d been a lapse of me not being on my meds
for a coupla’, like maybe two weeks.”

Theme 4: Substanceillness: Exposure to people, places, and things that are commonly
known to trigger substance relapse was described as being central to first post-release
substance use among participants. Participants even described that, at times, the exposure
was entirely unexpected and undesired, but difficult to escape: “I ran into somebody... He
stopped and said,” Oh, you need a ride?” And | said, ‘yeah, sure...” And that was it. | really
didn’t expect them to have that [drugs], either. It was a surprise.” Participants also
described a common coping style of using substances. One participant noted: “It just helped
me cope with my situation.” Alcohol as a gateway to other substance use was also described:
“I just went to the liquor store. | went to the liquor store and picked up the alcohol. That’s
what | usually do because then | can tell myself you know, that it wasn’t me that made the
decision. It was because | had the alcohol in me, | picked up the drugs. That’s what I do.”

Int J Prison Health. Author manuscript; available in PMC 2014 November 29.
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Several participants also described the potent role of cravings and urges to use. For example,
one woman described: “I just wanted the euphoric part of it, the high part of it, the numb
part of it.”” Some participants described trying to resist urges to use, but ultimately not being
successful (particularly when the substance was in close proximity): “I mean, at first, | was
like, “no no no no’. Then he did it, and | smelled it, | just had to have it. | couldn’t—I said
oh, the hell with it, gimme some.” Participants also described wanting to believe that they
could use in a more controlled way, but that limited use would often lead them back into
more heavy and ongoing substance abuse: ‘It wasn’t meant to be like continual. I think |
picked up saying, ya’ know, | could do it once... Then before I knew it, | was probably lying
to myself because | know if I pick up, most of the time it’s stumble and fall.”

Theme5: L ack of housing and employment: Participants described lack of stable housing,
difficulty securing employment, and not having identification to permit them to obtain these
basic necessities as relapse triggers. As one participant noted, “First, I’'m homeless. | had no
place to go. | had no job. So I just was drinking.”” Several participants noted that upon
discharge, they expected that the logistical aspects of their lives would fall into place
quickly. When it became apparent that obtaining housing and a job would take more time,
frustration and impatience would set in and, for some, triggered a relapse: “I tried to get
work. I think that might’ve been one of the other things, you know, like everything wasn’t
comin’ together.”

3.1.2. Recovery Facilitators

Theme 1: Support: The majority (13 of 15) of participants described aspects of social or
sober support as integral to substance recovery. Sources of support described varied widely.
Some participants noted that an important place where sober support could be sought was
through treatment, either through attendance in a group treatment program with women who
were a positive influence or through having a sponsor or mentor who could provide
guidance and be called on during difficult times. Some people described family, including
children, significant others, and parents, as being their central sober support. As one
participant summed up, “You need a good network support system, you really do.” A
number of women emphasized the importance of same-sex support, rather than romantic
support, and discussed the role that toxic romantic relationships can play in substance use.
For example, one participant noted that *“...anyone in recovery needs a support system,
preferably a female-dominated support system.”” Several women also noted that a support
system needed to be characterized by lack of judgment to permit them to open up more
easily. In one participant’s words, she described that the most important thing was “...
talking and people listening and people who have been there. Even some people who haven’t
been there, but just people that—I think people that support you and people that pretty much
are—will support you and will back you up and don’t judge you. I think that’s the hardest
thing is finding somebody who doesn’t judge you.”

Theme 2: Avoiding known relapsetriggers. A common Alcoholics Anonymous aphorism
reflects the importance of avoiding people, places, and things that are known triggers for
substance use. Many of the participants endorsed this strategy as one that promoted their
sobriety. As one participant stated: You have to “get a network and stay away from the

Int J Prison Health. Author manuscript; available in PMC 2014 November 29.



1duosnue Joyiny vd-HIN 1duosnue Joyiny vd-HIN

1duosnuely Joyny vd-HIN

Johnson et al.

