
THROUGH THE LOOKING GLASS:   

INTEGRATING MALE PRISONERS’ PERCEPTIONS AND VIEWS OF DEATH 

 

by 

AMY RODRIGUEZ 

REBECCA S. ALLEN, COMMITTEE CHAIR 
CARL B. CLEMENTS 

MARTHA CROWTHER 
GIYEON KIM 

PATRICIA A. PARMELEE 
JIMMY WILLIAMS 

 

A DISSERTATION 

 

Submitted in partial fulfillment of the requirements 
for the degree of Doctor of Philosophy 

in the Department of Psychology 
in the Graduate School of 

The University of Alabama 

 

 

TUSCALOOSA, ALABAMA 

 
 

2013 
 

 



 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 
Copyright Amy Rodriguez 2013 

ALL RIGHTS RESERVED 



 
 

ABSTRACT 

This mixed-method study consisted of two phases.  Participants included 119 prisoners 

from Donaldson Correctional Facility and the Hamilton Prison for the Aged and Infirmed in 

Alabama.  Due to the limited number of participants, SEM was not possible. Therefore, in Phase 

1, a series of hierarchical regressions was used to examine male prisoners’ attitudes toward dying 

as a function of health, social support, and perceptions measured through questionnaires. Results 

indicated inmate health and perceptions accounted for a significant amount of the variance in 

death anxiety and desire for hastened death.  

In Phase 2, content analysis was used to explore 32 in-depth qualitative interviews, 

regarding prisoners’ lived experiences and attitudes towards chronic illness and dying in prison. 

Qualitative interviews inquired about personal: 1) difficulties with disability and mobility, 2) 

conceptualizations of a good death in prison, and 3) acquisition of services.  Qualitative content 

analyses adopted a phenomenological perspective in order to explore the prisoners’ lived 

experience in-depth and in their own words, enriching and expanding the quantitative data 

collected in Phase 1.  Results indicated inmate’s often faced mobility challenges due to poor 

health and facility accommodations. In addition, secondary issues were reported including 

concerns regarding access to care, staff responsiveness, and financial strain. Views  
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regarding death in prison focused on physical details about the death, such as dying in your sleep 

or death occurring quickly with no pain.   

The current study considered implications for the relation of prisoners’ physical, 

cognitive, and mental health to death attitudes. Findings have public policy implications by 

providing information regarding physical, cognitive, and mental health targets for prisoner 

wellness and quality of life interventions during advanced chronic illness to reduce the cost of 

end-of-life care in the cash-strapped prison system. These include provision of psychoeducation 

for employee professional development and inmate mental health, as well as incorporation of 

inmate hospice workers in end-of-life care.    
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1. INTRODUCTION 

According to Carson & Sabol (2012), in 2011, a total of 1,598,780 inmates were in 

custody in either a state or federal prison, which is a 0.9% decrease in total prisoners from 2010.  

This change marked the second consecutive year the prison population decreased.  Prior to 2010, 

the population of prisoners in the United States  increased every year since 1980. Incarcerated 

populations are aging due to legislation such as the 3 strikes law and truth in sentencing laws, as 

well as the fact that aging adults are the largest age cohort in the country (Aday, 2003).  Within 

correctional facilities, physical disability and medical issues are a major source of difficulty for 

many offenders.  According to Mueller-Johnson & Dhami (2010), recreational activities, 

educational classes, and work programs in prison are typically designed for younger, able-bodied 

adults. Prisoner’s views of their own quality of life in prison, therefore, may be negatively 

influenced by age and disability. Whether such negative cognitions influence prisoners’ 

criminogenic thinking styles and attitudes of available healthcare within the prison setting is a 

major question within the current study.   Comprehensive investigation of prisoners’ health and 

views of death requires examining not only the environment in which the offenders reside, but 

also behavioral, psychological, and social factors that influence physical and mental health 

across a prisoner’s life course.   

Despite awareness of the need for renovation of correctional facilities, accessibility in 

prisons and adherence to the Americans with Disabilities Act (ADA; 1990) remains a problem 

impacting the lives of aging prisoners (Gross, 2007).  Aging and infirmed inmates may find
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themselves in physically challenging situations or choose to refrain from engaging in typical 

recreational, educational, and work activities to avoid physical difficulty.  Researchers report that 

based on these age-related differences, incarceration affects disabled and elderly prisoners more 

harshly.  Thus, aging prisoners may experience greater social isolation and mental health 

difficulties, including depression (Mueller-Johnson et al., 2010; Petierra, 1995).  Decreased 

social activity and increased psychological stress are related to physical health and are possible 

contributing factors in health decline (Schmalleger & Smykla, 2005).  In addition, physical 

health of prisoners with advanced chronic illness associated with aging may decline at a more 

rapid rate during incarceration in comparison with community dwelling individuals (Loeb, 

Steffensmeier, & Lawrence, 2008), requiring more intensive chronic medical care.   

A Life – Course Approach to Antisocial Behavior 

A prisoner’s lifestyle (e.g., physical, cognitive and emotional characteristics and 

behaviors) both before and during incarceration is important in understanding the underlying 

mechanisms of antisocial behavior and prisoner health.  Based on the importance of the history 

of criminogenic thinking and risk factors in relation to current prisoner health, attitudes, and 

behavior, a life course theoretical foundation will be used to explore these issues within the adult 

male prisoner population.   According to life course theory, each life includes various significant 

events and changes, some of which are relevant on a global level (e.g. historical events; war, 

natural disaster), while the impact of others are more localized (e.g. within one’s social network 

such as abuse or gang-related activity).  Socially established norms and structures of 

interpersonal relations provide the basis for the path an individual’s life may take and the 

individual’s satisfaction with that path.  Each person’s life “trajectory” consists of transitions in 
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personal state and relevant social roles.  Substantial change, either objective or subjective in 

nature, in one’s trajectory is considered a turning point.   

