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Abstract 

Although women offenders face barriers to successful reentry into their communities, as 

yet, no research has explored their experiences in accessing health care reentry services. 

Medicaid enrollment, the process of applying for Medicaid coverage, can be offered as a 

health care reentry service. Women offenders in jails have shorter sentencing times 

compared to those in prison, which presents Medicaid enrollment opportunities before 

release. The Second Chance Act provides the opportunity for reentry services, and the 

Affordable Care Act provides the opportunity for Medicaid coverage for women 

offenders. This phenomenological study explored the attitudes of women offenders about 

Medicaid enrollment and coverage. The conceptual framework for this study was the 

Andersen’s behavioral model. Interviews were conducted with 11 women offenders who 

were randomly recruited, spoke English, had a minimum of a 6th grade education, and 

were not on restriction based on jail policy. Data were collected and coded to develop 

themes for analysis and interpretation. Most participants had an adequate understanding 

of the purpose of Medicaid coverage and had favorable perceptions of Medicaid 

enrollment. Barriers to Medicaid enrollment were identified: a lack of language 

proficiency, denial of coverage, poor health literacy, and a lack of understanding of 

health information. Facilitators to Medicaid enrollment were identified: providing a 

translator, being treated with respect as a person to reduce stigma, and assistance with 

enrollment forms. These findings can contribute to positive social change. Jails have the 

chance to address these barriers and incorporate the facilitators to make it simpler for 

women offenders to enroll in Medicaid before released from jail. 
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recommendations of this study will highlight opportunities to improve policies and 

programming related to their health care reentry needs.  



 

 

Acknowledgments 

I would like to thank God for giving me the strength to pursue this degree despite 

being a mother, wife, and career woman. I thank my parents Gwendolyn Armstead and 

the late Nathaniel Armstead for providing the foundation that has positively impacted my 

personal, professional, and education journey. I also thank my mother for always 

motivating me when life got hard and personal challenges stood in my way. I thank my 

husband George (GE) because unbeknownst to him, he is the reason I decided to step out 

on faith and moved forward to pursue a PhD. He continually encouraged me (his Diez) to 

cross the finish line by saying “you are closer than you have ever been before.”  I would 

also like to thank my children Taylor (Sis) and George (CJ) for being patient with me 

during this challenging journey. You motivated me because when I saw school getting 

hard for you, I shared my challenges and successes in my coursework and continued to 

lead by example so we could all work hard together. You both make me a better person 

and I am proud to be your mother. Thank you to my many friends and family members 

who have been my biggest cheerleaders by providing moral support, encouragement, and 

love. I thank my classmates in my dissertation cohort because we continued to encourage 

each other to “keeping the lantern on.”  I also want to thank Robert Green, Kendra 

Jochum, and the rest of the Montgomery County Department of Correction and 

Rehabilitation staff for the opportunity to conduct my study at the jail. Finally, thank you 

to my committee, Dr. Michael Furukawa (Chair and Content Expert) and Dr. Magdeline 

Aagard (Methods Expert), for your valuable guidance and unwavering support 

throughout this dissertation journey. We cooperated so I could graduate and we are done! 



 

i 

Table of Contents 

List of Tables ..................................................................................................................... iv	
  

List of Figures ..................................................................................................................... v	
  

Chapter 1: Introduction to the Study ................................................................................... 1	
  

Introduction ................................................................................................................... 1	
  

Background ................................................................................................................... 2	
  

Problem Statement ........................................................................................................ 5	
  

Purpose of the Study ..................................................................................................... 9	
  

Research Questions ....................................................................................................... 9	
  

Conceptual Framework for the Study ........................................................................... 9	
  

Nature of the Study ..................................................................................................... 10	
  

Definitions ................................................................................................................... 11	
  

Assumptions ................................................................................................................ 12	
  

Scope and Delimitations ............................................................................................. 13	
  

Limitations .................................................................................................................. 14	
  

Significance ................................................................................................................. 15	
  

Summary ..................................................................................................................... 17	
  

Chapter 2: Literature Review ............................................................................................ 19	
  

Introduction ................................................................................................................. 19	
  

Literature Search Strategy ........................................................................................... 20	
  

Conceptual Framework ............................................................................................... 21	
  

Key Variables and Concepts ....................................................................................... 25	
  



 

ii 

Summary and Conclusions ......................................................................................... 33	
  

Chapter 3: Research Method ............................................................................................. 34	
  

Introduction ................................................................................................................. 34	
  

Research Design and Rationale .................................................................................. 34	
  

Role of the Researcher ................................................................................................ 36	
  

Methodology ............................................................................................................... 38	
  

Issues of Trustworthiness ............................................................................................ 48	
  

Summary ..................................................................................................................... 52	
  

Chapter 4: Results ............................................................................................................. 54	
  

Introduction ................................................................................................................. 54	
  

Setting 54	
  

Demographics ............................................................................................................. 55	
  

Data Collection ........................................................................................................... 55	
  

Data Analysis .............................................................................................................. 57	
  

Evidence of Trustworthiness ....................................................................................... 61	
  

Results 62	
  

Summary ..................................................................................................................... 80	
  

Chapter 5: Discussion, Conclusions, and Recommendations ........................................... 84	
  

Introduction ................................................................................................................. 84	
  

Interpretation of the Findings ...................................................................................... 85	
  

Limitations of Study ................................................................................................... 90	
  

Recommendations ....................................................................................................... 90	
  



 

iii 

Implications ................................................................................................................. 92	
  

Conclusion .................................................................................................................. 93	
  

References ......................................................................................................................... 96	
  

Appendix A: Letter to Participants ................................................................................. 104	
  

Appendix B: Qualitative Study Interview Guide ............................................................ 105	
  

 



 

iv 

List of Tables 

Table 1. Research Questions and Interview Questions ..................................................... 46	
  

Table 2. Summary of Primary Themes ............................................................................. 58	
  

Table 3. Secondary Themes Formatting ........................................................................... 60	
  

 



 

v 

List of Figures 

Figure 1. Andersen behavioral model of health services use ............................................ 22	
  

Figure 2. Node: Participants who reported barriers to Medicaid enrollment ................... 69	
  

Figure 3. Node: Participants who reported facilitators to Medicaid enrollment ............... 72	
  

Figure 4. Node: Health concerns reported by study participants ...................................... 75	
  

Figure 5. Node: Participants’ perceptions related to community health linkages ............ 77	
  

 

 



1 

 

Chapter 1: Introduction to the Study 

Introduction 

The purpose of this study was to understand the lived experiences of women 

offenders with Medicaid enrollment and their attitudes towards Medicaid coverage under 

the Affordable Care Act (ACA). Medicaid enrollment is the process of applying for 

Medicaid coverage while in jail. The goal was to inform future policy decisions and 

practices. While some studies in criminal justice settings have addressed the various 

barriers to reentry, no prior research has examined women offenders’ health care reentry 

needs during the reentry process, such as enrolling in Medicaid and getting coverage 

(Phillips, 2010; Herrschaft, Veysey, Tubman-Carbone, & Christian, 2009). The location 

of this study was the Montgomery County Department of Correction and Rehabilitation 

(MCDOCR) in the state of Maryland.  

The study was conducted in order to understand the implications of Medicaid enrollment 

as a health care reentry service for women offenders to obtain Medicaid coverage. To 

address this gap, a qualitative approach was used, including interviews. The implications 

for social change was to identify the barriers and facilitators to Medicaid enrollment prior 

to release from incarceration and provide recommendations to correctional facilities and 

policymakers on what may be needed to provide access to health care for women 

offenders after release from jail 

This chapter will discuss the topic of this study, why this study needed to be 

conducted including the research literature related to the study topic, and the gap in the 

literature that needed to be addressed. The problem statement and the significance and 
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relevance to health care policy will be highlighted. The purpose of this study will be 

described in further detail as well as the research questions.  The conceptual framework 

and the nature of this study including a summarization of the methodology that was used 

to conduct this study will be identified.  Definitions, assumptions, scope and boundaries, 

limitations, and significance of this study are provided in this chapter.  Lastly, a summary 

of the major points will conclude this chapter to provide a transition to Chapter 2. 

Background 

Several studies have indicated a lack of coordination among the United States’ 

correctional system and community health organizations (e.g., transitional community 

health clinics and health departments) in providing comprehensive health care in 

addressing the needs for all offenders (Bechelli et al., 2014; Boutwell & Freedman, 2014; 

Cuellar & Cheema, 2012; Iglehart, 2014; Marks & Turner, 2014; Patel & et al., 2014; 

Regenstein & Rosenbaum, 2014; Rich et al., 2013; Somers et al., 2014). However, no 

research was found on the experiences of women offenders with health care reentry 

services, such as Medicaid enrollment to obtain Medicaid coverage. 

Binswanger et al. (2011) suggested that social policies related to the physical and 

mental health of offenders do not provide sufficient reentry planning so that offenders 

can have a successful transition from incarceration to the community. Discharge planning 

and the connection with health care services in the community are critical for reentry 

because of the various health care needs (physical and mental health) that can be 

exacerbated if services and medications are not rendered to offenders after release from 

incarceration (Ejike-King & Dorsey, 2014; Malave, 2014). Iglehart (2014) suggested that 
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jail-involved populations that have high rates of communicable diseases as well as mental 

health conditions, substance abuse disorders, or chronic conditions, often reenter their 

communities without health care coverage. Collaboration between community health 

organizations and correctional agencies could provide the opportunity for offenders to be 

enrolled in Medicaid and thus have access to health care (Iglehart, 2014).  

The ACA has been timely and offers the opportunity to provide enrollment for 

jail-involved individuals in health care coverage, especially for those individuals whose 

coverage is suspended or terminated for Medicaid  (Bandara et al., 2015). As a result of 

the ACA, correctional facilities and community health organizations have the opportunity 

to develop policies and procedures (such as patient navigators), to identify jail-involved 

individuals and to help them regain coverage that was suspended or terminated or else to 

enroll them in health care coverage. Correctional facilities may lack the capacity to 

provide enrollment services (Regenstein & Rosenbaum, 2014). However, patient 

navigators are an option. They have been used in jail settings for individuals impacted by 

HIV and drug use to assist them gain access to medical and social services. Navigators 

have been able to establish connections and to help clients with appointments. This 

navigator model could be a vehicle to help women offenders enroll in Medicaid and to 

gain access to health care upon release (Koester et al., 2014). Wright, Van Voorhis, 

Salisbury, and Bauman (2012) suggested that there are gender-responsive factors 

(understanding the physical, behavioral, social and cultural differences between female 

and male offenders) that impact women in correctional facilities, and staff could be 

trained to provide better services for women. More research is needed to understand the 
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impact of public health policy, such as the ACA and Medicaid coverage, on the health 

care reentry needs of women offenders. 

Cuellar and Cheema (2012) suggested that additional research be conducted that 

could impact policy so that this vulnerable population could take advantage of Medicaid 

expansion under the ACA. Reentry programming staff could help with Medicaid outreach 

and enrollment (Cuellar & Cheema, 2012). Salem, Nyamathi, Idemundia, Slaughter, and 

Ames (2013) conducted a study to identify the gaps needed for homeless women ex-

offenders related to successful reentry. The focus was on barriers to health care access, 

including treatment for mental health and substance abuse, to understand the role played 

by these barriers in recidivism). Scott and Dennis (2012) examined a program “Recovery 

Management Checkups” and the impact of substance abuse treatment and abstinence on 

HIV risk behaviors and recidivism. Women ex-offenders who participated in the program 

were compared to women ex-offenders who did not participate in the program. Their 

findings indicated that women ex-offenders who participated in the program (and had 

support to avoid substance abuse) were more likely to return to treatment compared to 

those women offenders who did not participate in the program or receive support (Scott 

& Dennis, 2012).  

The studies mentioned above could be replicated in other settings such as jails to 

provide further insight into women’s access to health care services and successful gender-

responsive reentry programming that reduces recidivism for women offenders due to 

timely federal legislation including the SCA and ACA. 
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This study addressed three gaps in the literature: What are the health care reentry 

needs of women offenders? What efforts are underway to meet those needs? What are the 

attitudes of women offenders towards Medicaid enrollment including health literacy, 

stigma, and access and Medicaid coverage? This study was needed to better understand 

the experiences of women offenders and the implications of coordinating health care 

reentry services during incarceration to prepare the offenders for reentry into their 

communities. 

Problem Statement 

Little is known about the implications of the ACA and Medicaid expansion (e.g., 

enrollment) on women offenders before their reentry into their communities. The impact 

of public health policy on women’s health is an important issue of long-standing debate. 

The War on Drugs legislation has contributed to the increase in women’s incarceration in 

the last couple of decades (Lenox, 2011). Women are often offenders of nonviolent 

crimes and serve shorter sentencing times than men, typically up to 1 year in a jail setting 

(Lenox, 2011). Women offenders being released from jail will often reenter their 

communities with more limited resources compared to their male counterparts. If women 

offenders do not have access to reentry services such as housing, transportation, 

employment, and health care services, the lack of access to these services could lead to 

recidivism (Scroggins & Malley, 2010; Brooks, 2014). 

Although women offenders comprise only 7% of the incarcerated population, they 

have higher rates of HIV and sexually transmitted infections (STIs) compared to men 

offenders. Because women are often incarcerated for drug-related and sex offenses, this 
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puts them at further risk for HIV and other STIs (Maruschak, Berzosky, & Unangst, 

2015). Furthermore, women offenders in jail are more likely than men offenders to report 

ever having a chronic condition—68% and 48%, respectively—as well as having an 

infectious disease 20% and 13% respectively  (Malave, 2014; Springer, 2010). Jail-

involved women tend to be uninsured due to gaps in health insurance coverage, 

instability in the workforce, and or at some point was were a dependent through a 

spouse’s health plan (Fitzgerald, Cohen, Hyams, Sullivan, & Johnson, 2014). The only 

consistent health care they may have received was during while they were incarcerated. 

However, upon release, they often do not seek continued health care that could be related 

to the lack of coordination between the jail and community health organizations. Without 

receiving adequate treatment after release, women offenders could have unmet health 

care needs (as mentioned earlier) and cycle in and out of jail (Malave, 2014; Marks & 

Turner, 2014). 

Most women offenders who have children under the age of 18 are eligible for 

Medicaid benefits; however, a greater number of women not in this category are 

uninsured and also eligible for Medicaid benefits (Rich, Cortina, Uvin, & Dumont, 2013). 

Women offenders in jail meet Medicaid’s eligibility requirements, but Medicaid will not 

cover them if considered incarcerated such as being booked into jail (Cardwell, 2012). 

With the risk of Medicaid and Medicare being revoked upon arrest and incarceration due 

to the “inmate exception” rule, women offenders have to reapply for Medicaid, and the 

enrollment process can take up to 3 months (Cardwell, 2012; Springer, 2010). The 

‘inmate exception” rule allows those who are incarcerated to be covered by Medicaid 
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only if they are in a medical facility (e.g., hospital, nursing facility, intermediate care 

facility) for a 24-hour period or longer.  The limited access to health care, such as 

Medicaid enrollment, can be linked to women offenders’ lower rates of high school 

graduation. Women offenders often require significant assistance in obtaining health care 

services upon reentry due to lower health literacy rates. Another health care service that a 

majority of women offenders need is behavioral health care, despite health care reform 

and the expansion of coverage (Rich et al., 2013). Upon release to the community, 

women offenders tend to have issues such as social instability and homelessness; often 

they lack insurance. Without adequate insurance, they can not get routine medical care, 

important screening tests nor treatment of chronic diseases (Springer, 2010).  

The ACA offers an important opportunity for expanding Medicaid eligibility and 

enrollment that can be coordinated in jail settings by using navigators as part of reentry 

services (Fitzgerald et al., 2014). Medicaid expansion affords women offenders access to 

health care services and reduces the financial barrier to health care (Rich et al., 2013). 