Page 9

people, the surroundings that you were in. You gotta get away from what you were at. Like
people, places and things.” Some participants spoke specifically about toxic romantic
relationships as a trigger for relapse, and how avoidance of these relationships was of great
importance. Some participants highlighted the utility of providing women re-entering the
community with a controlled environment where triggers could be minimized, but described
a preference that such an environment would “not [be] a lock-in thing.”

Theme 3: Clean time from prison or fear of futurelegal sanction: Several participants
noted that accruing clean time during incarceration and/or fear of additional legal problems
motivated them to stay sober. One participant stated: “I think being able to have some clean
time helped.” With respect to the threat of additional jail time, one participant stated: “That’s
gonna be much of the answer that I’m gonna give you is | didn’t want to go back to jail.”

Theme4: Treatment: Participants described considerable benefit from treatment in
promoting their recovery. Twelve-step programs were described as common, and useful
when used at sufficient levels. As one participant described: “If you have a problem, go to
an AA or NA meeting. They do help. They really do. | found out when I’m there, | feel
better.”” However, other mental and substance treatment was also described as being
important, especially treatment that addressed their own unique mental health, interpersonal,
or psychopharmacologic needs. Others mentioned learning relaxation skills, having a
program focused on spirituality, and learning about the connection between mental health
and substance use as helpful.

Theme5: Mativation and confidence to make changesin substance use: Participants
discussed the contribution of motivation and confidence to make and maintain lifestyle
changes to recovery. One participant described her willingness to do “whatever it takes”
because she was “...tired of coming [to jail]”. Other women described other motivating
factors, including family, and specifically their children. As one woman stated, she was
motivated to maintain sobriety for “...freedom. My son.... And plus just-I don’t know. | don’t
wanna be a crackhead at 42 years old.” Confidence as a central ingredient to making
changes was also highlighted: *““I was confident... That’s it.””

Theme 6: Increased self-awareness and self-care: Participants noted that insight and
taking good care of themselves, which they sometimes learned for the first time in prison,
facilitated their recoveries. For example, insight into the connection between depression and
substance use was described as contributing to recovery: “I think part of what helped me
was | never recognized before that | had, the seriousness of my depression, and that it had
an effect on whether I used a lot.”” Other participants described the benefit of gaining insight
into feelings, personal issues, and strengths. One participant also described that self-care was
important in staying sober: ““... Now | just put a little bit more effort into making myself feel
better.”

Theme 7: Housing and employment: On a more practical level, women described the
importance of having a safe place to go at prison release as promoting recovery. Having a
job was also highlighted as being helpful because it kept women busy and distracted from
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alternative substance use activities. As one participant noted, ““just pretty much staying busy
and not having time for anybody’” helped her to stay sober.

3.1.3. Recovery barriers

Theme 1: Barriersto accessing support: Participants described how difficult it was to
access social support, both because they did not wish to access supports or because supports
which they wished to access were unavailable. One participant attributed her isolation to
having burned out support sources. She described, “I used to [call him] really bad, but he’s
tired of hearing it.”” Other participants described that reaching out to supports “didn’t help™
to make them feel better. Still others reported a preference to deal with things on their own:
“l don’t like to talk about things a lot. I just think I can take care of myself.”” As a
consequence of not having available supports, participants noted that engaging in self-help
activities was challenging. One participant described the difficulty in attending twelve-step
meetings alone: “l won’t go by myself. I know people that go on a Thursday night meeting |
do go to, but I don’t like walking in alone.”

Theme 2: Challenges with treatment: Although several treatment factors were identified
as facilitative of recovery, participants also described elements of treatment that were
problematic. Several participants noted that some community treatment programs were
overly punishing and judgmental, reducing their positive motivation to stay sober. One
participant gave this suggestion: “Allow people to make mistakes. People are going to make
mistakes. Don’t judge them for making a mistake, help them.”” One participant described the
consequences of an overly rigid and punitive treatment setting: ““There people are in here
for that, and they kick you out for any farty little thing.”