Using five core principles, Elder (1985) presented a life course theoretical framework for 

understanding how individual lives are organized and interact within a social realm. Life Course 

theory consists of five core principles:  1) life-span development, 2) timing, 3) time and place, 4) 

linked lives, and 5) agency.  First, life-span development explains that human development is a 

continuous process, extending across an entire lifetime from birth to death. Individual 

perceptions regarding life choices (i.e. past and future) are dynamic and change with age and 

experience.  This is true also among prisoners living out their lives within the prison system. 

Second, according to the principle of timing, the effect of specific events and experiences depend 

on when the incident occurred in one’s life.  In addition, the social meanings of various ages are 

fundamentally different, influencing individual behavior and attitudes via expectations and 

approval.  The developmental trajectory of a “chronic” aging offender (i.e. first incarcerated at 

age 18) would look different from that of a new aging offender, who is incarcerated for the first 

time in old age (Aday, 2003).  One might expect different patterns of antisocial thinking among 

these individuals, and this would affect each type of offender at different critical points of 

physical, cognitive, and mental health development.  For example, a first time aging offender 

may exhibit different death attitudes than a chronic aging offender because he may no longer 

have the ability to inhibit impulsive behavior resulting from criminogenic thinking due to 

declining cognitive ability. In contrast, a chronic aging offender’s death attitudes may be 

influenced by a lifetime of criminogenic thinking manifested behaviorally since adolescence or 

young adulthood despite healthy cognitive status.   



4 
 

Third, the principle of time and place pertains to the importance of the historical context 

of life experiences.  Therefore, different birth cohorts may be influenced by similar life events 

(e.g., economic downturns) in varying ways.  Due to cultural cohort differences, elder adults are 

less likely to have open attitudes toward mental health services that may relate to criminogenic 

thinking and health perceptions than younger generations (Currin, Hayslip, Schneider, & 

Kooken, 1998; Segal, Coolidge, Mincic, & O’Riley, 2005; Currin, 2003; Scogin & Shah, 2006). 

In addition, aging adults have a tendency to believe that mental health problems (e.g. 

Alzheimer’s disease) are a normal part of aging due to lack of health literacy and internalized 

aging stereotypes (Levy, 2009; Levy & Leifheit-Limson, 2009). Subsequently, older adults are 

less likely to report mental health symptoms and seek services than their younger generation 

counterparts, resulting in delayed diagnosis and treatment of medical and mental health 

conditions (Currin et al., 1998; Segal et al., 2005; Currin, 2003; Scogin et al., 2006).   

As described in the principle of linked lives, social networks influence an individual’s 

behaviors. Peer pressure to engage in group-based behavior is most consistent when the activity 

is based on group attitudes (Bagozzi & Burnkrant, 1979).  Therefore, individuals that find 

themselves in antisocial groups may experience greater pressure to engage in antisocial behavior 

during young adulthood, leading to a lifetime of incarceration.  Previous research (Gendreau, 

Goggin, Chanteloupe, & Andrews, 1992; Gendreau, Little, & Goggin, 1996; Mills, Kroner, 

Forth, 2002; Mills, Kroner, Hemmati, 2004) has reported antisocial associates among the greatest 

risk factors for criminal behaviors and reoffending (i.e. recidivism).   

Finally, the principle of agency states that although influenced by social factors (e.g. 

culture, location, events), an individual practices personal choice in conscious decision-making.  

While antisocial peers may influence one’s choice to engage in antisocial behavior, this risk 
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factor is not the sole cause of criminal behavior. Secondary factors related to antisocial behavior 

(e.g. familial support, education) may serve as buffers to antisocial behavior (Andrews & Bonta, 

1994).  Ultimately, the individual incorporates all factors and chooses a course of behavior.  For 

example, despite similar upbringing in an economically disadvantaged neighborhood, not all 

youth of low socioeconomic status turn to a life of delinquent behavior.  Thus, one’s trajectory is 

not the result of a sole internal or external source (Elder 1985; Elder, Johnson, & Crosner, 2003).    

Based on its comprehensive reasoning and application across contexts and the lifetime, the life 

course approach is the most appropriate for conceptualization of physical, cognitive and mental 

health issues related to chronic illness and death attitudes among incarcerated and aging adults.   

Psychological, social, and physiological factors influencing antisocial behavior 

Scholars in the fields of social psychology, sociology, and criminology offer multiple 

explanations regarding why people commit crimes.  Proposed factors include age-related 

influences, youth participation in social institutions that link lives (e.g. with antisocial associates; 

Gendreau et al., 1996; Mills et al., 2002), social rejection and ageism, and agentic disengagement 

among older adults.  In transitioning from adolescence to young adulthood, the actions and 

attitudes of peers bias one’s own behavior in a similar direction via the desire for social 

acceptance.  Exposure to maladaptive thinking styles during this developmental transition may 

make adoption of similar thinking patterns more likely.  Similarly, in the transition from 

adulthood to older adulthood, neurological changes occur that may reduce inhibition of 

impulsive behaviors and criminogenic thinking previously controlled in social contexts (Aday, 

2003).  As a result, physical health may suffer due to impulsive and risk-taking behaviors 

associated with declines in cognitive capacity.   
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Moreover, society rewards and praises adults for their competence and physical 

attractiveness.  Positive evaluations of performance or appearance provide people with a sense of 

identity and belonging (Aronson, 2008).  However, many aging adults find themselves in 

negative evaluations regarding the competence of their cognitive ability or physical performance 

and whether these factors reduce their contribution to society (Levy, 2009; Levy et al., 2009).  

The face of old age does not fit society’s schema of beauty, strength, or independence.  Feinberg 

(1984) explained this loss of identity as aging adults transitioning from multiple social roles (e.g. 

physically healthy, attractive, independent) to a single, somewhat forced, role of “aging adult.” 

This effect may be exacerbated within the restricted and often isolated lives of incarcerated and 

aging adults. 

As people slowly face the stigma of aging, these negative evaluations can have a drastic 

impact on their self-identity, self-esteem, psychological well-being, and behavior (Levy, 2009; 

Levy et al., 2009).  In addition, they may find themselves in a diminished circle of social support 

due to social circumstances (e.g., linked lives; Aday, 2003) or personal choice (e.g., agency).  