Many women offenders often lack health care insurance before incarceration. However, 

women offenders who had Medicaid coverage before incarceration may experience a loss 

of this benefit, which is due in, part to Medicaid either being suspended or terminated 

while considered incarcerated (Mark & Turner, 2014). One of the greatest transitional 

service needs reported by women offenders during a pre-release interview was public 

health insurance (Garcia & Ritter, 2012). Jails can work with state Medicaid offices to 

provide patient navigators to help women offenders with enrollment as a reentry service 

(Rich et al., 2013). Economic disparities and access to equitable health care are ongoing 
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issues for all incarcerated individuals. Access to government-subsidized health care 

coverage can result in (a) improved health outcomes for all offenders and (b) assist in 

providing healthier communities (McDonnell, Brooks, & Lurigio, 2014). Thus, more 

research is needed to understand the impact of the ACA on the health care reentry needs 

of women offenders. 

Women offenders face a myriad of issues when reentering society, for example, 

access to health care, mental health, and substance abuse services (Cobbina & Bender, 

2012; Scroggins & Malley, 2010). She will often have co-occurring needs related to 

substance abuse, physical abuse, and mental health and may need additional support and 

health care services to transitioning back into the community (Garcia & Ritter, 2012).  

Women offenders need gender-responsive reentry programming to address their 

diverse needs. Current legislation, such as the Second Chance Act (SCA) and the ACA, 

should be evaluated for effectiveness in meeting the health care needs of women 

offenders in Washington, DC, and surrounding areas (Kellett & Willging, 2011). This 

qualitative study examined the perspective of women offenders with respect to Medicaid 

enrollment during the reentry process. This study addressed the implications of the ACA 

and Medicaid expansion on Medicaid enrollment for women offenders. This study also 

highlighted the experience of women offenders with Medicaid enrollment (process of 

meeting with someone to being enrolled), including the issues of health literacy, stigma, 

and access. 
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Purpose of the Study 

The purpose of this study was to examine the lived experiences of women 

offenders with Medicaid enrollment and their attitudes toward Medicaid coverage at the 

MCDOCR in the state of Maryland. Previous studies on this topic have addressed the 

barriers to reentry from a policy perspective; however, no prior studies were found that 

examined this topic in a jail setting. To address this gap, participants were interviewed to 

develop an understanding of their experience during reentry, that is, from the jail setting 

into their communities.  

Research Questions 

Three research questions were developed to help understand the lived experiences 

of women offenders in a jail setting with Medicaid under the ACA.  

1. What are the attitudes of women offenders in jail settings toward Medicaid 

coverage under the ACA? 

2.  What are the experiences of women offenders in jail settings with Medicaid 

enrollment under the ACA?                                     

3. What are the implications for women offenders in jail settings of Medicaid 

coverage under the ACA? 

Conceptual Framework for the Study 

This study was based on Andersen’s widely known behavioral model, which has 

been used to examine both the individual and contextual determinants of health service 

usage. The model has three major components: predisposing factors, enabling factors, 

and need factors (Babitsch, Gohl, & von Lengerke, 2012). This study focused on the 
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enabling factors, including the conditions that foster service utilization, such as health 

insurance, and the influence of health policies on access to health care. Both will be 

described in greater detail in Chapter 2.  

 The predisposing factors include demographics such as age, sex, and gender; 

social factors such as education, ethnicity, and relationships with others; and mental 

health factors such as attitudes, and beliefs. The enabling factors include the conditions 

that foster service use, such as income, health insurance, cost-sharing, access to 

transportation, wait times for health care, and the influence of health policies on access to 

health care. The need factors occur at the individual level, for example, a person’s 

perceived need for health services and viewpoint of their health, including physical and 

mental health needs (Babitsch, Gohl, & von Lengerke, 2012).  

Other theories, such as feminist and rational choice theory, have been used in 

studies similar to this one, were explored with respect to the previously mentioned issues 

faced by women offenders. Details about the Andersen behavioral model and its 

application to this study appear in Chapter 2. The open-ended interview questions were 

linked to Andersen’s behavioral model and focus on enabling factors (Babitsch, Gohl, & 

Von Lengerke, 2012). 

Nature of the Study 

 I used a phenomenological design to understand (a) the experiences of women 

offenders with Medicaid enrollment, and (b) the implications of the ACA in providing 

access to Medicaid enrollment for women offenders and the impact of federal legislation. 
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Phenomenology allowed the women to share their experiences by responding to open-

ended questions based on the research problem (Creswell, 2009).  

The study site did not have an Institutional Review Board (IRB) requirement, but 

the contact person provided valuable input for developing the IRB application required 

by Walden University.  The point of contact provided me with a letter of cooperation and 

staff helped me with recruitment strategies, such as the best way to introduce and 

describe the study, confidentiality, informed consent, and any address any other concerns. 

However, I was responsible for recruiting and signing up the participants and thus 

reducing the potential for perceived coercion. 

Definitions 

This study provided definitions of the concepts of this study as some of the terms 

may have different meanings to various readers of this study. 

Incarcerated population refers to the inmates of a prison, jail, halfway house, boot camp, 

and other facilities in which individuals are locked up overnight or during weekend 

programs (Bureau of Justice Statistics [BJS], n.d.). 

Sentenced prisoners refer to prisoners under the jurisdiction of state and federal 

correctional authorities who have been given a sentence of more than 1 year (BJS, n.d.). 

Jail-involved offenders or jail inmates refer to offenders confined in short-term facilities 

that are usually administered by a local law enforcement agency and that are intended for 

adults, but sometimes hold juveniles before or after adjudication. Jail inmates usually 

have a sentence of less than one year or are being held pending a trial, awaiting 

sentencing, or awaiting transfer to other facilities after a conviction (BJS, n.d.). 
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Recidivism refers to a person's relapse into criminal behavior, often after the person 

receives sanctions or undergoes intervention for a previous crime. Recidivism is 

measured by criminal acts that resulted in rearrests, reconviction or return to prison with 

or without a new sentence during a three-year period following the prisoner's release 

(National Institutes of Justice, n.d.-b).  

Reentry or offender reentry is the transition from life in jail or prison to life in the 

community. Reentry specifically involves using programs that promote the effective 

reintegration of ex-offenders into communities when they are released from prison and 

jail (NIJ, n.d.-a). 

Assumptions 

In this study, my assumption was that the jail was aware of the ACA and SCA 

and has used various strategies to provide Medicaid enrollment through reentry program 

and services. This assumption was made because the SCA was signed into law on April 

9, 2008, and the ACA was signed into law on March 23, 2010. The SCA provides 

opportunities for correctional facilities to engage in programming to allow for the 

successful transition of ex-offenders back into their communities. The ACA provides the 

opportunity for incarcerated populations to be eligible for Medicaid and coverage upon 

reentry back into their communities. The jail has utilized a health care insurance 

enrollment specialist and patient navigators to assist with Medicaid enrollment. The 

reentry program manager is responsible for the coordination of the reentry program 

services and providing all offenders, including women, with information about these 
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services. Women offenders should have been aware of these services and had access to 

reentry services including Medicaid enrollment to address their health care reentry needs. 

Scope and Delimitations 

The implication of Medicaid enrollment among women offenders in the jail 

setting was selected as the focus of this study. Due to the passage of the longstanding 

SCA, enacted in 2008, and ACA, enacted in 2010, women offenders have access to 

Medicaid coverage regardless of being pregnant or a mother. Women offenders often 

have more challenges than men offenders, such as a higher rate of chronic conditions, 

mental health needs, reproductive health issues, and the lack or nonexistence of health 

care coverage before and after incarceration. No prior research was found that examined 

the experiences of women offenders with this opportunity. Many commentaries have 

been published regarding the implications of the ACA on justice-involved individuals; 

but there have been no empirical studies on the experiences of justice-involved 

individuals, primarily women offenders in jail. The SCA and reentry programs have been 

evaluated but the focus was on non-health care reentry programs, such as housing, 

employment, and transportation. Both ACA and SCA are timely and could have 

important implications for justice-involved individuals and health outcomes.  

There are barriers to Medicaid enrollment and health care coverage after release 

for incarcerated individuals including the lack of coordination between the correction 

facilities and community health organizations (Kellett & Willging, 2011; Brooks, 2014). 

Stigma, the lack of health literacy, and the cumbersome process of Medicaid enrollment 
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have also contributed to the current barriers to Medicaid enrollment and thus to coverage 

Marks & Turner, 2014.  

This study has transferability to other situations.  Although this is a qualitative 

study and results may not be generalized, correctional facilities and policymakers can use 

its findings to understand the implications of providing Medicaid enrollment coverage 

during reentry in jail settings and best practices and gaps with the enrollment process 

from the perspective of women offenders. The study findings can inform additional 

research that may be beyond the scope of this study. 

Limitations 

As with any study, there are limitations related to the methodology; in this case, 

they include transferability and dependability. This study used a qualitative approach and 

conducting interviews with women offenders provided the perspective and views of the 

study participants. Although the jail’s leadership, along with the reentry staff who 

implement the policies and programs, could have been study participants, it was 

important to explore the perspective of the women offenders. This study did not include 

interviews with leadership and the reentry staff, therefore, limiting their perspective. The 

perspectives of the correctional facility leadership and reentry staff members could 

provide additional insight on the implications of Medicaid enrollment for women 

offenders during the reentry process. Again, this study aimed to give a voice to the 

recipients of the services rather than the facilitators of the services. This study focused on 

experiences with Medicaid enrollment for women offenders and not the impact of 

Medicaid enrollment on health care coverage after release. However, this study highlights 
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the opportunities for improvement in the Medicaid enrollment process as reported by the 

women offenders. The information collected from this study is based on the experiences 

of a small subset of women offenders in Montgomery County in the state of Maryland 

where the ACA was implemented, and Medicaid expansion has taken place. Therefore, 

the study findings may not be transferable to other states that did not implement the ACA 

and Medicaid expansion. Other states that have implemented the ACA and Medicaid 

expansion, but have not incorporated Medicaid enrollment opportunities during reentry, 

can use the study findings to understand the barriers and facilitators of Medicaid 

enrollment from the perspective of women offenders.  

Lastly, there was potential for bias in this study. I am a female and am sensitive 

towards the needs of women offenders, as I have worked in the field of women’s health 

for over 11 years at the Federal level.  In addition, I had prior experience working with 

women offenders on sensitive issues related to partner notification, testing, and 

counseling services for HIV/AIDS and syphilis.  My role as the instrument and 

developing the interview guide could have influenced the interpretation of the responses 

to the interview questions, therefore presenting the potential for bias. To limit the risk of 

researcher bias, I received feedback from the committee to develop the final interview 

questions. I also asked for clarification as needed regarding the responses received from 

the participants in the study.  

Significance 

The SCA authorized funding to state, local, and community organizations for 

reentry programs and funding to examine barriers to the delivery of health care, including 
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lack of health care insurance. It gives organizations the authority to provide reentry 

services, such as assistance with Medicaid enrollment. The ACA authorized access to 

affordable health care insurance for low-income populations (Cuellar & Cheema, 2012). 

In order to assist women offenders with access to Medicaid services after release from 

incarceration, Medicaid enrollment opportunities while in jail are important  

Offering these services is critical in addressing behavioral health and other 

healthcare needs as well as in reducing recidivism among this population (Rich et al., 

2013). Enhanced Medicaid enrollment opportunities by using patient navigators and jail 

reentry programs could improve health outcomes for women offenders, including a 

reduction in health care coverage volatility, access to affordable health care insurance and 

comprehensive health care after release (Fitzgerald et al., 2014). Rosen et al. (2014) 

suggested that future research should focus on the success of Medicaid enrollment that 

could be conducted in jail settings during the reentry process (Rosen et al., 2014).  

Gender-responsive reentry programming can improve the reentry experience of 

women offenders into their communities and reduce recidivism (Brooks, 2014; Mallicoat, 

2011). For women, access to healthcare and social services are critical aspects of the 

reentry process (Cobbina, 2010). It is critical to understand the lived experiences of 

women offenders in the community reintegration process and their ability to access health 

care services (e.g., Medicaid enrollment) including mental health (Doherty, Forrester, 

Brazil, & Matheson, 2014). Allowing the women offenders to describe their experiences 

with Medicaid enrollment provided a deeper understanding of what was working well 

and what was not working well with the current enrollment process. The experiences of 



17 

 

women offenders are valuable in understanding the practices and overall services 

provided to foster social change and address the diverse needs of women offenders 

(Mallicoat, 2011). 

Summary 

This study focused on three research questions that are expected to contribute to 

the literature on the implications of the ACA and Medicaid enrollment for women 

offenders during the reentry process. Specifically, the study examined the lived 

experiences of women offenders with Medicaid enrollment practices in jails and the 

implications for improvements in Medicaid enrollment opportunities [of what exactly?] 

for leadership and reentry staff members at various correctional facilities. Little is known 

about the experiences of offenders, primarily women offenders with the current Medicaid 

enrollment practices in the jail setting. This study addressed the gap, health care reentry 

needs (Medicaid enrollment), in the literature and can inform correctional facilities and 

other decision-makers in program planning and policy development with respect to the 

experiences of women offenders with Medicaid enrollment practices in the jail setting. 

Based on the interviews with the women offenders, this study could inform and impact 

the practices of the reentry program at MCDOCR where the study was conducted.  

Although the state of Maryland has implemented the ACA and Medicaid 

expansion, there are perceived barriers to Medicaid enrollment for incarcerated 

individuals, including low health literacy, stigma, and Medicaid’s cumbersome process. 

To further understand these barriers, women offenders were provided a voice to describe 

their experiences with the process of Medicaid enrollment in jail during the reentry 
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process.  Understanding their experiences with Medicaid enrollment can provide 

additional insight and potential solutions to these barriers. 

Most qualitative studies on incarcerated individuals have focused on reentry needs 

such as housing, employment, and transportation. This study focused on health care 

reentry needs, a gap in literature. A phenomenological method of inquiry provided the 

opportunity to ask structured open-ended questions that allowed women offenders the 

opportunity to describe their experiences with Medicaid enrollment during the reentry 

process while in jail. Conducting these interviews allowed me to collect data, synthesize 

data, identify common themes, and produce findings highlighting the experiences of 

women offenders with this phenomenon. Existing barriers and facilitators were identified. 

A phenomenological study can highlight findings to address gaps in the current literature 

and opportunities for further research that have not been addressed in previous research 

studies related to the ACA and Medicaid expansion Medicaid enrollment in a jail setting 

during the reentry process. Therefore, my use of phenomenology was most effective in 

addressing the three research questions in this study.  

The following chapter will focus on the literature review conducted for this study. 

This includes the literature search strategy, the conceptual framework, rationale for the 

theory choice, literature review related to the key concepts of the study, and a summary 

of the chapter.  

Add previews of the remaining chapters. 
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Chapter 2: Literature Review 

Introduction 

Jail-involved women tend to be uninsured due to gaps in health insurance 

coverage such as termination or suspension upon incarceration, instability in the 

workforce, and at some point may have been a dependent through a spouse’s health plan 

(Fitzgerald, Cohen, Hyams, Sullivan, & Johnson, 2014). The only consistent health care 

they may have received was while they were incarcerated. However, upon release, they 

often do not seek additional health care due to the lack of health care coverage and 

coordination between the jail and community health settings. Little is known about the 

experiences of women offenders with Medicaid enrollment; however, without adequate 

treatment and coverage after release, they could have unmet health care needs and cycle 

in and out of jail (Malave, 2014; Marks & Turner, 2014). This study sought to understand 

the lived experiences of women offenders with the ACA and Medicaid enrollment. 