Some participants described feeling treatment fatigue as a result of participating in so many
treatment programs. As one woman noted: “After a while, you get programmed out.” This
participant went on to say ‘... To keep shoving people in that, after a while, when you’ve
had so much of it, you just get defiant and you’re just like, ‘the heck with this.””

In contrast, other women reported that they could not follow through with the treatment
recommendations because of mental health or substance use problems. One woman
described the impact of her depressive symptoms on her recovery: “I’m still supposed to be
doing [classes], but I’'m not going. | just cannot. | isolate. | don’t talk to nobody... | don’t
want to be bothered.” Another participant reported that her inability to stop alcohol use
prevented her from following through with treatment: ““I got released to outpatient but |
didn’t follow through with the outpatient and | was still drinking...”

3.1.4. Desired Treatment

Theme 1. Addressing comprehensive needs. Because many incarcerated women suffer
problems in multiple life domains, addressing these various areas was highlighted as an
important aspect of treatment. Participants described that treatment should address
depression, substance use, medical, and interpersonal domains. As one participant observed:
“Their dual diagnosis [treatments], | guess, have a long way to go.”
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Theme 2: Provision of transition supports: The time of transition back into the
community was described as a period during which numerous supports and resources would
be beneficial for women. Participants specified needing someone they could turn to for
emotional support and for and practical support that would be helpful in securing housing
and work. One participant described such a person in this way: “Just maybe programs
where they can transition you, | mean transition you fully back into the world. To society.
You know, maybe placing women into employment if they’re able to work, or in sober
housing...” Indeed, a number of participants noted that current transition programs are
insufficient in providing useful resources. An identified transition support person, as well as
general pre-release planning that would bridge women to identifying jobs, housing,
treatment, and medication were also identified as being important. One participant described
the challenge of finding these types of resources in this way: “Just getting’ outta’ jail and
transitioning, ya’ know, like into the real world. Like they don’t know how hard it is to try to
get a job when you have a record and all that — just everything’- living situations, like
apartments or whatever.” Other participants specified the need for financial support to
access medications, obtain food, and having help with ““reuniting with their children.”

Theme 3: Not wanting to bein alocked environment: Several women noted the strong
desire to have housing and treatment options that were not within locked facilities. One
participant explained this in the following way: “Most people, when they get out of being
locked up here, they don’t want to be locked up out there... We’re grown women. We want
to live normally.” Another woman stated that being in a locked treatment or housing facility
felt like being in a new jail.

3.2. Results from surveys and interview notes (n = 39)

3.2.1. Circumstances surrounding first substance use—Timeline Followback data
indicated that twenty-eight of the 39 women reported heavy drinking or drug use since their
index release from prison; for half (14) of the 28 women, this first use occurred within
approximately 8 days of prison release. For at least 6 of the 28 women, first use occurred
within one day of prison release. Half of the 28 women who reported use were released to
residential treatment, including 2 who used in the first week after prison release. Among the
11 women who denied any heavy drinking or drug use following release from prison, only
one had a urine drug screen test positive during the larger studies.

Of the 28 who reported drug use or heavy drinking, 17 were around others who were
drinking or using at the time of their first use, 8 were alone, 2 were with others who did not
drink or use; and 1 did not answer. Nine were with a romantic or sexual partner or ex-
partner (7 of the partners drank/used and 2 did not). Most (20) of the women who used said
they had sober support in their lives at the time; women cited a variety of reasons for not
reaching out for help to avoid use. When asked why they didn’t reach out to their sober
network rather than use that first time, many cited reasons such as impulsive use (“I didn’t
consider reaching out at all... the drug was there, so | used it”), wanting to use, and denial
of risk (“I keep telling myself I’m not an alcoholic,” “I thought | could take care of
myself””). One woman noted that after she returned to an old neighborhood that she had been
warned not to return to, she was too embarrassed to ask for help. Other women said that
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people were tired of hearing their problems or they were on the street and didn’t have a
phone, and another eventually did reach out and get back into recovery after a week of use.