Regarding older adults, sociological theory holds that some find a new identity in delinquent 

behavior to cope with feelings of isolation (Aday, 2003; Aronson, 2008).  For example, Aday 

(2003) explains that some aging adults that begin shoplifting in old age do so despite financial 

stability, suggesting a psychological motive for delinquent behavior.   When attempting to adopt 

a new social role (e.g. retired older adult) during these transitions, vulnerability to social 

influence is higher, shaping an individual’s personal choices.  Sampson & Laub (2005) explained 

that desistance in criminal activity was most consistent after a turning point that provided 

prosocial influences to an offender’s life, including stability.  Unfortunately, shifting and 

establishing a new social role during a life transition likely introduces temporary instability. 
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Notably, natural deterioration of physical health and difficulties associated with chronic 

illness contribute to crime.  Cognitive impairment due to organic brain disease or abnormality  

(e.g. traumatic brain injury, dementia, Alzheimer’s disease) can alter an individual’s ability to 

control impulsivity or change one’s personality so drastically that the individual begins acting in 

uncharacteristic ways (e.g. aggressive, irritable, sexual; Bozeat, Gregory, Ralph, & Hodges, 

2000; Hawkins & Trobst, 2000).  Similarly, chronic illnesses, such as diabetes and hypertension 

resulting from lifelong behavior patterns associated with increased risk of chronic illness, can 

lead to cardiovascular accidents or neurological infarcts that also cause cognitive impairment and 

similar changes (Aday, 2003; Mueller-Johnson & Dhami; 2010).     

Criminogenic Factors and Health 

 Antisocial Behavior 

 Samuelson, Hodgins, Larsson, Larm, & Tengstrom (2010) reported significant 

associations between antisocial behavior (e.g. substance abuse) in adolescence and 

hospitalizations due to physical illness from ages fifteen to fifty.  Medical diagnoses included 

sexually transmitted diseases, neoplasms, cardiovascular diseases, HIV/AIDS, and Hepatitis B 

and C.  In addition, previous research (Caspi & Moffitt, 1995; Moffitt, 1993; Odgers et al., 2007) 

supports the relationship between childhood and adolescent onset of antisocial behavior and 

elevated risk for illness.  Engaging in antisocial behavior during critical developmental or 

sensitive transitional periods during the life course influences biological development, stability, 

and decline in later life.  Exposure to risk factors for poor health (e.g. lack of prosocial health 

practices, poor nutrition) via an antisocial lifestyle, may lead to physical health problems (Ben-

Shlomo & Kuh, 2002; Loeb & AbuDagga, 2006).  In addition, this accumulation of risk 

diminishes a person’s physical resources for combating such risk and the individual experiences 
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“allostatic load” (i.e., burdening of biological functioning by stress; Ben-Shlomo et al., 2002).  

Thus, offenders are more prone to experience physical decline earlier and more rapidly than their 

community counterparts who likely engage in little to no antisocial behavior (Loeb et al., 2006; 

Dawes, 2002).  This discrepancy leads one to question the fundamental difference between those 

who choose to engage in antisocial behavior and those who do not.  Previous research has 

heavily focused on this personal agency in terms of deviant thinking styles.  

Maladaptive Thinking 

Mandracchia, Morgan, Garos, & Garland (2007) conceptualized maladaptive thinking as 

integrative of previously theorized non-criminal (Beck, 1976; Ellis, 1992) and criminal 

(Yochelson & Samenow, 1976; Walters, 1990) thinking styles.  In this sense, criminogenic or 

maladaptive thinking is not exclusive to offenders.  Based on Beck’s (1976, 1999) theory of 

automatic thoughts, all people (including prisoners) engage in dysfunctional thinking, 

spontaneously and unintentionally, that affects emotions and behaviors.  Negative self-

perceptions (e.g., “I am dumb”) perpetuate automatic thoughts and the individual is unaware of 

such thoughts until acknowledged by another person, such as a therapist (Beck 1976).  Similarly, 

Ellis (1973, 1992), as well as Ellis & Grieger (1977), theorized about “irrational beliefs,” which 

are dominated by indisputable absolutes and rigid thinking, which often lead people to use 

reasoning that reflects what should, must, or ought to have been.  For example, a person may 

automatically think, “I am a failure,” or “I should have done that perfectly,” resulting in devalued 

self-esteem, emotional distress or maladaptive behavior.  In addition, others’ disagreement or 

contradiction to their rigid thinking may cause further stress for the individual, which contributes 

to allostatic load. A lack of adaptive coping skills or adequate social support during this sensitive 

period may contribute to psychological distress (Ben-Shlomo et al., 2002).   
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In the case of prisoners who share a past of engaging in antisocial or risky behaviors with 

antisocial peers, it may be likely that others share similar maladaptive thinking tendencies.  Thus, 

recognition of automatic or irrational thoughts may be more difficult.  Rather, others’ agreement 

with maladaptive thoughts may reinforce such thinking patterns and provide support for 

maladaptive attitudes in various settings.  Criminal thinking theory (Yochelson & Samenow, 

1976, 1977; Walters, 1990, 1995, 1996, 2001) has historically been discussed in terms of 

patterns that are pervasive across all situations in an individual’s life.  Although these patterns 

consist of maladaptive thoughts that most people have had before (e.g., considering committing a 

crime in times of desperation), those with a criminal thinking pattern do not consistently 

understand that these thinking “errors” (Yochelson et al., 1976) are unreasonable.  The theorized 

thinking errors included patterns identified as entitlement (i.e., feelings of ownership, 

uniqueness, or misidentification), power orientation (i.e., how the criminal perceives his/her 

control in life), and superoptimism (i.e., an extreme form of optimism that gives criminals the 

confidence to try to achieve unrealistic desires).   

Using Yochelson & Samenow’s (1976, 1977) theory as a foundation, Walters (2001) 

discusses the initiation of a criminal belief system, which stems from a need for social belonging, 

respect, and control.  Opportunity to adopt maladaptive beliefs is presented via socialization to 

do so and availability of ideal circumstances for engaging in antisocial behavior with peers.  