 It is clear from the literature that Medicaid enrollment has increased, but little is 

known about the lived experiences or attitudes and beliefs of women offenders in getting 

enrolled in Medicaid  (Bandara et al., 2015). The ACA has changed Medicaid coverage 

for women offenders who were not previously eligible or who lost coverage. The ACA 

has expanded Medicaid eligibility and enrollment that can be coordinated in jail settings 

as a part of its health care reentry services (Fitzgerald et al., 2014).  

This chapter will discuss the study’s conceptual framework and how it has been 

applied to previous research and how it is applied to this study. The exhaustive review of 

the current literature will cover the following topics: War on Drugs; gender-responsive 
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health care reentry needs; Second Chance Act; Affordable Care Act; Medicaid expansion 

under the ACA; barriers to Medicaid enrollment; barriers to addressing health care 

reentry needs; and opportunities for future research. 

Literature Search Strategy 

To identify relevant literature, I used the following databases: Google Scholar, 

SocINDEX, EBSCOhost, ProQuest, ProQuest Dissertations, ProQuest Criminal Justice, 

PsycINFO, and Criminal Justice Periodicals. The following keywords searchers were 

used in a variety of combinations: incarcerated, women, woman, women, female, 

offenders, Medicaid, enrollment, coverage, expansion, reentry programs, justice-

involved, gender-responsive, Affordable Care Act, and Second Chance Act. The primary 

combination of keywords that informed the study included women offenders, reentry 

programs, ACA, Medicaid enrollment, Medicaid coverage, and Medicaid expansion. The 

keyword combinations produced many study results; however, few studies were directly 

related to Medicaid enrollment and women offenders.  

I used the results that identified the health care reentry challenges and needs of 

women offenders, as well as opportunities to meet the health care reentry needs of 

women offenders. The results included providing access to Medicaid enrollment through 

the ACA and enhanced linkages between the correctional system and community-based 

health care organizations.  

I did an extensive search to obtain historical information on the laws that could 

impact the health care reentry needs of women offenders, including the SCA and the 

ACA. Lastly, the literature review provides a justification and rationale for the need of 
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this study as well as ways in which this study can contribute to the literature and ongoing 

research.  

Conceptual Framework 

The phenomenon studied was the lived experience of women offenders with 

Medicaid enrollment under the ACA. Theory is a set of concepts and ideas and 

examining the relationships among these categories. Theory is a story or a statement 

related to what is happening and why in relationship to a phenomenon. It can provide 

new insight and understanding of a phenomenon and shed light on a relationship that 

could potentially be unnoticed or misunderstood (Maxwell, 2013). The conceptual 

framework for this study was based on a widely known model, Andersen’s behavioral 

model of health services use, which was developed over 25 years ago and has been used 

to examine both the individual and contextual determinants of health service usage (see 

Figure 1 below).  
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Figure 1. Andersen behavioral model of health services use. Adapted from “Re-visiting 

Andersen’s Behavioral Model of Health Services Use: A Systematic Review of Studies 

from 1998-2011,” by B. Babitsch, D. Gohl and T von Lengerke, 2012, GMS Pyschosoc 

Med, 9, p. 9. Copyright 2012 by Babitsch et al.  

 

Many health economists, as well as psychologists, have effectively applied this 

model in research. It was initially used to understand the reasons why families use health 

services, define and measure access to care, and assist in policy development to promote 

equal access to care. Although not the first of its kind related to conceptual models, it 
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integrated many of the questions of “why and how” related to the use of health services 

(Andersen, 1995).  

This model has three major components that are: predisposing factors; need 

factors; and enabling factors (Babitsch, Gohl, & von Lengerke, 2012). Predisposing 

factors include demographic characteristics such as age and sex, social factors including 

education, and mental health as they relate to health beliefs. Need factors include a focus 

on differentiating the perceived need for health services and how people view and 

experience their health and illness and evaluate need. This study focused on the enabling 

factors component including the conditions that foster service utilization such as health 

insurance coverage (e.g., Medicaid) and the influence of health policies on access to 

health care. These enabling factors include the ability of an individual to pay for health 

care services and cost-sharing requirements determined by the individual’s health 

insurance status. At the organizational level, this includes outreach and education 

programs in addition to health policies (Babitsch, Gohl, & von Lengerke, 2012). 

Andersen (1995) suggested that community and personal enabling resources 

should be present including health personnel and facilities availability. If these enabling 

factors are available, then individuals have the means to access the services and utilize 

the services. Examples provided included income, health insurance, and a regular source 

of care. One issue about enabling services is that organizational factors are not taken into 

consideration and have received little attention (Andersen, 1995).  

Barriers to health enrollment exist not only due to the lack of Medicaid 

knowledge, stigma, and health literacy of offenders, but also the lack of continuity of care 
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between the jail and the community related to discharge planning and termination or 

suspension of Medicaid benefits while in jail. Many jails do not have the capacity and 

resources to participate in enrollment or re-enrollment activities, and many offenders lack 

the documentation to determine eligibility for Medicaid (Marks & Turner, 2014). 

However, providing access to health care insurance through Medicaid enrollment for 

women offenders in jail is an enabling factor because jails can serve as an enrollment site 

for those eligible for health care coverage during discharge planning and reentry. Lastly, 

developing policy and procedures to determine eligibility and provide enrollment through 

the reentry staff members and navigators have been identified as an enabling factor and 

could be achievable (Regenstein & Rosenbaum, 2014). 

The behavioral model of health services use has been adapted for vulnerable 

populations recognizing the health care needs of this population. According to Gelberg, 

Andersen & Leake (2000), the behavioral model for vulnerable populations was designed 

to understand the health and health-seeking behaviors of vulnerable populations. 

Homeless individuals faced more health care challenges and revised the original model 

for this vulnerable population. I focused on the impact of utilization of services and the 

enabling domain to include insurance status, receipt of public benefits, and availability 

and use of information sources (Gelberg, Andersen, & Leake, 2000).  

This study benefitted from the inclusion of the behavioral model for health care 

services and the adaptation of the behavioral model for vulnerable populations. These 

models apply to women offenders, who have been characterized as a vulnerable 

population due to incarceration, and this study sought to examine their experiences with 
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Medicaid coverage and the enabling factors related to access and utilization of health care 

services. Gelberg, Andersen & Leake (2000) utilized a qualitative approach to study the 

targeted population using a structured protocol. This study used a qualitative approach 

and structured interview protocol.  

Key Variables and Concepts 

War on Drugs 

The impact of public health policy on women’s health is an issue of long-standing 

debate and importance. The War on Drugs legislation has contributed to the increase of 

women’s incarceration in the United States in the last decade (Lenox, 2011). Women are 

often offenders of nonviolent crimes and serve shorter sentencing times than men 

typically up to one year in a jail setting (Lenox, 2011). Women offenders released from 

jail will often reenter their communities with limited resources, and if they do not have 

access to reentry services such as housing, transportation, employment, and health care 

services, this could lead to recidivism (Scroggins & Malley, 2010; Brooks, 2014).  

Gender-Responsive Health Care-Related Reentry Issues 

Reentry issues, in general, have been a focus of correctional experts; however, 

issues facing women offenders continue to lag behind. Women offenders have often 

lacked the services needed to foster community reentry (Herrschaft, Veysey, Tubman-

Carbone, & Christian, 2009). Gender-responsive programs and services are essential to a 

female ex-offender’s ability to reintegrate back into their regular routine and their 

community (Brooks: 2014; Mallicoat, 2011). There have been several studies that focus 

on the role of support systems, transportation, and employment; however few studies 
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have focused on the correlation between access to health care and recidivism. Although 

women offenders comprise only 7% of incarcerated individuals, they have higher rates of 

HIV and STIs compared to men offenders (Maruschak, Berzosky, & Unangst, 2015). 

Furthermore, women offenders in jail are more likely than men offenders to report ever 

having had a chronic condition, (68% and 48%, respectively) as well as having an 

infectious disease (20% and 13% respectively) (Malave, 2014; Springer, 2010). Jail-

involved women tend to be uninsured due to gaps in health insurance coverage, 

instability in the workforce, and at some point was a dependent through a spouse’s health 

plan (Fitzgerald, Cohen, Hyams, Sullivan, & Johnson, 2014). The only consistent health 

care they may have received was while they were incarcerated. However, upon release, 

they often do not seek additional health care due to the lack of health care coverage and 

coordination between the jail and community health settings. Without adequate treatment, 

they will have unmet health care needs and cycle in and out of jail (Malave, 2014; Marks 

& Turner, 2014). Upon release to the community, women offenders tend to have issues 

such as social instability, homelessness, and lack of insurance. Without adequate 

insurance, they cannot access routine medical appointments and gain access to important 

screening tests and treatment of chronic diseases (Springer, 2010). 

Cobinna (2010) suggested gender-responsive reentry services and access to health 

care and insurance are critical in the successful reentry of women offenders because of 

their unique health care needs. For example, women offenders experience greater rates of 

mental health challenges and addictions compared to their male counterparts and can 

benefit from access to behavioral health care (Cobbina, 2010; Malave, 2014). 
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The correlation between better health outcomes and recidivism has often been 

overlooked. Female ex-offenders have unique and different needs (e.g., reproductive 

health care) compared to male ex-offenders that should be considered in reentry program 

planning (Cobbina, 2010). It is important to understand the experiences of female ex-

offenders as it relates to their health care and behavioral needs for community 

reintegration (Doherty, Forrester, Brazil & Matheson, 2014). Access to health care 

improves not only their health outcomes but also their ability to find stable employment 

and support their families (Spjeldnes & Goodkind, 2009). 

Second Chance Act 

The Second Chance Act of 2007 (SCA) authorized funding to state, local, and 

community organizations for reentry programs and to examine barriers to the delivery of 

health care including the lack of health care insurance. However, the question remains 

regarding if the needs of women offenders are being met. The rates of women offenders 

have risen over the past few years, and gender-responsive programming is critical to their 

successful reentry into society and to reduce recidivism (The Sentencing Project, 2012). 

The SCA provides the authority for organizations to provide reentry services such as 

Medicaid enrollment.  

Affordable Care Act 

The ACA is timely for fostering collaborative processes to screen jail-involved 

individuals for coverage eligibility, maintaining coverage as available, especially for 

those individuals whose coverage is suspended, and ensuring linkages take place upon 

their release (Regenstein & Rosenbaum, 2014). As a result of the ACA, correctional 
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facilities and community health organizations have the opportunity to understand the 

experiences of women offenders and Medicaid coverage. These experiences can be 

valuable in the development of policies and procedures to identify the needs and enroll 

female offenders in Medicaid for the first time or to restore coverage that may have been 

suspended or terminated. The ACA offers an exciting opportunity for the expansion of 

Medicaid eligibility and enrollment that can be coordinated in jail settings as a part of 

health care reentry services (Fitzgerald et al., 2014). The ACA authorized access to 

affordable health care insurance to low-income populations (Cuellar & Cheema, 2012). 

Both the SCA and the ACA authorities are important and timely. The ACA is timely as it 

can fill the gap of promoting positive reintegration and health care services for women 

offenders through Medicaid expansion and enrollment upon release from incarceration 

(Kellett and Willging, 2011). However, in the past, reentry programs focused on the 

needs of incarcerated men being released from correctional facilities and did not take into 

account the specific needs of women (Flores & Pellico, 2011; Guthrie, 2011). 

Medicaid Expansion under the ACA 

A great number of women offenders are uninsured and could be eligible for 

Medicaid benefits (Rich, Cortina, Uvin, & Dumont, 2013). Women offenders in jails may 

meet Medicaid’s eligibility requirements, however will considered incarcerated may lose 

Medicaid coverage (Cardwell, 2012). Often times the enrollment process could take at 

minimum three months for women offenders who previously had Medicaid coverage or 

are seeking coverage (Cardwell, 2012; Springer, 2010). Women tend to have lower rates 

of graduating from high school and require significant assistance in enrolling in Medicaid 
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due to lower health literacy rates. Other issues include the need for behavioral health care 

(Rich et al., 2013). Upon release to the community, women offenders tend to have issues 

such as social instability, homelessness, and lack of insurance. Without adequate 

insurance, they cannot access routine medical appointments and gain access to important 

screening tests and treatment of chronic diseases that Medicaid expansion could address 

(Springer, 2010).  

Medicaid expansion affords women offenders the opportunity to have access to 

health care services and reduces the financial barrier to health care (Rich et al., 2013). 

One of the greatest transitional service needs reported by women offenders during a pre-

release interview was public health insurance (Garcia & Ritter, 2012). Jails are afforded 

the opportunity to work with State Medicaid offices to provide patient navigators to assist 

women offenders with enrollment as a reentry service before release (Rich et al., 2013). 

Economic disparities and access to equitable health care is an ongoing issue for 

incarcerated populations. However, access to government-subsidized health care 

coverage can result in improved health outcomes for women offenders and safer and 

healthier communities (McDonnell, Brooks, & Lurigio, 2014). Thus, more research is 

needed to understand the implications of the ACA and Medicaid coverage for health care 

reentry needs of women offenders.  

Barriers to Medicaid Enrollment 

Although little is known about the barriers that women offenders face related to 

Medicaid enrollment, there have been some studies that have examined the factors and 

perceived Medicaid enrollment barriers for other populations. Stuber and Bradley (2005) 
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interviewed women primarily at several community health centers during clinic visits to 

assess if education, reported health problems, misinformation about Medicaid and the 

enrollment process served as a barrier to Medicaid enrollment. The study findings 

indicated that the Medicaid application process was cumbersome, having a physical 

health problem (including mental health needs), and a lack of education presented 

Medicaid enrollment barriers. Those respondents with prior experience related to the 

Medicaid program reported fewer barriers to enrollment. Those respondents who resided 

in States with a simplified process (including outreach and enrollment opportunities) 

reported being better informed about Medicaid enrollment (Stuber & Bradley, 2005). 

Barriers to Addressing Health Care Reentry Needs 

Several studies have indicated that there is a lack of coordination among the 

correctional system and community health systems to provide comprehensive health care 

in addressing the needs of all ex-offenders (Bechelli et al., 2014; Boutwell & Freedman, 

2014; Cuellar & Cheema, 2012; Iglehart, 2014; Marks & Turner, 2014; Patel & et al., 

2014; Regenstein & Rosenbaum, 2014; Rich et al., 2013; Somers et al., 2014). However, 

less research has focused on the needs of women offenders for health care reentry 

services, specifically Medicaid coverage. 

Other researchers have found that policies need to be evaluated related to 

effectiveness for reentry programming and examining key aspects of the ACA such as 

Medicaid expansion may be an opportunity for reentry programs to assist with access to 

health care services (Binswanger et al, 2011; Cuellar & Cheema, 2012).  
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Salem et al. (2013) conducted a study to identify the gaps needed for homeless 

women ex-offenders related to successful reentry. The focus was on barriers to health 

care access including mental health and substance abuse to understand the roles played in 

recidivism that can be addressed by access to Medicaid coverage (Salem et al. 2013). 

Opportunities for Further Research 

Binswanger et al. (2011) suggested policies related to the physical and mental 

health of offenders does not provide sufficient reentry planning for the successful 

transition from incarceration to the community. Discharge planning and the connection 

with health care services and coverage in the community is critical for reentry because of 

the various health care needs that can be exacerbated if services and medications are not 

rendered to offenders (Ejike-King & Dorsey, 2014; Malave, 2014). 

Cuellar and Cheema (2012) suggested additional research be conducted to impact 

policy about the opportunity for this vulnerable population to take advantage of the 

Medicaid expansion. Reentry programming staff can assist in Medicaid outreach and 

enrollment (Cuellar & Cheema, 2012). 

Iglehart (2014) suggested jail-involved populations who have high rates of 

communicable diseases such as mental health conditions, substance abuse disorders, or 

chronic conditions, often reenter their communities without health care coverage. 