Women on average reported feeling dysphoric rather than happy right before their first post-
prison drug or alcohol use. When rating their feelings right before use on a scale from “0 =
not at all” to “10 = very,” women who used (n = 27; one woman did not respond) reporting
on average feeling sad/depressed (M = 5.9, SD = 4.2), lonely (M = 5.7, SD = 4.1), hopeless/
discouraged (M = 5.5, SD = 4.2), and angry/frustrated (M = 5.4, SD = 3.8), although some
felt happy/excited (M = 3.9 for the 27 women, SD = 3.6).

When provided with a list of 24 reasons for their first relapse taken from theories of
substance use treatment in the literature (e.g., cognitive-behavioral, motivational
interviewing, twelve step theories) and asked to choose the top 3 that contributed to their
first post-prison drug use or heavy drinking episode, the top-chosen reasons among the 28
women who used were “being with the wrong people” (n = 13; for 5 women, the “wrong
person” included a romantic partner/ex), “other” (n = 11; for 8 women write-in reasons
included depression, anger, and/or guilt and shame), “not being with enough of the right
people” (n = 9), “relationship problems” (n = 8), “lonely” (n = 8), and “wanted to drink/use”
(n = 8; see Table 3). Very few thought that needing more treatment, lack of skills, not being
ready to change, and not caring if she went back to prison contributed to her relapse.

3.2.2. Recovery facilitators—38 women of the 39 reported periods of non-use in the
months following prison. Women were provided a list of 24 reasons that they did not
drink/use during periods of sobriety that were the opposites of the reasons for first use
described above. They were asked to choose the top 3 reasons they thought they were not
using or drinking heavily during periods of sobriety since prison release. The most
commonly chosen reasons were “I was ready for change” (n = 21), “I didn’t want to go back
to prison” (n = 15), and “I spent enough time with the right people” (n=12). Women
described the “right people” as professional counselors and aftercare support, other women
in residential treatment, people from 12-step meetings (including sponsors), family, and
positive people in sober environments. Few women said that substance use did not seem like
fun, they had few/no urges/cravings, and that they were sober because they had enough
money or because they had fun/meaningful non-using things to do (see Table 4).

3.2.3. Desired treatment—When the 28 women who reported post-release substance use
were asked what they would have needed to avoid drinking or using the first time, several
patterns emerged from their short-answer responses. Practical support was the most
commonly mentioned. Women would have liked “more help transitioning to the real
world.” This included help finding housing that was safe and not near women’s old using
neighborhoods, help getting needed medications, more pre-release planning, help setting up
post-release mental health counseling, and help obtaining a steady job and transportation.
Several mentioned that they needed someone to ask for help when they ran into obstacles so
they did not get overwhelmed by these practical transition tasks. They suggested that
optimally, this transitional help should involve direct mentoring rather than simply provision
of “how to” information.
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Other common things women said they would have needed to avoid their first post-prison
substance use included avoiding problematic romantic partners, emotional support (personal
counseling, someone to listen and not criticize), better or more continuity in mental health
treatment, not being in such a hurry to be out of treatment (“I wish my providers had noticed
I was in a hurry to quit treatment and asked me why | had reservations”), and not going
back to old neighborhoods. Six women said that there is nothing anyone could have done;
they had made up their minds to use and “it’s within the person to change.”

Short-answer responses provided by all 39 women about their ideal post-release treatment
program overwhelming related to provision of comprehensive treatment. This
comprehensive treatment would include help with relationship problems (such as “help
finding myself so | don’t keep finding bad men”), group and individual counseling for mental
health and substance use problems, medical care, psychiatric care (including access to
medications), training or education that “can assure at least an 80% chance of job
placement,” a safe home or placement in the community like a sober house that’s not a lock-
in like residential treatment (“not being locked up and told what to do™), domestic violence
support, family treatment, nonjudgmental support groups for women transitioning out of
prison, outreach for women to transition, reminders of the consequences of use (such as
death, losing children, families, or homes), help with transportation, legal assistance, help
with food and clothing, encouragement, sober activities, and a focus on self-care.
Recognizing that it is difficult to find such comprehensive care in one place, several women
said that ideally, they would have a support person such as a recovery or transition coach to
help with appointments, practical issues, counseling, and recovery.