Walters (2001) explained that regardless of other factors contributing to the initiation of the 

belief system, the individual independently makes the choice to adopt such beliefs.  Thus, it is 

not via a life linked with antisocial peers but through agency (Elder, 1985, 2003) that one makes 

the transition from internal beliefs to external manifestation in antisocial behavior.  Similar to 

non-criminal automatic thoughts, the individual is consciously unaware of such errors, and social 
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reinforcement of such thoughts may make self-awareness or insight increasingly difficult to 

obtain. Based on the pervasive nature of criminogenic thinking, I am interested in investigating 

whether maladaptive cognitions and beliefs, both criminal and non-criminal, shared among 

antisocial peers (e.g. prisoners) continue to influence new attitudes developed while incarcerated 

regarding quality of life and death in prison.   The similarities in the nature of non-criminal and 

criminal maladaptive thinking have previously warranted empirical investigation, initiated by 

Mandracchia et al. (2007). 

Integrating the two divisions of research, Mandracchia et al. (2007) concluded that 

maladaptive thinking stems from chronically unreasonable perceptions that are egocentric (i.e. 

inflated sense of personal importance in social situations), controlling (i.e. need for power and 

command over self, others, and environment), and cognitively immature in nature (i.e. 

cognitively impulsive and self-pitying).  This pattern of perception influences the initiation and 

sustainment of antisocial behavior.  For example, the Control factor of Mandracchia et al.’s 

(2007) theory includes emotional experiences, such as a heightened sense of awareness, which 

reduces feelings, such as fear, that arise prior to the commission of a criminal act.   Therefore, it 

may be concluded that offenders with this criminogenic thinking style engage in behaviors, 

practices, and activities that place them at risk for diminished health, such as risk taking 

behaviors and substance abuse.  The often unstable lifestyle of an offender limits one’s ability to 

engage in adequate health promoting behaviors.  Subsequently, the rigid framework of 

maladaptive thinking (Yochelson et al., 1976, 1977; Walters, 1990, 2001; Mandracchia et al., 

2007) makes emotional distress and interpersonal conflict more likely. Notably, the people with 

which one is linked, the quality of the relationship, and the time and place in which these 

individuals reside influence personal views of social and interpersonal events.  
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Perceptions’ Influence on Health 

Levy & Myers (2004) reported that more positive self-perceptions of aging positively 

influenced the practice of more health promoting behaviors in older adults.  Further, Levy et al. 

(2009) explained that self-stereotypes associated with specific outcomes (e.g. cognitive and 

physical performance) are likely to become self-fulfilling prophecies.  Thus, negative self-

stereotypes associated with aging and health or cognitive abilities may cause decline in actual 

performance.  In addition, Crowe et al. (2010) investigated the relationship between cognitive 

decline and race, vascular comorbidity, and perceived discrimination in African American older 

adults with diabetes.  Notably, while race did not interact significantly with cognitive decline, 

participant perceptions of ethnic discrimination did.  Those who perceived discrimination, and 

therefore experienced emotional stress associated with the phenomena, had a greater association 

between diabetes and cognitive decline. 

Based on Pearlin, Schieman, Fazio, & Meersman’s (2005) research regarding the 

relationship between health and stress, negative perceptions of discrimination, as well as 

negative self-concepts and attitudes, have a negative impact on physical health. Hypothetically, 

these findings may extend themselves to include prisoner perception of negative attitudes toward 

prisoners.  Negative self-concepts resulting from regrets of previous behavior that led to 

incarceration or chronic illness may also contribute to such stress, possibly at a turning point in 

the life course, increasing allostatic load.  Pearlin et al. (2005) explains that this stress 

proliferation is a mechanism affecting later health and well-being.   

According to Morgan, Steffan, Shaw, & Wilson (2007), prisoner perceptions may 

negatively influence prisoners’ utilization of institutional health services.  Barriers to mental 

health service utilization included prisoner concerns regarding self-preservation, service 
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procedures, self-reliance, and professional services.  Anxiety regarding appearing weak or 

disloyal (e.g. being a “snitch” or “rat) to peers, as well as a lack of trust in professional 

confidentiality, were significantly related to underutilization of services.  In addition, solitary 

management of psychological stress and negative previous experiences with mental health 

services were barriers to service utilization.  Thus, social rejection, isolation, and perceptions of 

health services were significant factors related to prisoners’ health and well-being (Morgan et al., 

2007).  However, these attitudes and perceptions may be closely linked to rumination and an 

underlying proclivity toward maladaptive thinking.   

Social Rejection, Antisocial Behavior, and Health 

Riek, Mania, & Gaertner (2006) describe the notion of symbolic threat among differing 

groups based on conflicting values and beliefs.  Based on the social establishment of law and the 

violation of such laws by offenders, one could infer that the public holds, or at least outwardly 

endorses, a value system different from offenders (Duckitt & Sibley, 2010).  Thus, the public is 

predisposed to actively discriminate upon offenders due to difference in group beliefs and 

intergroup symbolic threat.  Researchers have consistently reported that community-dwelling 

residents endorse significantly negative attitudes toward prisoners, ex-offenders, and conditional 

release (Boothby & Overduin, 2007; Hirschfield & Piquero, 2010; Melvin, Gramling, & 

Gardner, 1985).  Baumeister, Brewer, Tice, & Twenge (2007) reported a significant relation 

between social rejection/exclusion and antisocial behavior (e.g. hostility, aggression, self-

defeating acts), mediated by a lack of affective reactivity (i.e. “emotional numbness”) that 

decreases the person’s self-regulation and intelligent thought. Victimization and subjection to 

such negative attitudes and prejudicial views may influence individual psychological (e.g. mood, 

self-esteem) and physical health (e.g. illness, self-management of health-promoting behaviors).  
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Yet, research addressing these two major issues in relation to prisoner perspective is very 

limited. 