Collaborations between community health organizations and correctional agencies 

provide the opportunity for Medicaid enrollment and access to health care (Iglehart, 

2014). Understanding the experiences of women offenders can provide further insight 

into the needs of this vulnerable population. 
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Regenstein and Rosenbaum (2014) suggested that correctional facilities might 

lack the capacity to provide enrollment services. Patient navigators have been used in jail 

settings for individuals impacted by HIV and drug use to assist in access to medical and 

social services. The patient navigators have been able to established connections and 

assist clients with appointments. Adapting this model could be used to assist women 

offenders enroll in Medicaid and have access to health care during reentry (Koester et al., 

2014). States could target funding towards outreach and enrollment related to Medicaid 

in correctional facilities, especially jail settings. Also, simplifying the Medicaid 

enrollment process could eliminate this as a barrier (Stuber & Bradley, 2005). More 

research is needed to understand the impacts of public health policy, such as the ACA, on 

health care reentry needs of women offenders, specifically Medicaid coverage. 

It is known that ACA provides the opportunity for Medicaid coverage to women 

offenders and several opportunities exist for correctional facilities, policy decision-

makers, and community health care providers to provide comprehensive health. We also 

know that some women experience stigma against Medicaid coverage, lack access to 

care, have low health literacy with understanding Medicaid. However, what is unknown 

are the experiences of women offenders toward the Medicaid enrollment process during 

reentry while in jail. Also, there have been variations in the process of Medicaid 

enrollment such as the use of patient navigators, Medicaid enrollment specialist, and 

reentry staff members.  
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Summary and Conclusions 

Currently, Medicaid enrollment under the ACA offers a great opportunity for 

women offenders to have access to Medicaid enrollment opportunities and coverage. 

Women offenders may have their Medicaid benefits suspended or in most cases 

terminated upon incarceration, however during the reentry process before release from 

jail, can be enrolled in Medicaid. The ACA policy impacts all incarcerated individuals. 

However, this study contributed to the literature and addressed some of these gaps such 

as what are jails doing, what are the health care reentry needs of women offenders, and 

their experiences with Medicaid addressing their health care needs. As a result, jails can 

be in a better position to target their Medicaid enrollment based on the experiences and 

needs of women offenders. This study also can impact social change as correctional 

facilities, policy decision-makers, and community health organizations begin to 

understand the issues women offenders face related to addressing their health care needs 

and health care coverage before release from incarceration. Also, the opportunity exists at 

this study site to educate women offenders on Medicaid coverage, ways to maintain their 

health, and accessing services and using their coverage upon release into the community. 

In this chapter, the current literature related to women offender health care related issues, 

the policies impacting these issues, and the need to understand their experiences with 

Medicaid coverage has been highlighted.  

Chapter 3 provides a discussion of the methodology, study participant selection, 

data collection and procedures, validity, and ethical considerations used to address the 

gap in the literature related to this study.  
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Chapter 3: Research Method 

Introduction 

The purpose of this study was to understand the lived experiences of women 

offenders with Medicaid enrollment under the ACA to inform future policy decisions and 

practices. Previous literature in other studies related to criminal justice settings has 

addressed the various barriers to reentry, but few have examined the perspective of the 

women offenders during the reentry process related to health-care reentry needs such as 

Medicaid enrollment (Phillips, 2010; Herrschaft, Veysey, Tubman-Carbone, & Christian, 

2009). This study was very timely and builds upon others studies to examine the 

successes and challenges of coordinating the health care reentry services (Binswanger et 

al., 2011; Fitzgerald et al., 2014). 

This chapter will detail the research design and purpose, study participant 

selection, the role of me as the primary researcher, protections of the study participants, 

ethical considerations, informed consent and confidentiality, data collection, data 

management and analysis, and validity and reliability. Also, this study provided 

additional insight into a study population and topical area that has received little attention 

in the past. 

Research Design and Rationale 

The goal of the study was to understand the lived experiences of women offenders 

in a jail setting with Medicaid enrollment and obtaining coverage under the ACA. This 

study also addressed the following three research questions: 
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1. What are the attitudes of women offenders in jail settings toward Medicaid 

coverage under the ACA? 

2.  What are the experiences of women offenders in jail settings with Medicaid 

enrollment under the ACA?                                     

3. What are the implications for women offenders in jail settings of Medicaid 

coverage under the ACA? 

Correctional facilities have an excellent opportunity to intervene before the 

release of women offenders back into the community. Many of these women face 

challenges such as medical and psychological issues due to the lack of access to care 

before and after incarceration. Hammett, Roberts, & Kennedy (2001) suggested that 

providing interventions related to the health care reentry needs of offenders such as 

discharge planning, community linkages, and the consideration of the continuity of care 

offer opportunities to improve health outcomes. The central concept of this study was to 

understand the lived experiences and phenomenon of Medicaid coverage among women 

offenders utilizing a qualitative approach that can be useful in exploring social and real 

issues.  

The two primary research methodologies used in the field of social research are 

quantitative and qualitative. For this study, the qualitative methodology was more 

appropriate. It allowed me to gain a better understand the participant's experience with 

Medicaid enrollment while in jail and attitudes toward Medicaid coverage. Fieldwork is a 

way in which I can place myself in the environment and examine individuals in the 

natural course of their daily activities and lives (Frankfort-Nachmias & Nachmias, 2008).  
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Phenomenology is useful in exploring social and human problems through the use 

of open-ended questions allowing study participants to detail their lived experiences 

(Creswell. 2007). Phenomenology focuses on the life history of a person, and through 

transcribed recordings of discussions, I studied the experience of the study participants 

(McNabb, 2013; Starks & Trinidad, 2007). For example, I chose phenomenology to 

obtain the personal narrative stories of women offenders related to the experience of 

Medicaid enrollment, which allowed me to understand the experiences in real everyday 

life settings (McNabb, 2013). The feedback received from women offenders may be 

valuable in understanding the implications of Medicaid coverage for health care reentry 

needs.  

Role of the Researcher 

My role in this study was to recruit study participants and understand their 

experiences utilizing interviews (Janesick, 2011; Phillips, 2010;). I interviewed women 

offenders to gain additional insight of the lived experiences with Medicaid coverage 

under the ACA (Patton, 2002a).  

Understanding the policies of correctional facilities and having ongoing 

communication with the reentry program manager before the data collection period was 

proven to be beneficial. I served as the primary data collector for this study and building 

a rapport with the reentry program manager was important. I did not have any 

professional relationships with the study participants and, therefore, did not have any 

power over the study participants. The relationship with the reentry program manager 

was also strictly professional. The only interaction that I had with the study participants 
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was to describe the purpose of this study and recruit and interview study participants. 

Therefore, I did not have any influence on participation and responses received during the 

interviews (Miles, Huberman, & Saldana, 2014).  

Most critical will be building a positive relationship with the women offenders 

(Patton, 2002a). Past experiences gained in interviewing incarcerated populations, related 

to sexual partner notification and counseling, was valuable in reaching the women 

offenders in this study. As a public health professional, I had previous experience 

designing a qualitative study with the assistance of a research team.  

As mentioned before, my relationship with the reentry program manager, reentry 

staff, and women offenders, was strictly professional and did not present any issues. 

However, with any study, there is always the potential for researcher bias. My experience 

with a particular problem or population may present some sensitivity, and my 

interpretation of the study results could be biased. I provided full disclosure of any biases 

at the beginning of this study as a means of addressing any issues that would impact this 

study (Miles et al., 2014; Creswell, 2007). I managed biases by making my intentions 

clear for the study participants regarding why I was conducting this study, how the data 

would be collected, and what will happen to the data upon completion of this study. I set 

aside her experiences or biases, to the extent possible, to have a fresh viewpoint of the 

phenomenon also know as bracketing (Creswell, 2007). Also, I firmly adhered to the 

research questions as the guiding principle when conducting this study (Miles, Huberman 

& Saldana, 2014).  
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There are no other ethical issues, as I did not conduct this study within my work 

environment. Because the study population includes incarcerated individuals, financial 

incentives were not allowed. However, the reentry program manager informed me that 

non-financial approved and inspected incentives are permitted. I decided not to offer an 

incentive to reduce the perception of coercion.  

Methodology 

Participation Selection Logic 

I interviewed women offenders at a jail in the state of Maryland. I held one in-

person meeting at the proposed study site with the reentry staff team and conducted 

several conference calls with the reentry program manager to build rapport and maximize 

access to the study participants. This study was described in great detail to the reentry 

program manager and staff including any changes to this study. Before the selection of 

this site, there were two sites under consideration for this study. Site visits to both 

facilities were conducted to determine the feasibility of the site. After several discussions, 

it was decided that the jail would provide the best avenue to conduct a rich study due to 

the size of the female population and women-specific programs at the site. 

This study focused on the experience of women offenders with Medicaid 

coverage; therefore, the sampling strategies for this study were homogeneous, criterion, 

and purposeful sampling. The study participants needed to women offenders in the jail 

that spoke English, as I am not bilingual. The study participants also needed to have a 

minimum of a 6th grade education to be sure that they would be able to comprehend the 

informed consent form and interview questions for this study. They also could not be on 
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restriction according to jail policy. All study participants received the same interview 

questions to eliminate bias, and the data presents a more accurate account of the 

phenomenon since the study participants met specific criteria to detail the lived 

experience (Patton, 2002a).  

Qualitative studies usually involve a small sample size so it was anticipated that a 

total of ten women offenders would be recruited and interviewed, but no more than 15 

women offenders. As such, having a small sample size allows for saturation and gave me 

the ability to conduct in-depth interviews and collect data efficiently detailing the 

phenomenon (Creswell, 2007). I held a brief session no longer than 30 minutes with the 

women offenders to describe the study and seek the interest of the women offenders. If 

interested in participating, unique study identification numbers were utilized to keep track 

of the study participants. I met with the interested individuals to discuss what would be 

needed for participation, describe the informed consent process, and answer any 

additional questions. Of the qualified study participants, no less than ten but no more than 

15 study participants would be selected randomly to reduce bias. Understanding the 

relationship that exists between saturation and sample size is necessary for qualitative 

research because conducting in-depth interviews of a small sample size allowed me to 

begin to gather data that support specific themes and categories to the point of saturation. 

Saturation occurs when no new information emerges from the in-depth interviews and no 

longer contributes to themes or categories (Creswell, 2007). 

Instrumentation 
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There are several qualitative data collection methods. However, this study used 

standardized open-ended interviews. Several questions can be asked related to 

phenomenology such as what is the meaning of a person's experience and how do they 

cope with the phenomenon (McNabb, 2013). To establish sufficiency of data collection 

instruments, I examined peer-reviewed literature and published qualitative dissertation 

studies to develop a standardized open-ended interview protocol. The selection of these 

instruments provided a voice for women offenders to elaborate and share their experience 

and allowed me to answer the study research questions.  

Interviewing allowed for open-ended questions as opposed to the use of surveys, 

which would have involved closed-ended questions (Creswell, 2007). Four different 

types of interviews are available when using qualitative methods that include informal 

conversations, an interview guided approach, closed and fixed responses, and 

standardized open-ended interviews. All methods allow for opened ended questioning; 

however, there are differences. The informal conversations do not utilize an interview 

protocol to guide specific questions so there may be variation in the study participant 

responses as they answer questions that are not predetermined (Patton, 2002b). An 

interview-guided approach allows me to develop specific questions and asks study 

participants the same questions. The interview guided approach limits flexibility in the 

study participant's response compared to the informal conversations. The closed and 

fixed response interview is limited because questions are predetermined, and categories 

are already determined. The data can easily be analyzed. However, themes are often 

consistent only if the responses fit into the predetermined categories (Creswell, 2007). 
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The standardized open-ended interview is somewhat structured, and the questions are 

asked the same and in the same sequence for each study participant. However, the 

questions are broader and allow the study participants to elaborate beyond the specific 

question as needed. This approach can reduce interviewer bias, and various themes may 

emerge depending upon the responses from the study participants. For this study, I 

identified three published dissertation studies that guided the development of 

standardized open-ended interview questions and the interview questions were the same 

and asked in the same sequence for all study participants. However, study participants 

were given the opportunity to elaborate and provide further details as needed with similar 

probing questions (Miles et al., 2014; Janesick, 2011; Patton, 2002a). Also, one-on-one 

interviews were beneficial for the women offenders because they were able to express 

themselves without the fear of having to disclose sensitive information in a group setting 

(Binswanger et al., 2011). 

Researcher-Developed Instrument 

Although research was limited in the particular focus of this study, I reviewed 

peer-reviewed literature and other dissertations that examined various aspects of the 

reentry experiences of women offenders to develop the study instrument (Binswanger et 

al.; Phillips, 2011; Herrschaft et al., 2009). Also, I was able to identify a peer-reviewed 

qualitative study examining the impressions of abortion costs and the availability of 

Medicaid coverage for low-income women. The guiding principles used in the 

development of the interview guide related to the knowledge of Medicaid policies on 

abortion, enrollment and remaining in health insurance, attitudes related to current 
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abortion laws, and experiences gaining and paying for abortion (Dennis, Manski, & 

Blanchard, 2014). Input in the development of this guide was received from the 

dissertation committee method expert and the reentry program manager to ensure 

readability for the study participants (Binswanger et al., 2011). Lastly, if more detail was 

needed for data analysis, I asked structured, probing questions (McNabb, 2013). 

I linked the open-ended interview questions to the theoretical framework, 

Andersen’s behavioral model, focusing on enabling factors that foster service utilization 

and the influence of health policies on access to health care (Babitsch, Gohl, & Von 

Lengerke, 2012). The following questions were asked of the women offenders during the 

standardized open-ended interviews conducted at the jail: 

1. What does Medicaid coverage mean to you? 

2. What is your attitude towards the opportunity to have access to Medicaid 

enrollment in jail before release? 

3. What has been your experience with Medicaid coverage under the ACA while 

in jail? (Prompt questions: access to affordable services such as women 

wellness exams, substance abuse services, and mental health services.) 

4. Access to health care insurance is important, so have you met with someone to 

discuss Medicaid enrollment upon reentry or release from incarceration? If so, 

tell me about this experience/process and the type of support you have 

received? (Prompts: Programs, access to patient navigator, healthcare 

enrollment specialist, women-specific programs). 
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5. What do you perceive to be the facilitators (or working well with) to Medicaid 

enrollment while in jail? (Prompts: A person who is dedicated to Medicaid 

enrollment, forms available, easy to understand) 

6. What do you perceive to be the barriers (or not working well with) to 

Medicaid enrollment while in jail? (Prompts: Forms complicated, no ID, not 

interested in Medicaid enrollment, not organized or consistent) 

7. How do you think these barriers/facilitators to Medicaid enrollment will 

influence your access to health care when released from incarceration?  

8. Are there any health concerns that you feel can be addressed by having 

Medicaid coverage upon release from incarceration? If so, please identify 

these health concerns?  

9. What is your level of comfort that you will be connected with the appropriate 

community health organizations to receive the services to meet your health 

care needs? 

10. Is there anything else you would like for me to know that we have not already 

addressed in this interview?  

These interview questions were instrumental in obtaining the information needed for this 

phenomenological study.  

Taking into account for this qualitative study that I developed the instrument and 

the threat of researcher bias, content validity needed to be established. Therefore, I 

ensured that the member checking and peer debriefing occur before, through the data 

collection, and analysis phases of this study (Creswell, 2007). The quality and selection 
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of the data collection tool could be a potential for bias. However, I carefully selected the 

data collection tool in consultation with the dissertation committee and the site (Patton, 

2002b). I also engaged in intensive interviews to collect rich data that was detailed and 

varied. Verbatim transcripts were used along with detailed field notes (Maxwell, 2013). 