Even when asked about their ideal post-release program, women mentioned the difficulties
they face at community re-entry. As one woman said, “Women need to be forewarned that it
won’t be easy getting out. | had to deal with a lot of red tape to get clothes from a social
service agency. In prison they made it sound like it would be easy to get services.” One
woman went further to say that support people “lie”” when they say they will help and at
agencies women “just get bounced around and sign a lot of paperwork.” In particular, this
woman didn’t feel that help with her resume was “real” help, because as a felon she has “no
options. Real help would be to have some job getting out even it if was making sandwiches
for the homeless.” Another woman said that embarrassment is an obstacle to requesting
help: “Housing is the number one problem getting out, but a lot of women don’t make
requests for housing help because it’s embarrassing.” Finally, women said the parole board
should not “punish people when they ask for help” and that ideally, post-release treatment
should be outpatient rather than residential treatment and that “People need to be allowed to
make mistakes and not be tossed out of program because they messed up.” Other women
also emphasized the importance of a personal connection that spans the transition period:
“Set people up with a sponsor and have at least one face-to-face meeting before they leave
prison.”

4. Discussion

The World Health Organization (WHO) and the United Nations Office on Drugs and Crime
(UNODC) have identified release planning and continuity of care as key service issues for
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women leaving prison, asserting that imprisoned women in all countries require continuity
of care for their substance use and other health (including mental health) needs. They further
stated that rates of prison aftercare follow-up for women are sub-optimal, and that providing
this care is critical to correcting international gender inequity in prison health (UNODC,
2009; van den Bergh et al., 2010; see also Matheson et al., 2011).

Our findings highlighted the negative synergy between MDD and substance use disorder
found in other populations, especially among women (e.g., Grant, 1995; Kessler et al.,
1997), for women re-entering the community from prison. Negative mood states were
commonly cited precipitants of relapse in our sample, especially discouragement or hurt
feelings, although a small minority of women described using substances to “celebrate.”
Incarcerated women around the world tend to be vulnerable; MDD and high rates of trauma
(80% in this sample) contribute to periods of strong negative affect (Bardeen and Read,
2010; Bradley et al., 2011). It may be helpful for prison and aftercare programs to provide
women with help managing or reducing uncomfortable feelings (e.g., hurt, loneliness,
discouragement, depression, or anxiety) without substance use by teaching affect regulation
skills, improving social support, using validation and empathy rather confrontional treatment
techniques, and supplying needed psychiatric or addiction pharmacotherapy. In particular,
although limit-setting is necessary, aftercare treatment that was overly punitive (such as
treatment providers yelling at or criticizing women) exacerbated dysphoric feelings and led
some women to flee residential treatment facilities that did not feel safe with little thought
about where they were going next. Trauma-informed prison care and aftercare are important
for this population (Cellucci & Pelton, 2011; Kubiak, 2004; Maloney & Moller, 2009).

Findings also add to the literature (Chandler et al., 2009; Luther et al., 2011; Matheson,
2011; Mallik-Kane & Visher, 2008; Richie, 2001; UNODC, 2009) highlighting the critical
importance and vulnerability of the re-entry transition period. Half of the women in our
sample who used or drank heavily did so within 8 days of prison release, several within the
first day, suggesting that delays in accessing care post-release are risky. Although a few
women left prison intending to drink or use drugs, the first use for most was unexpected and
impulsive; some women encountered drugs in the car or bus ride home from prison.
Provision of access to care (or contact with a provider, sponsor, or recovery coach they
already know and trust) within hours or a day of being released may be an essential
ingredient of aftercare.