Health Issues in Prison 

 Various chronic illnesses are more prevalent among prisoners than the general population 

(e.g. the human immunodeficiency virus [HIV], hepatitis C, and sexually transmitted diseases) 

and advance over time without proper health care (Schmalleger & Smykla, 2005).  Noonan 

(2010) reported that of the 21,936 prisoner deaths from 2001- 2007, illness or AIDS was the 

cause for 89% (19,467) of the total number of deaths.  Similarly, illness or AIDS was the leading 

cause of death in total prisoner deaths (89%) in Alabama from 2001 to 2007 (Noonan, 2010).  

Loeb et al. (2008) reported that incarcerated older prisoners engaged in significantly less health-

promoting behaviors, such as attending health-promoting programs, possibly due to lack of 

knowledge about general health and health options.   

A major issue of debate regarding aging and infirmed prisoners is the increased need for 

appropriate medical care.  Although a number of states, including Alabama, have established 

prisons specifically for aging and infirmed prisoners, these facilities are exceptions to the norm.  

In addition, the establishment of hospice care and end-of-life programs for aging prisoners 

remains a prominent, yet under-researched, issue in corrections.  These individual needs of aging 

prisoners are often overlooked in the criminal justice system (Aday, 2003; Gross, 2007; 

Schmalleger & Smykla, 2005).  For example, medical furlough programs exist to provide 

terminally ill or disabled prisoners with an option for compassionate release.  However, 

eligibility criteria for medical furlough are conservatively restrictive, excluding large groups of 

offenders (e.g. violent offenders).  Thus, it seems that very few ill prisoners can benefit from this 

program.  In Alabama, only three prisoners were released on medical furlough from 2001 to 
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2007 (Noonan, 2010).  According to R. Cavanaugh (personal communication, February 11, 

2011) approximately 26 prisoners in the Alabama Department of Corrections (ADOC) were 

treated in hospice clinics in 2010.  Therefore, considering most chronically and terminally ill 

offenders remain incarcerated, their preferences and attitudes toward dying in prison are 

important for providing adequate health care in prison (Phillips, Allen, Harris, Presnell, 

DeCoster, & Cavanaugh, 2011;  Phillips, Allen, Salekin & Cavanaugh, 2009).   

Attitudes and Perceptions of Dying  

 Death Anxiety 

Previous research has presented a number of factors influencing adult views of death and 

level of death anxiety, including age, physical health problems (e.g. chronic illness) and a history 

of psychological distress (e.g. depression, isolation; Aday, 2005).  In a review of literature 

regarding death attitudes, Neimeyer, Wittkowski, & Moser (2004) reported that death anxiety 

decreases from middle to old age in a variety of ethnic community-dwelling samples.  However, 

the significance of age diminishes as a predictor of death anxiety when considered along with the 

aforementioned variables.  In addition, illness alone may incite heightened levels of death 

anxiety.  Poor and declining physical health may increase death anxiety in chronically or 

terminally ill adults as a function of social and personal resources.  Thus, social support networks 

and effective, adaptive coping strategies are important in reducing death anxiety in ill adults 

(Neimeyer et al, 2004).   Death attitudes held by aging prisoners resemble those of community-

dwelling adults but negative views are exacerbated by their unique environment (place), life 

circumstances (events), and the point in their life during which they confront death (timing). 

Interpersonal dynamics and the psychological climate of prison are shaped by fear, 

intimidation, aggression, and anger (Glamser & Cabana, 2003).  Fear of death is prevalent and 
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the result of various situations, including hostile and violent relationships among prisoners and 

obstacles in receiving adequate health care.  Deaton, Aday, & Wahidin (2009-2010) reported that 

the combination of these factors with poor physical health (e.g. chronic illness, accelerated 

aging) and an adversarial environment, influence prisoner reports of greater death anxiety 

compared to community-dwelling adults.  In addition, prisoners with poorer health status 

reported greater death anxiety than healthy prisoners.  Notably, perceptions of inadequate health 

care and unsympathetic attitudes of hospice staff influence prisoner concerns of dying in prison.  

While most prisoners reported no fear of dying, the process of dying in prison was reported to be 

distressing.  Common thoughts about dying in prison included a loss of dignity and peace, 

embarrassment and shame for loved ones, and disappointment or failure in life fulfillment (Aday, 

2003; Deaton et al, 2009-2010). 

Future Time Perspective and Social Support 

Aday (2005) explains that a harsh prison life makes thoughts of death more frequent and 

may shade prisoners’ views of death with a more ominous tone of immediacy. The loss of 

identity that accompanies entry into restrictive institutionalization creates an isolating 

environment for inmates (Goffman, 1961).  Thus, timing in the life course and future time 

perspective (i.e. “time left to live”) are also important factors in social behavior, emotion 

regulation, and views of death (Carstensen, 1992, 2006; Carstensen, Isaacowitz, & Charles, 

1999).  Carstensen et al.’s (1999) Socioemotional Selectivity Theory (SST) postulates that the 

purpose of social networking shifts from acquisition of information to a narrower social circle of 

intimate and more salient relationships due to a perspective of reduced future time left to live, 

geographic relocation, or illness.  These more selective social networks function as a means of 

emotional self-regulation by focusing social energy on meaningful relationships.  For example, 
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an aged and infirmed prisoner may have a small group of fellow inmates that he relies on for 

social support while incarcerated.  Their relationship may consist of helping one another move 

around the prison comfortably or retrieve medication during pill distribution.  These types of 

social interactions may influence quality of life in prison, specifically the psychological and 

physical well-being of inmates who are experiencing a heightened level of death anxiety.   

Future time perspective may also affect ego integrity (i.e., life meaning, purpose, 

satisfaction; Aday, 2005).  A future seemingly cut short due to illness encourages personal 

reflection, which may end in crisis or conflict, depending on life circumstances.  Personal 

reflection may result in crisis or conflict between lifetime generativity (i.e. purpose and 

contribution to society) or lifetime integrity (i.e. sense of satisfaction) or lack thereof in aging 

prisoners (Erikson, 1963).  With the opportunity for making changes to lifetime inadequacies 

severely limited by incarceration, chronic illness, and disability, a crisis is likely and may seem 

inevitable.  Further, Erikson (1998) presented a psychosocial stage for late life in which mentally 

and physically frail older adults become aware of their declining independence and face a crisis 

of mistrust daily.  Aging and infirm prisoners are not immune to experiencing this conflict while 

being treated by institutional health care staff and fellow inmates.  Fortunately, similar to 

community-dwelling older adults, social support in prison serves as a psychological buffer 

against increasing death anxiety. 