Also, I remained current and reviewed any laws related to the ACA and Medicaid 

coverage that could impact Medicaid enrollment at the site that could impact the 

interview questions and this study.  

As mentioned earlier, to establish sufficiency of data collection instruments, I 

examined peer-reviewed literature and published qualitative dissertation studies to 

develop the standardized open-ended interviews. This approach allowed for elaboration 

of the experience and provided a voice for women offenders to share their experiences 

and address the study research questions. 

Procedures for Recruitment, Participation, and Data Collection 

The data collection period took place shortly after IRB approval and for 1 month. 

The interviews were conducted in a private area of the jail that had minimal distractions 

and offered privacy. I discussed if there was a mandate for an officer present in the room 

with the reentry program manager and it was not required. However, an officer was 

present right outside of the room. I was also assured that staff members were responsible 

for maintaining the confidentiality of the women offenders at the jail at all times. I 

discussed with the reentry program manager what steps could be taken to ensure privacy 

during data collection to minimize the knowledge that eligible women offenders are 

participating in this study. The reentry program manager advised me that women 
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offenders have several individuals from the outside that come in for various 

reasons/appointments and it would not be odd for this type of visit related to this study. 

Since this study did not involve the collection of sensitive information such as 

sexual/emotional abuse or criminal history, psychological harm was minimized. I 

conducted interviews with the study participants that lasted no longer than 30 minutes. 

The data collection method was in-depth and semi-structured recorded interviews to 

allow for a rich collection of data. To record additional data captured during this study, I 

maintained a research journal. Journaling was accomplished before and after the 

interviews to capture my feelings and thoughts related to each interview. Journal entries 

were also useful for the coding process during data analysis (Janesick, 2011). 

The interview protocol included two instruments: standardized open-ended 

interview questions and an informed consent form that was fully discussed with the study 

participants, and informed consent was reiterated at the conclusion of the interviews. 

Study participants were also given the opportunity to withdraw at any time from this 

study and were reminded of confidentiality through this study (Creswell, 2007). I served 

as the primary investigator, and the study participants serve as co-researchers as we 

explored the phenomenon. 

All interviews utilized digital technology through audio recordings and the study 

participants were provided with a study number. This approach allowed me to accurately 

capture the data for playback and analysis (Creswell, 2007). Also, before the start of each 

interview, the equipment was tested for functionality (Janesick, 2011). 
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If too few study participants were recruited due to various dropout reasons, I 

agreed to work with the reentry staff manager promptly to identify additional eligible 

study participants. However, I was responsible for the recruitment of the study 

participants to reduce perceived coercion by reentry staff. 

Upon completion of the interviews and once the recording stopped to conclude 

the interview and before exiting this study, the study participants were asked if they had 

any final questions or concerns related to this study. The study participants were 

debriefed about the purpose of this study and how the study results would be utilized. The 

study participants were informed of the ability to withdraw from this study at any time 

and assured of confidentiality (Creswell, 2007). There were no follow-up procedures 

established or follow-up interviews largely because I was not certain if all of the study 

participants would be available for follow-up interviews due to varying jail times and 

release from the jail. 

Data Analysis Plan 

The interview questions were written to elicit detailed responses from the 

participants that would help answer the three research questions in this study. The 

interview questions addressed the questions and are located in Table 1. 

Table 1 

 Research Questions and Specific Interview Questions 

 Research question Interview 
question 

1. Attitudes towards Medicaid coverage under the ACA among 
women offenders in jail settings.  

1, 2 

2. Experiences with Medicaid enrollment under the ACA among 
women offenders in jail settings.  

3, 4, 5, 6 
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I organized the data according to phrases and then developed them into a cluster 

of themes or categories. I used qualitative data software such as NVivo, to analyze the 

data through the use of coding and theme techniques. Also, I employed basic data 

analysis methods such as Post-It notes to hand code the data. Other computer software 

packages were used to include Microsoft Word that was password-protected (Creswell, 

2007). 

Data storage was password-protected on a portable drive, laptop, and voice 

recorder. The jail did not require me to provide access to the data and audio recordings of 

the interviews. The data will be stored at a minimum of 5 years following the research 

study.  

I was aware that there might be discrepancies in the data collected and thoroughly 

examined the supporting and discrepant data before making a decision to exclude or 

modify any data. I sought feedback as needed from the dissertation committee to check 

for any issues in interpretations and methods. The other alternative was to report the 

discrepant data to the study participant for clarification, however, because there would be 

no follow-up in this study, this alternative was not utilized (Maxwell, 2013).  

Phenomenological studies also employ themes translated into meaningful 

statements within the narrative, and several common themes emerged from this study 

related to the research questions based on the coding. The themes analyzed and coded are 

presented via narratives with quotations to support the data. Figures and tables were also 

3. Implications of Medicaid coverage under the ACA for women 
offenders in jail settings.  

7, 8, 9 
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used. Through this qualitative data analysis technique, a final summary of the lived 

experiences of the study participants in this study related to the experiences of women 

offenders with Medicaid coverage and enrollment under the ACA emerged (Creswell, 

2007).  

Issues of Trustworthiness 

It was imperative that I developed a relationship with the study participant and the 

study site. In return, the study participants felt comfortable providing honest and detailed 

responses to the research questions (Creswell, 2007). The reentry manager at the study 

site made arrangements for me to meet the study participants before the onset of the 

interviews. During this time, questions related to the study were answered and the study 

process was explained. 

According to Trochim (2006), a qualitative researcher uses the following terms to 

address internal and external validity and issues of trustworthiness: credibility (internal 

validity); transferability (external validity); dependability (reliability); and confirmability 

(objectivity). 

Credibility allowed me to ensure that there is congruity between the study 

participants experience and my interpretation. I used reflection to establish credibility by 

repeating the study participants’ responses back for clarification and agreement as well as 

member checking during the interview (Trochim, 2006).  

Transferability allows me the ability to generalize or apply the study findings in 

other situations and context beyond the scope of this study. I have described the research 
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and assumptions; however, researchers who want to generalize this study are responsible 

for making a judgment in the transferability of the study findings (Trochim, 2006). 

Dependability allows others to replicate this study and refers to the consistency 

related to this study and inquiry process. I highlighted any changes made during this 

study so other researchers could replicate the study. To ensure dependability, I provided 

the details of how this study was conceptualized, data collection and analysis, and 

reporting of the results changes (Trochim, 2006).  

Confirmability allows me the opportunity to confirm the results with others 

(Trochim, 2006). Also, I used data triangulation to compare and crosscheck the 

consistency of the data to include interview transcripts, researcher's notes, and 

observations to validate and support the research findings (Creswell, 2007). 

Receiving outside feedback related to the interpretation of the study participant 

data is important. In certain environments, study participants can provide feedback 

related to the interpretation of the findings of the study increasing the trustworthiness of 

the data (Creswell, 2007). In the event, as was the case in this study, a study participant is 

unable for whatever reason to review the interview transcript, I sought the input and 

guidance from the dissertation committee to ensure that the methods and interpretations 

cross-referenced. 

Ethical Procedures 

E-mail exchanges, in person discussions, and verbal conversations took place 

granting me access to the study participants at this study site. The reentry manager 
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reviewed and sent forth a letter of cooperation to jail director and it was signed and 

granted me the ability to conduct this study at this site.  

Women offenders are a vulnerable population, and I ensured personal risk was 

minimal. For example, because of past criminal activity, no questions about criminal 

activity or sentencing were asked. This study focused specifically on addressing the three 

research questions and answering the standardized open-ended interview questions unless 

the offender opts to provide additional information on her own. However, study 

participants were informed before the start of the interviews that if any information 

related to criminal activity was disclosed, I was mandated to report the information.  

The women offenders reviewed a detailed overview about this study, 

confidentiality, and any potential risks. I gave study participants the opportunity to ask 

any clarifying questions, as needed. I ensured the autonomy of the study participants to 

protect their vulnerability and assure the study participants that the study data would be 

confidential. Study participants were also informed of their right to withdraw from this 

study at any time and their right to confidentiality (Creswell, 2007). Also, study 

participants were reminded of their right of refusal to answer any questions that make 

them feel uncomfortable. There was one informed consent form provided to the study 

participants for signature to participate in the research and to provide rights to me related 

to the use of audio recordings. The informed consent provided guidance on the best way 

study participants could reach me if there were any questions about the research. After 

receiving guidance from a research ethics support specialist at Walden, I was advised that 

I could remove the data collected and signed informed consent form by shredding and 
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deletion of the audio recordings, in the event that a study participant wants to withdraw 

from this study at any time and did not want any of the data collected to be used for 

analysis. However, if the study participant decided to withdraw from the study after some 

data was collected, I could ask the study participant if the data collected thus far could be 

used. If the study participant agreed to allow me to use the data collected then the data 

and the signed inform consents form would be retained for use in the study. 

The Institutional Review Board (IRB) review is critical and ensures the protection 

of all subjects in this study. I received approval from the Walden Institutional Review 

Board, No. 09-27-16-0360485. 

I was cognizant of potential ethical concerns and reviewed the Walden IRB 

resources related to working with vulnerable populations who require additional levels of 

protection. However, any undue influence was minimized to the greatest extend possible. 

I worked with the reentry program manager to minimize the breach of confidentiality, 

any potential coercive elements, and any psychological harm to the women offenders for 

this study (e.g., policies prohibiting the removal of data from this study site, listening to 

audio recordings, and reviewing written notes.). It was restated several times that at any 

time a study participant could refuse to participate in this study. If this happened, I would 

work with the reentry program manager to identify additional study participants who 

qualify for this study if more study participants are needed and I would do the 

recruitment. If a study participant had an adverse response during the data collection 

period for any reason that may be harmful to herself or me, the reentry program manager 

or designee would be immediately notified, and the interview would conclude. The 
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reentry program manager in consultation with me could determine if the study participant 

was eligible to return to this study.  

There were no other ethical issues, as I did not conduct this study within my work 

environment. Because the study participants were offenders, financial incentives were not 

allowed. However, as mentioned earlier in Chapter 3, the reentry program manager 

informed me that non-financial approved and inspected incentives were appropriate and 

could be provided to the study participants. I decided against offering an incentive as 

described earlier in this chapter.  

Summary 

Chapter 3 provided an introduction and justification for this research study 

purpose, design, and rationale that was to understand the lived experiences of women 

offenders with Medicaid enrollment and attitudes towards Medicaid coverage. The 

chapter provided detail related to the research design, my role as the researcher, 

methodology including study participant selection, data collection instruments and 

management, and data analysis plan. This chapter also provided specific details related to 

the rationale and choice of a qualitative phenomenological approach including the 

interview development process. I chose phenomenology to explore the perceptions of the 

participants through open-ended interview questions in a jail setting. The interviews were 

audio recorded and later transcribed using NVivo. I have addressed the issue of ethical 

considerations and trustworthiness including receiving IRB approval and maintaining 

confidentiality with vulnerable populations.  
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Chapter 4 will detail further the data collection process and describe of the study 

findings.  
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Chapter 4: Results  

Introduction 

In this qualitative study, I focused on the Medicaid enrollment opportunities 

offered to women offenders at the MCDOCR. The purpose of this phenomenological 

study was to understand the lived experiences of 11 women offenders with Medicaid 

enrollment and attitudes towards Medicaid coverage to inform future policy decisions 

and practices. This study was guided by the following three research questions: 

1. What are the attitudes of women offenders in jail settings toward Medicaid 

coverage under the ACA? 

2.  What are the experiences of women offenders in jail settings with 

Medicaid enrollment under the ACA?                                     

3. What are the implications for women offenders in jail settings of Medicaid 

coverage under the ACA? 

In this chapter, I present the setting, demographics, results of the data collection 

and data analysis for this study.  

Setting 

The study site was a jail. I initially presented the study to eight women offenders, 

in a group, in the women’s unit before I began data collection for the one-month period. 

However, over the duration of the data collection period I was able to recruit more 

participants for the study, which will be discussed later in this chapter. I introduced 

myself, described the purpose and procedures of the study, its voluntary nature, the risks 
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and benefits, informed consent, and confidentiality. After the presentation, no questions 

were asked. I provided a Letter to Participants with further information about the study. 

An interview room in the women’s unit provided a private location for the 

interviews. An officer was present outside of the room at all times due to the jail policy; 

however, the officer could not hear the conversation. The reentry program manager in 

consultation with the women’s unit manager determined it would be best to conduct the 

study on Friday afternoons when the women had more availability. 

Demographics 

For this study, I did not use a demographic study questionnaire, as this data 

collection tool was not relevant to the study questions and would not add any value to the 

study design. However, using homogenous and purposeful sampling methodology to 

recruit study participants, all study participants were women offenders and ages 18 and 

older. I used random selection and purposeful selection to ensure credibility for this 

study. Any woman offender interested in participating in the study who was not on 

confinement was eligible to participate.  

Data Collection 

I conducted this study using face-to face in-depth interviews with each of the 11 

study participants in an interview room provided by the jail with the officer located 

outside of the interview room. The data collection period was for one month, however the 

study was introduced on a Wednesday before the interviews began. The interviews were 

conducted on Fridays between the hours of 1 p.m. and 4 p.m. based on my recruitment 

efforts, availability and interest of the women offenders, and their Friday schedule. 
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Before each interview began, I explained the inform consent form and obtained a 

signature before turning on the audio recording to capture the data. I also reminded each 

participant of her right of refusal at any time during data collection. Each participant was 

assigned a participant number (e.g., P1, P2, P3), which was recorded in the research 

notes, filename of the audio recording, and transcripts, to ensure confidentiality. 

 Each interview lasted no more than 30 minutes and was audio recorded with 

written consent from the participant. In addition to audio recordings, I took handwritten 

notes after each interview to capture things occurring outside of what was recorded in the 

transcript such as body language and gestures. There were no unusual encounters during 

the interviews, and all study participants were willing to share their perceptions and 

experiences in detail related to the research questions and ten interview questions. Some 

study participants provided their thoughts on questions that were not necessarily 

applicable to them, however, discussed what they heard others say in the jail that related 

to specific interview questions. I did have to use some prompt questions to receive 

complete answers and obtain clarification related to the responses. I initially thought 

many women would be interested in participating in the study, but that was not the case. 

However, after seeing me at the jail on Fridays and building rapport, other women 

offenders became interested and participated. Either because of word of mouth from 

other women offenders who participated and offered encouragement, out of curiosity, or 

me simply reminding them how valuable their thoughts and perceptions would be for this 

study. At the conclusion of each interview, I asked the study participant if there were any 

additional thoughts that they would like to share before I stopped the audio recording.  
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Data Analysis 

I used the audio recordings and the detailed transcriptions to begin data analysis. I 

coded all 11 transcripts based on the responses received from the study participants. To 

maintain confidentiality, I used the term “P1, P2, P3, etc.” when referring to each 

participant. I used a program called “Dragon Dictates” to help me transcribe the 

interviews to save time. The software was trained to recognize my voice, so as I listened 

to the audio recordings I would repeat the participant’s words and the software 

transcribed my voice into text. I repeatedly reviewed the audio recordings to capture all 

words spoken by the study participants including slang, diction, and gestures (such as the 

sound of a laugh or frustration). I also reviewed the transcriptions on several occasions to 

ensure that I was familiar with the data before data analysis. 

I used the three research questions in the dissertation proposal and one of the 

major components (enabling factors) of the Andersen’s Behavioral Model of Health 

Services Use to guide the data analysis (Babitsch, Gohl, & von Lengerke, 2012). IQ1 and 

IQ2 addressed research RQ1, IQs 3, 4, 5, and 6 addressed RQ2, and IQs 7, 8, and 9 

addressed RQ3. Data from the 11 interviews was initially coded and placed in tables 

using Microsoft Word that was later used to create nodes (parent and child nodes) in 

NVivo for further analysis. The process of hand-coding in Microsoft Word and coding 

through NVivo was useful in moving inductively from smaller coded units to larger 

categories and themes. The coding process is important to organize smaller coded units 

into categories and themes based on the participant’s experiences and perceptions 

(Saldana, 2009).  
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The three primary themes identified from data collection were: (a) Purpose of 

Medicaid coverage; (b) Medicaid enrollment opportunities; and (c) Medicaid enrollment 

barriers and facilitators related to the experience. These themes are described in Table 2. 