Although most women had some source of support for sobriety in their lives at the time of
their first post-prison substance use, many did not utilize this support because they used
impulsively, wanted to use, denied risk, or were embarrassed to ask for help after doing
something they had been warned not to do. Because many women may not ask for help in
the moment, aftercare programs should be willing to help women who have already used or
experienced significant challenges before they attend their first aftercare appointment. In
addition, encouragement and active connection to sober, supportive others may be
particularly important to women with co-occurring depression, who are prone to feeling
discouraged or not wanting to reach out for support. For example, women said they were
more likely to attend self-help meetings if they didn’t have to go alone. Active emotional
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and practical support may help women tolerate unfamiliar circumstances and help keep them
from becoming overwhelmed with the myriad demands of re-entry.

In addition to non-judgmental support for sobriety, women described other recovery
facilitators that helped them avoid use at least some of the time. They described abstinence
and therapeutic work done in prison (such as increasing motivation and confidence to stay
sober, self-awareness, better self-care) and continued urine drug screen monitoring after
release as helpful to maintaining recovery. Avoiding known relapse triggers (such as drugs
or a toxic relationship) was mentioned as important. Feeling that they were having success
in finding safe housing and work also helped women maintain sobriety; discouragement
with slow progress in these practical aspects was mentioned as a relapse precipitant.

Consistent with aftercare recommendations for other populations of re-entering women
prisoners (Grella & Greenwell, 2007; UNODC, 2009), participants in this study were clear
that the assistance that wanted and needed covered diverse aspects of their lives (substance
use, mental health, medical, relationship issues, family issues including family reunification,
opportunities to address partner violence, housing, employment, food, clothing, legal
assistance). They were also clear that negotiating access to so many different services from
different locations was challenging and could facilitate relapse. They wanted in-prison care
to be more realistic about the practical difficulties of the transition period. They expressed a
clear desire for more “hands-on” help transitioning to the “real world,” preferably from a
single person (such as a case manager, mentor, or “recovery coach”), who would be able to
help them make treatment appointments and coordinate the myriad practical and treatment
challenges they faced. Ideally, links to comprehensive care or at least a person who the
woman trusts to provide real, hands-on help should occur before the woman left prison. In
fact, desire for an identified transition support person and more active, multifaceted pre-
release planning were two of the most commonly mentioned themes.

A strength of this study is that it provides the perspectives of a vulnerable population whose
needs often differ from their more studied male counterparts. It is the first study of which we
are aware to examine the circumstances of first substance use following release from prison
among women with co-occurring substance use and mental health disorders, providing
detailed, specific information about re-initiation of substance use during this vulnerable
period. Furthermore, given the opportunity to explain what they thought would be helpful,
participants offered researchers and clinicians many specific details about an ideal treatment
program, providing insight into the struggles and treatment needs of a high-risk,
understudied population.

The study also has limitations. The sample is small. Participants came from prisons in two
Northeastern U.S. states and it is unclear how results translate to other areas of the world.
Because qualitative interviews were conducted to better understand phenomena observed in
a treatment study, they were added to the study post hoc, meaning that interviews took place
at varying lengths of time after prison release and 5 of the original 20 interviews were not
recorded. Finally, participants in this study received 8 weeks of additional MDD-focused
group treatment in prison, which may have influenced women’s explanations of the reasons
for their relapse and recovery. However, study intervention was limited to 3 hours per week
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of mental health groups with no connection to other prison services. Therefore, participants’
experience of incarceration, re-entry planning, and the re-entry process were standard for the
prison and were not affected by study participation.

Results point to the importance of helping depressed, substance using women prisoners
reduce or manage negative affect, improve relationships, and obtain active and smooth
transitional support. Qualitative interviews with providers underscored these findings and
elaborated on service delivery challenges and options for providing better continuity of care
between prison and community (Johnson et al., under review a). Our team has begun to test
interventions to improve mood and relationships in the re-entry period (Johnson & Zlotnick
2012; Johnson & Zlotnick, 2008). We have also begun to test the feasibility of various in-
reach and out-reach strategies for helping women bridging the transition from prison to the
community, such as bringing community agencies into correctional facilities to meet women
before they are released (Johnson et al., in press) and providing women with cell-phones to
call prison counselors and other resources as needed in the risky days and weeks after
release (Johnson et al., under review b). Additional research on low-cost, accessible,
continuous, comprehensive transitional services for women with co-occurring disorders
leaving prison is needed.
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First parent study:
Johnson & Zlotnick (2012)
Design: randomized trial
n = 38 recruited in prison in one state