The dynamics of social support networks in prison vary greatly for each gender.  Relative 

to this study is the socialization of male prisoners.  In general, the two major sources of support 

are relationships with other inmates and relationships with family or other loved ones outside of 

prison (Jiang & Winfree, Jr., 2006).  In addition, engagement in education or treatment groups 

also serves as social support.  Regardless of source, social support helps maintain safety and 
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security in the inmate society.  According to Jiang et al. (2006), more socialized inmates reported 

higher self-esteem, enhanced ability to manage hostile situations, and greater quality of life than 

those inmates endorsing little to no social support.   

Unfortunately, as noted previously, ill and disabled aging prisoners are often isolated due 

to their physical conditions.  Thus, these prisoners may suffer greater psychological distress, 

including greater death anxiety, than both younger, able-bodied prisoners and community-

dwelling older adults.  In conjunction with physical illness, these circumstances force aging 

prisoners’ to not only confront mortality but, in particular, the likelihood of dying at a relatively 

young age without loved ones near.  This project seeks to explore whether the thought of 

impending death influences death anxiety, and feelings of despair in aging and infirmed 

prisoners in Phase 1.  In Phase 2, we hope to discover inmates’ lived experiences regarding these 

issues through qualitative inquiry.  Previous research provides theoretical evidence supporting 

the significant relationship among antisocial behavior (Samuelson et al, 2010; Caspi et al., 1995; 

Moffitt, 1993; Odgers et al., 2007; Ben-Shlomo et al., 2002), subjective attitudes (Pearlin et al., 

2005), high levels of maladaptive thinking (Mandracchia et al., 2007), and poor physical health 

(Deaton et al., 2009-2010).  Yet, there is a dearth of empirical research incorporating these 

theories in relation to prisoner perceptions of illness and death across the adult lifespan.   

Need for Study 

 The current study seeks to apply lifespan developmental theory in the exploration of 

prisoner perceptions and attitudes toward chronic illness and death in prison. In accordance with 

a community-based participatory research approach, the current study was designed in response 

to consultations with Alabama Department of Corrections (ADOC) psychology staff regarding 

treatment of chronically and terminally ill offenders.  A goal of the study is to influence positive 
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change in quality of life for prisoners by gathering data to inform programs and policymakers of 

prisoners’ opinions regarding their experiences and notions of the best conditions for receiving 

chronic and end-of-life care.  I aim to bridge the gap between prisoner health status and prisoner 

perspectives. In addition, I hope to contribute to literature regarding attitudes toward prisoners, 

maladaptive thinking, and prisoner perspective on illness and dying in prison.  I will use a 

mixed-method design in order to obtain empirical support, as well as explore the unique life 

experiences of prisoners with chronic illness.   

Quantitative Questionnaires, Measurement Model, and Hypotheses 

            We planned to use structural equation modeling (SEM) to investigate the relationships 

between physical health, prisoner perceptions, and views toward death.  However, SEM analyses 

were not possible due to the limited number of participants. Based on previous research 

discussed in the introduction, we conceptualized prisoners’ views of death as predicted by health, 

social support, and prisoner perceptions, as indicated by participant scores on 

questionnaires. The overall regression model included physical and mental health and prisoner 

perceptions as covariates.     

 Based on previous research, I expected the following in reference to Phase 1: 

1. The regression models would be significant.   

2. Health would account for the greatest amount of variability in the model, with 

prisoner perceptions and social support accounting for additional variance in death 

attitudes beyond health. 

In reference to Phase 2, while exploring the in depth experiences of inmates with chronic, 

advanced illness, I attempted to “bracket” or be aware of my potential biases during qualitative 

coding.  
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2. METHODOLOGY 
 

Participants 

 A total of 123 participant protocols were screened. However, due to incomplete 

protocols, 4 protocols were deleted.  Thus, the current study included 119 male inmates from 

chronic care clinics at Donaldson Correctional Facility in Bessemer, AL (n = 91) and the 

Hamilton Prison for Aged and Infirmed (Hamilton A&I) in Hamilton, Alabama (n = 28).   

 Donaldson Correctional Facility is a maximum security prison housing approximately 

1492 inmates in dormitories and single cells.  In addition, the institution has the largest 

segregation unit in the state of Alabama, housing up to 300 inmates, and a 24-inmate death row.  

Inmates typically housed at Donaldson are repeat or multiple-offense, violent offenders with a 

life without parole sentence.  In addition, inmates with a history of disruptive behavior are often 

sent to Donaldson for behavior management.   

Hamilton A&I is a medium security prison housing approximately 300 inmates.  Because 

the facility is the designated state prison in Alabama for the aged and infirmed, all inmates 

routinely interacted with or observed other inmates with physical limitations, using wheelchairs 

or walkers, or experiencing cognitive decline. Infirmed inmates could be observed in public 

areas such as the mess hall or yard, and the dorms at Hamilton A&I consist of double bunks in 

large open areas rather than individual cells.  

Comparatively, participants from the two correctional facilities did not differ 

significantly in demographic characteristics, with the exception of current offense.  Among
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 Donaldson inmates, the most common offense reported was murder (41.2%) followed by 

robbery (29.4%), sex offenses (20.2%), and drug offenses (3.4%).   However, the majority of 

Hamilton inmates reported having a sex offense (42.9%) followed by murder (35.7%), robbery 

(7.1%) and drug offenses (7.1%).  Thus, inmate offense varied in prevalence of certain types of 

offenses; however, the most common offenses were identical.   

 Regarding record review variables, a significantly (p < .01) higher percentage of 

Donaldson participants (89.3%) spent time incarcerated as juveniles compared to Hamilton 

participants (67%).  All Donaldson participants denied spending time in a psychiatric prison, 

which was significantly (p = .05) more than the 88 (96.7%) Hamilton inmates who denied 

previous psychiatric incarceration.  In addition, there was significant (p < .01) difference in the 

mean age at which Donaldson (M = 18.26) and Hamilton (M = 24.86) participants were first 

arrested.  Similarly, average age at first incarceration was significantly (p < .01) younger in 

Donaldson (M = 23.51) than in Hamilton (M = 33.46) participants.   