Table 2 

Summary of Primary Themes  

Primary Theme (Parent 
Node) 

Description 

Purpose of Medicaid 
coverage 
 

Understanding of the purpose and benefits of Medicaid 
coverage 

Medicaid enrollment 
opportunities 
 

Perceptions of being offered enrollment opportunities or 
lack thereof 

Medicaid enrollment 
barriers and facilitators 

Perceptions of barriers and facilitators that exist or could 
exist related to the experience 

 

Theme 1: Purpose of Medicaid coverage. IQ1 captured the perceptions related 

to this theme, and all 11 study participants provided their perceptions about the purpose 

and benefits of Medicaid coverage. Secondary themes that emerged included providing 

access to health care; coverage for hospital and surgeries; coverage for mothers and 

babies; and coverage for people with limited resources as indicated in Table 3. 

Theme 2: Medicaid enrollment opportunities. IQ2 captured the perceptions 

related to Medicaid enrollment opportunities (note that this is different than the 

experience which is captured in Theme 3) and all 11 study participants responded. The 

secondary themes were coded at positive perceptions; negative perceptions; and neutral 

perceptions as indicated in Table 2. Nine of the 11 study participants had favorable 

attitudes towards Medicaid enrollment opportunities that included Medicaid enrollment 
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being a good program especially for those who need insurance to cover care and bridge 

the gap for incarcerated individuals. One of the 11 study participants felt knowledgeable 

about Medicaid and did not see Medicaid as positive or negative service, and one of the 

11 study participants saw it as negative service and felt it was dumb and pointless. 

Theme 3: Medicaid enrollment barriers and facilitators related to the 

experience. IQ4, 5, 6, and 7 captured the perceptions related to the barriers and 

facilitators that exist or could exist to Medicaid enrollment experiences while in jail 

during reentry. The secondary themes related to the barriers included language 

proficiency; denied coverage; poor health literacy and lack of understanding of health 

information; and the lack of identification (ID) as indicated in Table 3. The secondary 

themes related to the facilitators included assistance with enrollment forms; translators; 

how-to-videos, being treated with respect; and group settings as indicated in Table 3. In 

addressing IQ4, three of the 11 study participants had ever met with someone to discuss 

the opportunity to enroll in Medicaid. Seven study participants had not met with someone 

either because they were not offered the opportunity or had insurance and one study 

participant was offered the opportunity but declined because she felt she had the 

knowledge to enroll on her own when she was released. As mentioned earlier in Chapter 

4, funding for an enrollment specialist was reduced at the jail and could have impacted 

the number of women who were offered the opportunity to discuss Medicaid enrollment.  

In addressing IQ5, 8 of the 11 study participants provided their beliefs of what 

was working well or could work well (facilitators) with Medicaid enrollment while in 

jail. These facilitators included assistance with enrollment and forms, having a translator 
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to assist with literacy and language barriers, being treated with respect, and providing a 

group setting and how-to videos. One study participant said she had no comment, one 

study participant said she did not know, and one study participant said everyone should 

be eligible and able to enroll. I did not code this last response since it did not address this 

question. In addressing IQ6, 8 of the 11 study participants provided their beliefs of what 

was not working well or would not work well (barriers) with Medicaid enrollment while 

in jail, for example, language, being turned away, literacy, and lack of an ID. Three of the 

11 study participants had no response to this question. However they also indicated that 

they had not met with an enrollment specialist while in jail. It is important to note that 

some study participants regardless if they met with an enrollment specialist or not, still 

provided their perception of what a facilitator or barrier would be with respect to the 

Medicaid enrollment experience while in jail. Their perceptions were based on what they 

had experienced or had heard from other women offenders in the jail. I included the data 

to inform future practices related to Medicaid enrollment experiences because this study 

focused on the perceptions of women offenders and Medicaid coverage and enrollment 

while in jail. 

Table 3 

Secondary Themes 

Primary theme (parent 
node) 

Secondary theme (child node) 

Medicaid coverage 
purpose 

Providing access to insurance for health 
Providing coverage for hospital visits and 
surgeries 
Providing coverage for mothers and babies 
Providing coverage for people with limited 
resources 
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Medicaid enrollment 
opportunities  
 

Positive perceptions 
Negative perceptions 
Neutral perceptions 
 

Medicaid enrollment 
barriers  

Language proficiency 
Denied coverage  
Poor health literacy and lack of 
understanding of health information 
Lack of proper identification (ID) 
 

Medicaid enrollment 
facilitators 

Assistance with enrollment and forms 
Providing a translator 
“How-to videos” instruction 
Being treated with respect as a person to 
address stigma 
Group settings fore Medicaid enrollment 
assistance and instruction 

 

Evidence of Trustworthiness 

To ensure credibility, I used reflection and asked clarifying questions if I was not 

certain what was meant by the participant’s response for agreement. To ensure the 

highest level of transferability, this study contained rich and detailed accounts of the 

participant’s experiences and perceptions to generalize the study findings in other 

situations and context beyond the scope of the study. To ensure dependability, I 

highlighted in this chapter, any changes made or observed during this study, as well as 

provided details of the conceptualization, data collection and analysis, and reported any 

changes in the results. To ensure confirmability, I used data triangulation to compare and 

crosscheck the consistency of the data. I reviewed the audio recordings several times and 

compared it to the transcripts throughout data analysis. Due to the shorter time spent in 

jail, some of the study participants were released upon my return limiting the ability for 
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future interviews. Therefore, I did not factor in the study participants reviewing their 

transcripts after the interviews or before data analysis to ensure consistency and fairness. 

The member checks consisted of me reviewing the audio recordings several times, 

transcribing the participant’s actual words to the best of my ability, and paraphrasing and 

summarizing the information for accuracy of the data collected. I also sought input and 

guidance from the dissertation committee to ensure methods and interpretations were 

cross-referenced.  

Results 

This qualitative phenomenological study describes the lived experiences of 

women offenders with Medicaid enrollment under the ACA while in jail as a reentry 

service. Through data collection and analysis, I asked 11 study participants to provide 

detailed responses to ten research questions (Appendix C) related to her perceptions and 

experiences with Medicaid coverage and enrollment while in jail during reentry. The 

study participants were very vocal and informative, and the overall perception is that 

Medicaid enrollment is needed and necessary for women offenders in jail as a health care 

related reentry service. This section describes the findings and is organized by the 

following five categories, which represent the ten interview questions that addressed the 

three research questions: (a) Purpose of Medicaid coverage; (b) Attitudes towards 

Medicaid enrollment opportunities while in jail; (c) Barriers and facilitators to Medicaid 

enrollment while in jail; (d) Health concerns that could be addressed by access to 

Medicaid coverage; and (e) Linkages to community health organizations upon release.  

Purpose of Medicaid Coverage 
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 It was important to understand if the study participants were familiar with the 

purpose of Medicaid coverage and the ACA. Nine of the 11 study participants were 

familiar with Medicaid coverage, and two of the 11 study participants indicated they did 

not know about Medicaid coverage. Three of the 11 study participants never heard of 

ACA. The overall perceptions for most study participants that emerged as secondary 

themes included the benefits of Medicaid such as providing access to insurance for 

health; coverage for hospitals visits and surgeries; coverage for moms and babies; and 

coverage for people with limited resources. Below is a sample of responses that 

addressed this category.  

 P1: It helps people who cannot afford personal insurance or health coverage. It is 

a good program for mommies who cannot take their babies to the doctors. 

P2: Well insurance that’s what I know. Meaning insurance for health, well to 

cover your medicines and things like that. 

P5:  you have insurance for you for you to cover medical bills or anything while 

you at the hospital or injured in a car accident.  

P10: I used to have Medicaid coverage for surgeries, hospital bills, and 

emergency room visits and a lot of things. 

Despite most of the study participants being familiar with Medicaid coverage, two of the 

11 study participants felt that Medicaid coverage was not on the same level as private 

insurance and provided limited health care coverage. 

P3: It’s subpar it is insurance but subpar to private insurance companies. I mean 

that it’s not as inclusive, Medicaid or what I think or what my perception is that it 
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would not cover as many procedures, you might have less of a pool of doctors to 

choose from, and that is in particularly because Medicaid pays less to the doctors, 

and you probably will not be able to get top-notch physicians (jail door slams on 

outside) because it is a government run program. 

P7: Poor people. That it’s for poor people! And they just feel bad for us so they 

want to throw us some insurance… Private insurance is for people who have 

money you can pay for it. Medicaid is just something that I feel like the 

government wants to put out to try to make themselves look good. 

 Previous literature suggested that a lack of knowledge of health care insurance 

options might be a barrier to accessing care (Marks & Turner, 2014). , However, most of 

the study participants showed a willingness to share in detail what they knew about 

Medicaid coverage and demonstrated that they adequate knowledge of Medicaid and the 

ACA. 

Attitude Towards Medicaid Enrollment Opportunities While in Jail 

Most of the study participants were vocal about their attitudes towards Medicaid 

enrollment opportunities while in jail. The secondary themes that detailed their attitudes 

included: positive perceptions; negative perceptions; and neutral perceptions. Nine of the 

11 study participants had positive perceptions towards Medicaid enrollment opportunities 

while in jail and the one study participant who felt “neutral” and did not need Medicaid 

enrollment assistance, thought others could benefit from the opportunity. One other 

participant thought that it was pointless and not needed at all. Three of the 11 study 

participants provided in-depth responses related to their positive perceptions (including 
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the study participant with a neutral response) that emphasized the importance of the 

opportunity, which is expressed below. 

P4: I think it is good because I do not know about Medicaid insurance and how to 

get it when I leave the jail. Insurance is important to me and my babies... Nobody 

talk to me about coverage and no experience with it. 

P8: It is awesome... For people who don’t receive or have not previously dealt 

with doctors… A great reentry asset… Continue care… Bridge the gap. 

P10: Me personally, I didn’t need any help, but there are some inmates who do 

need people to help them because they are not sure they don’t know how to go 

about that or use their resources. People do not know where to go when released 

from jail.  

 Most of the study participants had positive attitudes and perceptions towards 

Medicaid enrollment opportunities and indicated that Medicaid was important to them. It 

is important to note that funding was reduced to support Medicaid enrollment assistance 

in the jail before the onset of data collection. Despite most study participants not having 

the experience of meeting with someone to assist with Medicaid enrollment (which I 

learned after asking this interview question), they still felt favorable towards the 

opportunity to be enrolled and encouraged it for all people who were eligible. The 

positive perceptions expressed by the study participants can be seen as a facilitator and 

could support the need for Medicaid enrollment opportunities, as there appeared to be 

minimal resistance to receiving this opportunity. 

Medicaid Enrollment Experience While in Jail 
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Three of the 11 study participants indicated that they had met with an enrollment 

specialist and provided accounts of the experience.  

P5: I was happy; it was a good for me. I just seen things like what type of 

insurance group I was with, and me do I have a home to go to when I leave here 

and food stamps and stuff she was showing me her little paper with the options on 

it and stuff she was really organized and stuff and letting me know that she would 

help me and things. So yes I think on the lady out there. Ms. Joy she was talking 

to me about like if I need, what do I need help with on the outside like food 

stamps, and stuff, did I have insurance, did I have shoes, clothes and everything, 

and did I need help with the job and things like that. 

P8: I have had someone come talk to me but from my understanding, you have to 

be a resident in the state perhaps when you leave here. I talk to someone about it 

when I was here in early 2015 when I was waiting for … but I guess that’s too 

much information (then giggles). I filled out a form and everything and I was 

covered when I left the jail but this time around I heard people say they had to 

have an address to send it to in in the county, so that’s why I did not touch 

because I knew that I was not returning to county. It was a flyer up and it’s 

actually an ongoing situation where you can put in a blue slip or a special form to 

talk with the Medicaid people and I just never like explored that option because in 

my mind I was told that you have to have a county address for them to send a card 

to so I kind of like chalked it up and said well I will just apply once I get out of 
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here. I am in a position to be able to fill it out the paperwork and if there are areas 

on the application that were difficult, it would be resourceful to help them out. 

P9: I remember a few months ago somebody came here for insurance or insurance 

company, they signed up everybody’s name that they knew didn’t have any 

insurance. But my problem was that I didn’t have any address outside so I asked 

them I need can you send it here but they said no you have to have an address 

outside, I didn’t have access to an address, I told them one of my friends address 

but my friends said I didn’t receive that. And yes the blue paper, so you need 

some… license or MVA, or some stuff like they gonna help you if you don’t have 

ID…  

One participant indicated that she met with the reentry worker but for other 

resources not related to health care. This participant indicated she was knowledgeable 

about Medicaid enrollment and the ease of getting enrolled on her own when released. 

P10: There is someone, they’ve came to me and I have met with the reentry 

worker for other resources but not for health care because I know how to go about 

that. This past time when I was released I just went online and filled out the 

enrollment form and my information came in the mail the card everything for my 

son and myself. Nothing was difficult it was pretty easy it was pretty much self-

explanatory, general questions. 

The few study participants who met with an enrollment specialist expressed 

having a positive experience; but again, the reduced funding appears to have had an 

impact on the ability to offer this opportunity. The remaining study participants had not 
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met with an enrollment specialist. One study participant who had not had the opportunity 

to meet with enrollment specialist indicated her first time talking with anybody about 

Medicaid, since being in jail, was in the interview with me. Two other participants 

indicated that they were not offered Medicaid enrollment since they already had other 

insurance. One participant indicated she had not met with anyone and did not want to 

meet with anyone.  

I was not able to ask about jail times to avoid disclosure of charges, therefore was 

unable to ascertain the length of time the study participants had been in jail. It appears 

that those who did not meet with an enrollment specialist entered the jail after funding for 

the enrollment specialist was reduced. Based on the responses related to the “opportunity 

for” and not “the experience” of Medicaid enrollment, many of the study participants 

were interested in meeting with an enrollment specialist. They felt it would have been 

beneficial if they had the opportunity to discuss and enroll in Medicaid because they 

really needed insurance upon release from incarceration. 

Barriers and Facilitators to Medicaid Enrollment While in Jail 
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Figure 2. Node: Study participants who reported barriers to Medicaid enrollment. 

 

Most of the study participants provided their beliefs of what was not working well 

or would not work well (barriers) with Medicaid enrollment while in jail as shown in 

Figure 2. Below are some of the responses: 

P1: The struggle I see is many people get turned away very bad. I don’t think 

nobody should be turned away like when them go for social services or apply for 
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Medicaid or whatever they need, they should not be turned away because they 

don’t meet certain expectations of the people that’s offering this program. So a lot 

of people come in here and they don’t have identification. A lot of people weren’t 

born in the state here like me I was born in Jamaica, come here when I was 

younger. But oh a lot of people have green cards or don’t have green cards, they 

don’t have ID, no home address, don’t have a lot of things, but they need 

coverage. And then there are a lot of illiterate people that can’t read nor write. So 

they are going to need help. A lot of people speak a foreign language and a lot of 

them would be too ashamed sometimes to reach out, but yeah in a situation like 

this, there should be one person of each nationality, and office like this one to 

translate for each person that, from different places like that so they can 

understand. 

P4: Nobody come and talk to me about Medicaid insurance or coverage in jail and 

I have children. 