n = 38 followed for 3 months after release (0 lost to
follow-up)

n = 20 able to be re-located and re-consented for an
“epilogue interview,” the source of data for the
current study, 3-27 months post-release

n =15 interviews able to be audiorecorded

Surveys and
— interview notes +—
(n=139)

Data for post hoc
» qualitative analysis<

(n=15)

Figure 1.

Flow of participants into current study
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Second parent study:
Johnson, Williams, & Zlotnick (under review)
Design: open trial
n = 22 recruited in prison in two states

n =19 followed for 9 months after release (3 lost to
follow-up)

n =19 administered the same “epilogue interview” as
part of each study assessment at 2 weeks, and at 3,
6, and 9 months post-release

n = 0 interviews audiorecorded
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Table 1

Interview guide

Relapse
1 1’d like you to think back to the first time that you used drugs or had 4 or more drinks since you left the prison when you were in
our study. What were the situations or events that led you to use or drink that first time? Tell me as much as you can about this
situation or event.
2 What would you say was the MAIN reason you used or drank heavily that first time?
3 Describe any thoughts or feelings that you had in the situation which led you to use or drink that first time.
4 Where were you when the situation or event occurred?
5  Who was with you in the situation or even which led you to use or drink the first time?
6 Did you have any clean and sober support in your life at the time?
7 If yes, what kept you from reaching out to avoid drinking/using?
8 What do you think you would have needed to avoid returning to substance use? What do you think treatment providers could have
offered you that would have helped you not drink or use?
Recovery
1 How do you explain your substance use recovery, when you were doing well?
2 What aspects of treatment you received were most helpful to you in staying clean and sober as you left prison, or in recovering once

you relapsed?

Desired Treatment Factors

1
2

If you were designing a program to help women avoid depression and substance use after prison, what would it look like?

Is there anything else you’d like to tell us that you think would be useful to us in helping women make successful transitions from
prison to the community?

Non-Qualitative Survey Questions

For first post-prison drug use or heavy drinking, ask:

1

© 00 N o o b W N

=
o

Who was with you in the situation or event which led you to use or drink the first time (circle all that apply)?

Were the people there drinking or using?

Was anyone there encouraging you to drink or use?

Was anyone there discouraging you from drinking or using?

While you were in this situation leading up to first drinking/drug use, how happy or excited did you feel? (0-10 scale)
While you were in this situation, how angry or frustrated did you feel? (0-10)

While you were in this situation, how sad or depressed did you feel? (0-10)

While you were in this situation, how lonely did you feel? (0-10)

While you were in this situation, how hopeless or discouraged did you feel? (0-10)

Which of the following reasons do you think are among the top 3 that you used drugs or drank heavily the first time after release?
(response options are in Table 3)

For periods of sobriety/recovery, ask:

1

Which of the following reasons do you think are among the top 3 that you were not using or drinking heavily? (response options are
in Table 4)
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Table 2

Participant characteristics

Written survey sample(n =39)  Subset with recorded qualitative
interviews (n = 15)

Mean age (SD) 36 (9.8) 36 (9.4)
Race/ethnicity
African-American 8 (20%) 3 (20%)
Hispanic 4 (10%) 1 (7%)

Intake SCID-I substance use
diagnosis® — n (percent)

Alcohol dependence 26 (67%) 11 (73%)
Cocaine dependence 19 (49%) 8 (53%)
Opioid dependence 16 (41%) 3 (20%)*
Sedative/hypnotic/anxiolytic 9 (23%) 1(7%)
dependence