Within the full sample, average participant age was 55 years old (M = 55.01, SD = 8.26) 

and the majority of inmates endorsed being either Caucasian (44.5%) or African American 

(42.9%).  Regarding education, most participants (37.8%) did not graduate high school nor 

receive a GED. Regarding last grade completed in school, mode endorsements were 8th (7.6%), 

9th (8.4%), and 10th (9.2%) grades.  Having received a GED (29.4%) was more common than 

receiving a high school diploma (5.9%).  Notably, 18.5% of participants endorsed attending 

“some college.”  Average reading grade level was between 8th and 9th grade (M = 8.68).  The 

majority of participants had not spent time in a juvenile correctional facility (72.3%) or a 

psychiatric prison (97.5%).  Most participants reported having a life without parole (LWOP; 

53.8%) or life (26.9%) sentence.  However, the majority of participants expected to be paroled 
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eventually (58.8%).  The mode number of institutional infractions committed in the past year 

was one, which indicated rare discipline problems among the sample.   

Table 1 
Descriptive statistics and frequencies for participant sample 

Variable M SD 
Mode 

Frequency 
Percentage 

Times Arrested 8.48 11.18 3 or 4 11.76 

Age at 1st Arrest 19.82 9.11 17 14.29 

Age at 1st in Prison 25.85 10.49 19 13.45 

Age at Beginning of Current 

Incarceration 
35.65 11.50 25 5.88 

# of Infractions during last 12 months 0.17 .376 1 10.9 

# of Chronic Dx 5.52 2.40 4 17.65 

# of Medications taken in past month 7.00 4.34 8 11.76 

 

Measures 

Recruitment 

Correctional Officer Script 

Originally, the script for correctional officers assisting with transportation of potential 

participants was to be read to each prisoner in order to provide him with a brief description of the 

research study.  The script was designed to maintain consistency in study information provided 

to prisoners.  However, based on logistics of inmate movement, the script was not utilized.  

Assisting officers communicated with housing unit officers via radio or telephone. Housing 

officers typically notified potential participants of the request for their presence at the 

researcher’s location in the facility per P.A. announcement and inmates were allowed to move 
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from one area of the facility to another without supervision. Therefore, in order to maintain 

consistency in recruitment across participants, the inmates’ presence was requested at the 

researchers’ designated location by assisting officers and inmates were informed of the study via 

the Brief Consent Form by researchers. 

Brief Consent Form 

This abbreviated version of the Informed Consent Form was read and reviewed by 

researchers to potential participants upon the inmate’s arrival.  The brief consent form was a one-

page description of the purpose, procedures, benefits, risks, and assurances of the current study. 

All inmates’ questions and concerns were addressed during or immediately following the review 

of the brief consent form. 

Informed Consent Form 

The informed consent form is a two-page detailed description of the research study, 

which elaborates on information provided in the brief consent form.  In addition to the 

information provided on the brief form, the informed consent form states the predicted length of 

the study, procedure for withdrawal from the study, and procedures for maintaining 

confidentiality of participant data.  This form was read and reviewed in detail with potential 

participants during the informed consent interview with researchers.  Participant signature  was 

required to obtain informed consent.  

Chart review  

Institutional Record Review Form 

In order to gather consistent information from each participant’s institutional record, 

researchers used the record review form.  The form was a 10-item open-ended form in which 

research staff filled-in participant data; these data were cross-referenced with participants’ self-
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report of demographic information.  Institutional data gathered included age, education, criminal 

history, and institutional infractions.   

Authorization for Use or Disclosure of Health Information Form 

The authorization form was signed by potential participants willing to provide consent for 

researchers to gather and use their health information from institutional and medical records.  

The form included mode of information release, information to be released, and a specified 

expiration date or event of authorization.  Participant signature was required in order to obtain 

authorization.  All participants provided authorization for release of health information. 

Medical Record Review Form 

The medical record review form is a 5-item open-ended form researchers used to gather 

consistent data from each participant’s institutional medical record, including infirmary visits, 

diagnoses, and medications prescribed.  Data gathered using the form were cross-referenced with 

participants’ self-reported medical information.   

Context variables 

 Demographic Questionnaire 

 The Demographic Questionnaire was a self-report measure that contained a number of 

variables including age, gender, ethnicity, last grade completed, age at first incarceration, offense 

history, sentences, time spent incarcerated, and expectation of parole.  In addition, in order to 

take into account potential allostatic load accumulated across the lifetime, the measure included 

the location of the inmate’s longest residence, as well as during which time period the residence 

occurred (e.g. childhood, adulthood).  Lastly, the questionnaire assessed the prisoner’s thoughts 

regarding health service options for physically ill or disabled prisoners.   
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 Cognitive and Literacy screeners 

 The Saint Louis University Mental Status Examination (SLUMS) 

 The Saint Louis University Mental Status Examination (SLUMS) is an 11-item 

assessment for detecting mild cognitive impairment and dementia.  According to Tariq, Tumosa, 

Chibnall, Perry, & Morley (2006), descriptive categories for total scores vary depending on the 

respondent’s education. Specifically, scoring guidelines differ between those who have or have 

not completed a high school education or the equivalency of a high school diploma (e.g., GED).  

Score ranges required for classification of cognitive functioning are as follows:  1) Normal:  25-

30 (27-30 for high school education), 2) Mild Neurocognitive Disorder:  20-24 (21-26 for high 

school education), and 3) Dementia:  1-19 (1-20 for high school education).   Tariq et al. (2006) 

reported greater sensitivity and accuracy in detecting dementia with the SLUMS when compared 

to the Mini Mental Status Exam (MMSE)  In addition, researchers argued that the SLUMS is 

better in detecting mild neurocognitive disorder that the MMSE failed to detect.    