P8: A lot of people come here and they don’t have a home. They don’t have a 

home to go to so, they don’t have an address or they are here from another state 

and just got caught up. So they don’t know if they can transfer it to another part 

when they go back to their original residence. A lot of people think that just 

because they have a felony, they are not eligible for Medicaid. So those are some 

of the barriers although some may be fabricated or some may be actual barriers. 

P9: I didn’t know that it was important because everybody forget about the people 

that are in the jail or they don’t care about us. I’m a human being, because most of 
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them think we are animals, we are not animals we are human beings, we need 

everything. I was mad and I thought this government doesn’t care about us, and 

nobody cares about us: the case manager or nobody, and you are here listening to 

us, but hopefully something good will happen in the future. 

P10: It is a concern because some people do not have ID or an address. They are 

homeless or they don’t have anywhere to go when they are released from jail or 

are on the outside. They do not even know that you can go online to apply for 

insurance. 

The secondary themes related to Medicaid enrollment barriers are highlighted 

above in the responses to include: language proficiency; denied coverage; poor health 

literacy and lack of understanding of health information; and lack of proper ID. These 

findings are consistent with previous literature related to barriers that exist when 

considering Medicaid enrollment in correctional facilities. 
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Figure 3. Node: Study participants who reported facilitators to Medicaid enrollment. 

 
Most of the study participants also provided their beliefs of what was working 

well or could work well (facilitators) with Medicaid enrollment while in jail as 

represented in Figure 3. Below are some of the detailed responses: 

P2: To be able to have help filling out the papers, the forms, because I know about 

Medicaid for my daughters and I had before for them but it is different because it 

is something separate from them so now I need more orientation about me. I 
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would need to know what the coverage is, where can I use the Medicaid, and what 

kind of medicine and who accepts Medicaid. I have a drivers license so getting 

and ID is not a problem for me. Because I had before with my kids I would want 

to know if they were going to give me the same ID number or something like that. 

P10: Maybe bring in their laptop, sit down with that person or inmate, and show 

them how to apply. Maybe it should be someone who is directly dedicated to 

Medicaid, because they know more about it and reentry. They could say, “Here is 

how you get your GED,” and be more hands-on. Maybe have an application 

handy for me, maybe have examples of applications, a video on how to fill it out, 

because some people just don’t know.  

P6: I would be able to understand the forms and not need assistance with that. 

However, having someone there at the jail to assist with enrollment would be 

beneficial. 

P8: How soon would insurance be available? What are the different plans and 

PPOs, I mean HMOs that I could subscribe to? I guess how often do I need to re-

certify and stuff like that? Also what does it cover? I would think just rather than 

having a flyer up, because sometimes some people don’t see a fly and it will skip 

their minds to go and apply and sign up for it just to have more so like an 

assembly where it’s I won’t say mandatory but it is more so in your face we are 

coming in to survey people you know to see if they want to sign up for health care 

you can sign up after we explained you know have a workshop where they are 

talking and engaging with you and allowing them to sign up after the conclusion 
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of the message or announcement versus outlier, you know I’ve seen a lot of flyers 

and I’ve signed up for a lot of things but they either, they never happen, or just 

didn’t get scheduled, or it got pushed back, but instead of that I would say, an 

announcement like we have other assemblies in the main hall and have people 

sign up after. 

P3: Well, probably because for some people you would have to have a Spanish-

speaking specialist. So you need a translator, you need to read aloud because 

maybe some people don’t read and say I will just pass on enrolling. I guess make 

it fun and important to the women. Explain that this is to benefit them and that 

they deserve it, they deserve to have good medical care. 

The secondary themes related to Medicaid enrollment facilitators are highlighted 

above in the responses to include: assistance with enrollment and forms; access to a 

translator; providing how-to videos; being treated with respect as a person to address 

stigma; and providing group settings for enrollment assistance and instruction. Most of 

these findings are consistent with previous literature related to facilitators when 

considering Medicaid enrollment in correctional facilities. However, the study 

participants identified additional areas for consideration such as providing group settings 

for enrollment assistance and instruction, and using how-to videos to assist with 

Medicaid enrollment in the jail. 

Health Concerns That Could Be Addressed by Access to Medicaid 

Coverage 
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Figure 4. Node: Health concerns reported by study participants. 

 
 All of the study participants provided their perceptions related to health concerns 

that could be addressed by having Medicaid coverage upon release as represented in 

Figure 4. Although not shown in Figure 4, the primary child nodes that emerged were 

women’s health (n=8), mental health (n=5), drug addition (n=5), and basic health – 

physicals (n=5). Women’s health, mental health, and drug addiction have been reference 
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in previous studies, as being some of the greatest health care needs for women offenders. 

There were other child nodes identified by a few of the study participants, and one study 

participant indicated that maintain her dental work was important because she liked 

candy and everybody likes candy and has cavities. Another study participant indicated 

that eye care, and being able to get glasses, was important to her. Both study participants 

that talked about dental and eye care both felt that Medicaid did not cover these services 

but should. However, very few study participants mentioned mothers and pregnant 

women (n=3) as a health concern. When speaking of women health issues, most women 

referred to mammograms, well women visits, STIs, and gynecological care, but not 

related to pregnant women and mothers. This was an interesting finding especially since 

most of the women were knowledgeable about Medicaid providing insurance for mothers 

and babies. Lastly, “other health” conditions reported by a small number of study 

participants included needing specialized medical supplies for specific needs (e.g., 

dermatology, diabetes, and rheumatology). Very few study participants identified chronic 

disease such as heart disease, cancer, and diabetes, which has been known to be health 

challenges for women offenders.  

Community Health Organizations Linkages Upon Release  

Ten of the 11 study participants described their level of comfort to being linked 

with the appropriate community health organizations to receive services to meet their 

health care needs. Six study participants had negative perceptions, three study 

participants had neutral perceptions, and one study participant had a positive perception 

as represented in Figure 4. One of the study participants responded; however, the 
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response indicated a lack of understanding the question and therefore was excluded. 

Below are some of the thoughts and perceptions of the study participants. 

 

 

Figure 5. Node: Study participants’ perceptions related to community health linkages. 

P5: I would be linked with the appropriate community health organizations so that 

I could get the services that I need to take care of my health and be healthy with 

myself and then at the same time be able to take care of my mom.  

P4: I really don’t know. 
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P8: I would say both however, I have dealt with Medicaid on the outside or social 

services and also I’m going to be released through the reentry program so they 

actually liaison with me about a lot of benefit and community resources that I can 

use once I am outta here with the reentry cry then I can catch the bus. So I can get 

to those appointments.  

P10: I wouldn’t necessarily say they are doing a good job but I wouldn’t say that 

they’re doing a bad job either. They are just presenting the information and 

whether you go with it is upon you. 

P2: Well now I am worried and thinking about I don’t have insurance, if I 

received the help from Medicaid I would feel good. I would then have something 

that would help me then go to the doctor. 

P3: I am skeptical that it would do very much because a lot of the perception here 

is that these people are just lost cause that it and the women feel it too… that they 

would care enough to make sure that when people you know when they are 

released, they have a basket full of tools that they can use in their comfortable 

with those tools, I am skeptical about that. 

P6: I think they could do better 

P7: I feel like it only applies to certain people… When I say that I feel like when 

they look at our files they be like oh I feel so bad for this person we’re going to 

help them with all the resources that they need, you know, as some people they 

don’t do as much for as they do for others, so I feel like it solely up to that like 

each person and what is it about their case in their file, etc. like me… I have 
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limited resources, but not too much seeing as if I don’t plan to live here, so not 

really much I could do with it, but being as though somebody else would be 

interested, you are not offering it to them. 

P9: That I don’t think so is not that much information here they give us a little 

information but we need more information, for example myself and I go outside 

and I release from here, so my first concern is about my job, my place, my 

insurance, so I rather to have somebody help me from here to find out what can I 

do when I get release from here, and don’t waste my time just find what I’m 

looking for, like I don’t know where should I go what is the best place for me 

where is that I don’t know, so I rather to have the information here, but nobody’s 

here for telling us. Or give us information about this stuff. 

 P11: Not comfortable at all. Because they just do not keep up, if they are not 

caring for you when you come in it is no way they can help with resources on the 

outside. I am not even expecting them to. 

It was an unexpected finding that 6 of the 11 study participants would have 

negative feelings about being linked to community health organizations upon reentry. 

The study participants highly stressed that they did not feel confident they would get the 

health care services they would need upon reentry into their communities. Previous 

literature suggests that a lack of coordination and linkages between reentry programs and 

community health organizations can be a barrier to positive health outcomes for 

incarcerated individuals. The responses received from the participants in my study 

support these findings. 
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Summary 

Three emerging primary themes were identified based on the responses of 11 

study participants: purpose of Medicaid coverage; Medicaid enrollment opportunities; 

and Medicaid enrollment barriers and facilitators related to the experience. Five 

categories were used to highlight the findings of this study: (a) Purpose of Medicaid 

coverage; (b) Attitudes towards Medicaid enrollment opportunities while in jail; (c) 

Barriers and facilitators to Medicaid enrollment while in jail; (d) Health concerns that 

could be addressed by access to Medicaid coverage; and (e) Linkages to community 

health organizations upon release.  

Medicaid coverage was perceived by most of the women as important and 

needed. The 11 study participants had an adequate understanding of Medicaid coverage 

and all except one participant, expressed a favorable perception related to the value of 

Medicaid enrollment opportunities and that it was really needed especially for women 

offenders in jail. The secondary themes that emerged related to the purpose of Medicaid 

coverage included providing access to insurance for health, coverage for hospital visits 

and surgeries, coverage for mothers and babies, and coverage for people with limited 

resources. Many of the women had positive perceptions and adequate knowledge about 

the purpose of Medicaid coverage. However, two of the study participants expressed 

strong negative perceptions related to Medicaid. One study participant indicated that it 

was subpar to other types of insurance and did not cover quality health care and the other 

study participant indicated it was the type of insurance that the government just threw to 

poor people to make the government look good. 
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Most of the study participants had favorable perceptions towards Medicaid 

enrollment opportunities while in jail, despite only three women having the experience of 

meeting with an enrollment specialist while in jail. The other eight women, except for 

one, expressed that they would have liked to speak with someone about Medicaid 

enrollment. This was an unexpected finding that being able to meet with a Medicaid 

enrollment specialist was truly needed and desired by the study participants who had 

never had encounter with an enrollment specialist. Many of the women spoke about 

themselves as well as others, include male offenders, needing health care coverage and 

also indicated that the most consistent health care they received was while incarcerated. 

The ability to be enrolled in Medicaid while in jail seemed important for the study 

participants to maintain continuity of care received before, during, and after 

incarceration. 

Medicaid enrollment barriers were identified as a primary theme and secondary 

themes included language proficiency; denied coverage; poor health literacy and the lack 

of understanding of health information; and the lack of proper ID. These perceived 

barriers support the literature that suggested that poor health literacy, the lack of 

documentation, and language proficiency are Medicaid enrollment opportunities. 

Medicaid enrollment facilitators were also identified as a primary theme and secondary 

themes. Study participants provided their perceptions of the facilitators to Medicaid 

enrollment such as assistance with enrollment and the forms; providing a translator; using 

how-to-videos; being treated with respect as a person to address stigma; and providing 

group settings for enrollment opportunities and instruction. Some of the study 
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participants felt that they should be treated with respect when being offered assistance 

with reentry services to include Medicaid. Although stigma was not mentioned directly, 

many of the study participants felt uncomfortable about asking about getting assistance 

for fear of not being treated like a respected person and that Medicaid was only for poor 

people or lacked resources. Previous literature indicated that stigma has often been seen 

as a barrier to seeking health care insurance as well as lack of understanding of the 

Medicaid enrollment process and forms.  

Most of the participants reported several health concerns that could be addressed 

with access to Medicaid. Past studies have suggested that women offenders often 

experience substance abuse and mental health issues more than adult male offenders. It 

was not surprising that mental health and substance abuse was identified as primary 

health care concerns that could be addressed by Medicaid coverage. Most of the study 

participants felt that women’s health was an important health care concern indicating that 

gender-responsive programming is still important and needed.  

An unusual finding was that the study participants felt that basic health (e.g., 

physicals) was a priority health care concern. However, many did not identify mothers 

and pregnancy as a health concern. This could be that most of the study participants knew 

that Medicaid covers moms, pregnant women, and children, and other issues needed to be 

noted as important.  

Six of the 11 study participants had negative feelings about linkages to 

community health organizations upon reentry and did not feel confident that they would 

get the health care services that they would need. This was an unexpected finding. One 
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participant even mentioned that she was not expecting them to provide linkages and she 

did not care. Previous literature suggests that a lack of coordination and linkages between 

reentry programs and community health organizations can be a barrier to positive health 

outcomes for incarcerated individuals and findings from this study suggests the same.  

Lastly, when given the opportunity to indicate if they wanted to provide anything 

else or had any other concerns, another unexpected theme emerged related to health care 

received inside the jail. The study participants understood that this study was about the 

opportunity and experience of Medicaid enrollment but also expressed their perceptions 

of health care inside the jail. Several study participants expressed that they felt the care 

inside the jail was adequate and some even indicated it was the first time in a while that 

they had received health care services. However, many indicated that the care was often 

delayed and getting to sick call (e.g., emergency care) was often difficult. 

In Chapter 5, I will present the interpretation of the findings, limitations of the 

study, recommendations for further studies, and implications for positive social change. I 

will also highlight the correlation of the study findings to previous literature and the 

conceptual framework used for this study.  
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Chapter 5: Discussion, Conclusions, and Recommendations 

Introduction 

The purpose of this study was to understand a gap in the literature: the lived 

experiences of women offenders with Medicaid enrollment before being released from 

jail. Some studies have addressed different barriers to reentry in correctional facilities; 

but no research was found that examined the experiences of women offenders and their 

healthcare needs upon reentry, such as Medicaid enrollment (Phillips, 2010; Herrschaft, 

Veysey, Tubman-Carbone, & Christian, 2009). This study sought to provide additional 

insight for correctional facility leadership, community health organizations, and 

policymakers on the issues women offenders face when addressing their healthcare needs 

and healthcare coverage before release from incarceration.  

Eleven study participants provided their perceptions about their experiences 

related to Medicaid enrollment and attitudes towards Medicaid coverage. Three research 

questions and ten interview questions guided the focus and findings of this study. The 

key findings of this study are organized by five categories: (a) Understanding the purpose 

of Medicaid coverage; (b) Attitudes towards Medicaid enrollment opportunities while in 

jail; (c) Barriers and facilitators to Medicaid enrollment while in jail; (d) Health concerns 

that could be addressed by access to Medicaid coverage; and (e) Linkages to community 

health organizations upon release.  

Most of the study participants had an understanding of the purpose and benefits of 

Medicaid coverage and also had favorable perceptions of Medicaid enrollment 

opportunities. Despite only a small number of participants having experienced Medicaid 
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enrollment while in jail, most identified several barriers to Medicaid enrollment. 

However, the participants were able to (a) provide valuable insight into some of the 

facilitators that have fostered the Medicaid enrollment experience, (b) highlight key 

health concerns, and (c) recommend future practices. The findings overall suggested that 

Medicaid coverage and enrollment is important and it was desired by the participants at 

this jail.  

Interpretation of the Findings 

My interpretation of the study findings confirmed and extended what was found 

in the peer-reviewed literature. A qualitative study design allowed me to analyze the data 

into three primary themes: Purpose of Medicaid coverage; Medicaid enrollment 

opportunities; and Medicaid enrollment barriers and facilitators related to the experience. 

The findings related to the phenomenon and the research questions were presented in the 

five categories mentioned above, based on the perceptions of women offenders in a jail 

setting. I used NVivo to organize and code the data. 