Median substance use patterns in
180 days prior to prison

Drug using days (SD) 100 (65) 67 (61)
Heavy drinking (5+ drinks) 27 (55) 66 (60)
Days (SD)
Days abstinent from alcohol 47 (51) 71 (46)
and drugs (SD)
Median sentence length in months 11 (8) 12 (13)
(SD)

Community treatment received in
first 3 months after prison release

Any residential treatment 42% 47%
Any substance use or mental 7% 79%
health counseling

Any twelve-step self-help 89% 100%
meetings

Any psychiatric medications 63% 57%
Any medications for substance 3% 7%
abuse

a - . .
Percents add up to more than 100% because many participants had multiple substance dependence diagnoses

*
Participants in the qualitative subsample differed significantly from the remaining 24 participants for whom interviews were not recorded.

Int J Prison Health. Author manuscript; available in PMC 2014 November 29.



1duosnue Joyiny vd-HIN 1duosnue Joyiny vd-HIN

1duasnuely Joyny vd-HIN

Johnson et al. Page 24

Table 3

Endorsement of closed-answer reasons for relapse (n = 28 who reported heavy drinking or drug use after
release from prison)

M ost-endor sed reasons for relapse (from a closed-answer list)

Being with the wrong people (n = 13)

“Other” (n = 11; write-in reasons included depression, anger, and/or guilt and shame)
Not being with enough of the right people (n = 9)

Relationship problems (n = 8)

Lonely (n = 8)

Wanted to drink/use (n = 8)

Employment or housing problems (n = 7)

Went to a risky place/situation (n = 7)

M oder ately frequently endor sed reasons for relapse (from a closed-answer list)

I thought I could use/drink a little and then stop (n = 6)
Using/drinking seemed like fun at the time (n = 5)
Bored (n = 5)

Overwhelming urges/cravings (n = 4)

No one keeping track of me anymore (n = 4)

Got discouraged about recovery and gave up (n = 3)

Didn’t have enough confidence (n = 3)

Reasonsfor relapse that very few women endor sed

Needed more intensive treatment or 12-step groups (n = 2)

I didn’t have goals for my life (n = 2)

1 didn’t have the right skills (n = 2)

Lack of motivation for recovery (n = 2)

I left prison or treatment planning to use (n = 2)

I was not ready to change drug use/drinking (n = 2)

I needed money, so | was around the wrong people or illegal activities (n = 1)
I didn’t think | could stay sober, so | didn’t try (n = 1)

1 didn’t care if | went back to prison (n = 0)
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Table 4
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Endorsement of closed-answer reasons for periods of sobriety (n = 38 of the 39 who reported having post-
release periods of sobriety)

M ost-endor sed reasons for sobriety (from a closed-answer list)

Was ready for change (n = 21)

Didn’t want to go back to prison (n = 15)

Spent enough time with the right people (n = 12)

Went to treatment and/or participated in 12-step groups (n = 11)

I had other goals for my life (n = 11)

Did not want to use/drink (n = 10)

Avoided the wrong people (n=9)

Hopeful about recovery and feeling confident (n = 9)

Moder ately frequently endor sed reasons for sobriety (from a closed-answer list)

I had the skills | needed to not drink or use (n = 8)

Someone (parole or another person) was keeping track of me (n = 8)

Left prison with a solid recovery plan (n = 7)

I was confident | would not drink or use (n = 7)

Other (n = 7; medications, meetings, and accessing treatment and sober resources)

Was motivated for recovery (n = 6)

Things were going well in relationships (n = 6)

| avoided risky places/situations (n = 6)

Things were going well with employment or housing (n = 5)

Not lonely — had enough support and friends around (n = 5)

I knew | could stay clean/sober, so | worked hard at it (n = 5)

I knew I couldn’t drink/use even a little, so I didn’t (n = 5)

Reasonsfor sobriety that very few women endor sed

Using/drinking did not seem like fun (n = 3)

Few/no urges/cravings (n = 2)

Had enough money so didn’t need the ‘wrong’ people or illegal activities (n = 1)

Not bored — had fun/meaningful non-using things to do (n = 0)
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