Marks & Tuner (2014) suggested that a lack of knowledge of health care 

insurance options could be a barrier to accessing care. However, all 11 of the participants 

demonstrated their knowledge and understanding of the purpose of Medicaid and the 

ACA. Secondary themes that related to the purpose of Medicaid included access to health 

insurance, coverage for hospital visits and surgeries, coverage for mothers and babies, 

and coverage for people with limited resources. 

The ACA legislation has provided the opportunity for jail-involved individuals to 

be screened for coverage eligibility, maintain coverage, and be linked to community 
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health resources upon their release (Regenstein & Rosenbaum, 2014). Regenstein & 

Rosenbaum (2014) suggested that correctional facilities might lack the capacity to 

provide enrollment services. Nine of the 11 study participants had favorable attitudes 

toward Medicaid enrollment opportunities. However, only three study participants had 

the opportunity to actually meet with an enrollment specialist due to a reduction in 

funding before the start of the data collection period. This finding supports the literature 

that suggests one of the greatest transitional service needs reported by women offenders 

during pre-release interviews is public health insurance (Garcia & Ritter, 2012). 

Eight of the 11 study participants reported barriers and facilitators to Medicaid 

enrollment while in jail and several secondary themes emerged. Riche et al. (2013) 

suggests that limitations to access to health care such as Medicaid enrollment can be 

linked to women offenders often requiring significant assistance in obtaining services 

upon reentry due to lower health literacy rates. Stuber and Bradley (2005) interviewed 

women primarily at several community health centers during clinic visits to assess if 

education, reported health problems, misinformation about Medicaid and the enrollment 

process served as barriers to Medicaid enrollment. Findings indicated that the Medicaid 

application process was cumbersome, having a physical health problem (including mental 

health needs), and a lack of education presented Medicaid enrollment barriers (Stuber & 

Bradley, 2005). Those respondents with prior experience related to the Medicaid program 

reported fewer barriers to enrollment. It was not surprising that the overall perceptions of 

participants in my study who did not have prior experience with Medicaid coverage 

supported the literature that barriers do exist related to Medicaid enrollment. Study 
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participants identified health literacy, language proficiency, being denied coverage, and 

the lack of proper identification as barriers to obtaining Medicaid coverage. However, to 

address some of these barriers, study participants identified assistance with enrollment 

and the forms, providing a translator, and being treated with respect as a person to 

address stigma as facilitators to obtaining Medicaid coverage.  

The top health concern identified by the study participants was women’s health. 

Cobinna (2010) suggested gender-responsive reentry services, access to health care and 

insurance are critical in the successful reentry of women offenders because of their 

unique health care needs. Female ex-offenders have unique and different needs (e.g., 

reproductive health care) compared to male ex-offenders that should be considered in 

reentry program planning (Cobbina, 2010). The study participants also identified mental 

health and drug addiction as important health care issues. However, without adequate 

insurance, they cannot access routine medical appointments and gain access to important 

screening tests and treatment of chronic diseases (Springer, 2010). This finding from my 

study also supports the literature that women offenders often experience greater rates of 

mental health challenges and addictions compared to their male counterparts and can 

benefit from access to behavioral health care through health care coverage (Cobbina, 

2010; Malave, 2014). 

Women offenders often lacked services needed to foster community reentry, and 

gender-responsive programs and services are needed for successful reintegration back 

into their communities (Brooks: 2014; Mallicoat, 2011; Herrschaft, Veysey, Tubman-

Carbone, & Christian, 2009). Also, jail-involved women tend to be uninsured due to a 
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variety of reasons and the only consistent health care many receive may be while 

incarcerated (Fitzgerald, Cohen, Hyams, Sullivan, & Johnson, 2014; Malave, 2014; 

Marks & Turner, 2014). As a result, women offenders may have unmet health care needs 

and experience recidivism due to lack of health care coverage and coordination between 

the jail and community health settings (Malave, 2014; Marks & Turner, 2014). My study 

findings support the literature in that six of the 11 study participants did not feel 

confident that they would be linked to community health organizations. They also felt 

they would not have access to health care and unmet health care needs unless they 

received Medicaid enrollment assistance as a reentry service. Discharge planning and the 

connection with health care services and coverage in the community is critical for reentry 

and access to health care because of the various health care needs that can be exacerbated 

if services and medications are not rendered to offenders (Ejike-King & Dorsey, 2014; 

Malave, 2014).  

The theoretical framework for this study was the Andersen’s behavioral model 

and the adaptation of this model for vulnerable populations that has been used to examine 

both the individual and contextual determinants of health service usage. This model has 

three major components: predisposing factors; enabling factors; and need factors 

(Babitsch, Gohl, & von Lengerke, 2012). This study focused on the enabling factors 

component including the conditions that foster service utilization such as health insurance 

(e.g., Medicaid) and the influence of health policies on access to health care. Andersen 

(1995) suggested that community and personal enabling resources should be present 
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including health personnel and availability of facilities. If these enabling factors are 

available, then individuals have the means to access the services and utilize the services. 

The perceptions of the participants in my study support this theory related to 

enabling factors and the impact on determinants of health service usage. As mentioned 

earlier, the funding for the enrollment specialist was reduced and 8 of the 11 of the study 

participants were not afforded the experience to meet with the individual, which could 

impact their access to health care. Those that had the experience with an enrollment 

specialist indicated that this enabling factor (access to the Medicaid enrollment 

experience and coverage) was a positive experience and did provide the opportunity to 

access services. Another enabling factor present was that most of the study participants 

had knowledge of Medicaid and the benefits of coverage. Other enabling factors that 

were seen as limited or a barrier through the lens of the study participants included their 

lack of confidence in discharge planning and linkages to community health organizations, 

limitation of Medicaid enrollment and assistance while in jail, and the lack of 

documentation (e.g., ID) to be eligible for Medicaid. Many jails, without proper funding, 

do not have the capacity and resources to participate in enrollment or re-enrollment 

activities and many offenders lack the documentation to determine eligibility for 

Medicaid (Marks & Turner, 2014). However, most of the study participants felt that 

access to Medicaid enrollment would be enhanced if enabling factors (facilitators) such 

as assistance with enrollment and the forms; having a translator; using how-to-videos; 

being treated with respect; and providing group settings for enrollment opportunities 

were available.  
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Limitations of Study 

This study focused on the perceptions of women offenders using purposeful 

sampling of a specific population through qualitative interviews. As with any study that 

uses purposeful sampling, there will be bias and errors. I did not collect any demographic 

data for this study, and therefore the findings do not describe the demographics of the 

study participants. This study focused on experiences of the study participants with 

Medicaid enrollment and not on the impact of enrollment and health outcomes after 

release from incarceration. Also because the funding was reduced to support an 

enrollment specialist, only a small number of women in the study had the experience of 

meeting with enrollment specialist. 

Recommendations 

Ten of the study participants reported that having assistance with Medicaid 

enrollment opportunities and coverage is important and needed. Many of the study 

participants would have welcomed the opportunity to meet with an enrollment specialist 

but were not able to do so due to limited resources at the study site. Study participants 

identified several barriers that needed to be addressed and facilitators to address these 

barriers to Medicaid enrollment. Study participants recommended that resources be 

identified to have a dedicated person to coordinate Medicaid enrollment, assistance in 

filling out the paperwork and getting the proper documentation. Study participants felt 

that coordinating Medicaid enrollment in a group setting while treating the women 

offenders with respect could address stigma and offer peer support. They also described 

the need for assistance with health literacy and language barriers. Surprisingly, I learned 
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that the study participants also felt that men face similar challenges when accessing 

health care and men’s needs should also be examined and explored in future studies. 

My first recommendation is to interview reentry staff or staff involved in 

discharge planning to get their thoughts and perceptions about the benefits of Medicaid 

enrollment opportunities in the jails including the barriers and facilitators. This was a 

limitation of this study and exploring the perceptions of staff could identify best practices 

or challenges faced when trying to provide these services. My second recommendation is 

future research conducted on women ex-offenders who experienced Medicaid enrollment 

and the impact on health outcomes. There could be a correlation between women ex-

offenders being enrollment in Medicaid while in jail and a positive impact on their health 

outcomes. My third recommendation is a comparison study between a correctional 

facility (e.g., jail) in a state that has expanded Medicaid to a state that has not 

implemented the ACA and expanded Medicaid. This could identify best practices and 

limitations to Medicaid enrollment during reentry. 

Lastly, I asked all study participants in the final interview question, if there was 

anything else that they wanted to share that was not already addressed in the interview. 

All appreciated the opportunity to be heard and provide a voice, however, reiterated that 

everyone should have access to healthcare. One study participant recommended 

policymakers need to try harder to make this happen regardless if someone has been 

incarcerated or not. Some of the study participants indicated that access to health care 

while in jail could be better which was an unexpected recommendation. Several of the 

study participants felt that there although there is access to health care while in jail, it was 
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often significantly delayed and also described emergency care (sick call) as difficult to 

obtain. Therefore, recommended that additional research should be considered related to 

the experiences of women offenders with health care services within jail settings and 

implications for policy.  

Implications 

Cuellar and Cheema (2012) suggested additional research be conducted that can 

impact policy about the opportunity for this vulnerable population to take advantage of 

the Medicaid expansion. Reentry programming staff can be instrumental in Medicaid 

outreach and enrollment (Cuellar & Cheema, 2012). Policymakers could examine 

potential resources including funding that could assist reentry-programming staff or 

dedicated enrollment specialists in providing Medicaid enrollment to eligible women 

offenders through training and educational opportunities. Jails have the opportunity to 

serve as an enrollment site for those eligible for health care coverage during discharge 

planning and reentry however resources are needed (Regenstein & Rosenbaum, 2014). 

This study explored the barriers and facilitators and identified strengths and opportunities 

for improvement, as reported by the study participants related to the Medicaid enrollment 

process during reentry and implications for enhancing health care coverage. This study 

filled a gap by exploring the perceptions of women offenders interviewed at this study 

site related to Medicaid enrollment opportunities in a state that implemented the ACA 

and expanded Medicaid. Lastly, other states that have implemented the ACA and 

Medicaid expansion can utilize the study findings to incorporate or enhance Medicaid 

enrollment into their reentry program and process. 
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This study has the potential for positive social change at the organizational level 

and examination from policymakers related to the experiences of women offenders with 

Medicaid enrollment and attitudes towards Medicaid coverage. Correctional facilities, 

policy decision-makers, and community health organizations will be able to understand 

the issues women offenders identified in this study related to addressing health care 

coverage and needs before release from incarceration. Also, the opportunity exists to 

empower women offenders and provide education on Medicaid coverage and enrollment, 

accessing services, and foster linkages to community health organizations upon release 

back into their communities. 

Conclusion 

The ACA has been timely for providing enrollment for jail-involved individuals 

in Medicaid coverage. The SCA was instrumental in developing reentry programs that 

assist in reintegration of offenders back into their communities by providing various 

services including health-related reentry services. There were three major themes that 

emerged related to the lived experiences of the women offenders: Purpose of Medicaid 

coverage meaning; Medicaid enrollment opportunities; and Medicaid enrollment barriers 

and facilitators related to the experience. The findings were reported in five categories: 

(a) Purpose of Medicaid coverage; (b) Attitudes towards Medicaid enrollment 

opportunities while in jail; (c) Barriers and facilitators to Medicaid enrollment while in 

jail; (d) Health concerns that could be addressed by access to Medicaid coverage; and (e) 

Linkages to community health organizations upon release.  
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I was surprised that 9 of the 11 study participants understood the purpose and 

benefits of Medicaid coverage. I was also surprised that 8 of the 11 study participants 

were very vocal in describing several barriers to Medicaid enrollment and facilitators that 

support findings in previous literature stigma (e.g., being treated with respect as a 

person), health literacy, and the lack of access to health care. By exploring the lived 

experiences of women offenders, this study identified what knowledge and perceptions 

that women offenders have about Medicaid, the barriers and facilitators that exist to 

Medicaid enrollment, and the main health care issues identified as a priority. The study 

participants continued to emphasize that access to health care, assistance with Medicaid 

enrollment, and linkages to community health resources were very important and needed 

to address their health care concerns. Many of the study participants were worried that 

they would not have access to healthcare because they could not navigate through the 

enrollment process without assistance and would be ignored and overlooked because they 

were viewed as poor people who lacked resources.  

 The findings from this study support and contribute to previous research and 

literature related to the health care reentry needs of women offenders in a jail setting. 

These findings also suggest that correctional facilities and community health 

organizations should continue to examine policies and procedures to impact social 

change to enhance ways in which not only women offenders but other jail-involved 

individuals can be enrolled in Medicaid and have access to health care coverage. This 

could include examining the level of care received while in jail as well as linkages and 
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collaborations between correctional facilities and community health organizations to 

enhance continuity of care. 
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Appendix A: Letter to Participants 

 

Dear Participant, 

My name is Morrisa Rice and I am a student at Walden University. I am working 

on a study that will allow me to understand your thoughts as a woman offender related to 

Medicaid enrollment.  

In this study, I will talk with you about your experiences with Medicaid 

enrollment. Medicaid is a State and Federal program that helps low-income individuals 

and families pay for medical costs if they qualify. With Medicaid expansion, you may be 

able to get Medicaid when released from jail.  

The information collected will be through interviews with you. The interviews 

will be taped and I will take notes. Your honest answers are appreciated and will not 

impact the services you are getting in jail.  

If you have any questions you can reach me through the Reentry Manager at this 

jail. I am hoping that you will consider participating in this study. I look forward to 

speaking with you soon. 

Sincerely, 

Morrisa B. Rice, MHA 
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Appendix B: Qualitative Study Interview Guide 

Introduction 

 

v The privacy and confidentiality of all participants in this study will be protected 

from start to end. However, if a participant discloses any criminal activity or 

illegal activities, then it is the responsibility of the researcher to disclose this 

information to the jail officials. Otherwise the responses provided during the 

interview will not be shared with anyone other than the researcher. Do you have 

any issue or concerns regarding this study? 

v Do you have any questions or concerns regarding the informed consent form? 

v Do you give me permission to audio tape this interview? 

Study Number:   

 

Interview Questions 

1. What does Medicaid coverage mean to you? 

2. What is your attitude towards the opportunity to have access to Medicaid 

enrollment in jail prior to release? 

3. What has been your experience with Medicaid coverage under the ACA while in 

jail? (Prompt questions: access to affordable services such as women wellness 

exams, substance abuse services, and mental health services.) 

4. Access to health care insurance is important, so have you met with someone to 

discuss Medicaid enrollment upon reentry or release from jail? If so, tell me 
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about this experience/process and the type of support you have received? 

(Prompts: Programs, access to patient navigator, healthcare enrollment specialist, 

women-specific programs). 

5. What do you believe to be working well (facilitator) with Medicaid enrollment 

while in jail? (Prompts: A person who is dedicated to Medicaid enrollment, 

forms available, easy to understand) 

6. What do you believe is not working well (barrier) with Medicaid enrollment 

while in jail? (Prompts: Forms complicated, no ID, not interested in Medicaid 

enrollment, not organized or consistent) 

7. How do you think these barriers/facilitators to Medicaid enrollment will 

influence your access to health care when released from incarceration?  

8. Are there any health concerns that you feel can be addressed by having Medicaid 

coverage upon release from incarceration? If so please identify these health 

concerns? 

9. What is your level of comfort that you will be linked with the appropriate 

community health organizations to receive the services to meet your health care 

needs? 

10. Is there anything else you would like for me to know that we have not already 

addressed in this interview?  

Again thank you for your time. The information will be analyzed, summarized, and kept 

confidential by the researcher. Do you have any additional questions or need to me to 
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further explain anything? Your honestly regarding this study is greatly appreciated and 

will not impact in any way the services you are currently receiving.  

 

If you have any additional questions or concerns you can always reach me through the 

Reentry Manager at the Montgomery County Department of Correction and 

Rehabilitation Detention Services Division. Take good care. 
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