Wide Range Achievement Test – Reading Subscale, Fourth Edition (WRAT - IV)  

 The Wide Range Achievement Test – Fourth Edition (WRAT – IV; Wilkinson & 

Wilkinson, 2006) is a standardized assessment of academic performance for individuals aged 

five to ninety-four years.  For the purpose of the current study, only the Word Reading subtest of 

the WRAT – IV was used to establish participants’ literacy. The test was normed with a sample 

of over 3000 males and females of varying age and of multiple ethnic backgrounds (e.g. 

Caucasians, African Americans, Hispanics, and Others).  Wilkinson et al. (2006) reported 

reliability coefficient alphas ranging from .81 to .97.  Reliability coefficients for the Word 

Reading subtest ranged from .89 to .96. Based on research findings of Manly, Jacobs, Touradji, 

Small, & Stern (2002) and Manly, Byrd, Touradji, & Stern (2004), administration of the Word 
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Reading subtest is an appropriate assessment across ethnic groups (e.g. Caucasian, African 

Americans) of educational skill needed to adequately complete neuropsychological tasks.   

 Debriefing Form 

 In the event that a volunteer did not meet minimal requirements for cognitive capacity, 

the interviewer read the debriefing form verbatim to provide the prisoner with a brief but 

complete explanation regarding early termination of the research study.  The debriefing included 

a brief description of the difficulties observed during the SLUMS. In the event that an individual 

did not meet the minimum screening criteria, this information was reported to prison personnel, 

such as the staff psychologist or mental health staff on site, in order to inform the staff that 

appropriate treatment for potential cognitive decline may be necessary. 

Physical health questionnaires 

Vulnerable Elder Survey - Modified (VES – 13)  

 The Vulnerable Elder Survey (VES – 13; Saliba et al., 2001) is a function-based screener 

for identifying older people with vulnerable health status at risk of decline or death over 2 years.  

The VES – 13 was developed with a community sample of 2,605 older adults age 65 or older 

(Saliba et al., 2001; Min, Elliott, Wenger, & Saliba, 2006). Although the measure was not 

normed with a correctional sample, review of the items indicates that all questions are relevant to 

an incarcerated sample.  The measure includes 13 self-report questions that assess a respondent’s 

functional ability to perform activities of daily living (ADL; e.g., eating, bathing, toileting, 

walking across the room) and instrumental activities of daily living (IADL; e.g. shopping, using 

the phone, managing finances).  Examples of VES – 13 questions include age, self-reported 

health, and inquiries regarding difficulty experienced with functional mobility.  For the purpose 

of research with a prison sample, three questions were modified.  First, in question 4a, the word 
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“shopping” was changed to “getting,” in order to encompass the general means by which the 

prisoner obtains personal items.  Second, question 4b asks the respondent about money 

management.  This question was deleted from the questionnaire and the score on the item was 

prorated for each part of the question.  Lastly, the wording of question 4d was changed from 

“doing light housework” to “keeping your living area clean.” 

Saliba et al. (2001) developed three scoring systems based on function, function and 

diagnosis, and function and expanded diagnosis models. For the purpose of the current study, the 

function-based model was used to score participants’ VES – 13.  Function scores on the VES 

range from one to ”four or over”.  Maximum score on the VES – 13 using the function-based 

model is 10.    According to Saliba et al. (2001), telephone administration and scoring of the 

VES – 13 with seniors by non-clinicians in a pilot study took approximately five minutes.  

Lillian et al. (2009) further validated the measure in a sample of older adults and indicated that 

VES scores consistently predicted health decline and mortality (Hazard Ratio = 1.23, 95%).  

Mean number of years until death was 2.9.  For the purpose of screening participants for 

appropriateness for the qualitative interview, a minimum score of 3 on the VES-13 was 

established as an eligibility criteria.   

 Charlson Comorbidity Index 

 The Charlson Comorbidity Index (Charlson, Pompei, Ales, & Mackenzie, 1987) consists 

of 19 weighted categories of comorbidity and was designed for use in gathering information 

from medical records regarding medical diagnoses.  The measure is completed only once.  

Possible scores range from 0 to 37, with higher scores indicating greater comorbidity.  The 

overall score represents cumulative likelihood of mortality within 1 year.  Scale scores correlate 



27 
 

with other outcomes, including length of hospital stay and discharge to nursing homes (Deyo, 

Cherkin, & Ciol, 1992).   

 Prisoner perceptions and thinking style 

 Trust in Prison Healthcare 

 The Trust in Prison Healthcare scale (Phillips et al., 2011) is a 14-item scale created by 

combining the General Trust in Physician’s scale (Hall, Camacho, Dugan, & Balkrishnan, 2002) 

and the Distrust Index (Corbie-Smith, Thomas, & St. George, 2002) in order to assess reasons 

for prisoner satisfaction or dissatisfaction with available healthcare.  Hall et al. (2002) reported 

good internal consistency (Cronbach’s alpha = 0.89) and good response variability (range 11 – 

54; M = 33.5, SD = 6.9) for the General Trust in Physician’s scale, which comprises 11 of the 14 

items of the Trust in Prison Healthcare scale.  Phillips et al. (2011) reported an excellent internal 

consistency (α = .93) 

 Attitudes Toward Prisoners (ATP) 

 The Attitudes Toward Prisoners (ATP; Melvin et al., 1985) scale is a 36–item self-report 

measure designed to assess general attitudes toward prisoners via a 5-point Likert scale (1 = 

Disagree Strongly, 2 = Disagree, 3 =  Undecided, 4 = Agree, 5 = Agree Strongly).  The ATP was 

validated with various samples, including students, law enforcement officers, prison reform and 

rehabilitation workers, and prisoners (male and female).  Melvin et al. (1985) reported 

reasonable test-retest reliability (r = .82, p < .01) and moderate internal consistency (r = .84 to 

.90, p <.01).  Samples were categorized into people with relatively positive or negative attitudes 

toward prisoners and average scores were compared between the two groups.  Positive groups 

(rehabilitation/reform workers, prisoners) and negative groups (correctional and law enforcement 

officers, students, community members) scored significantly different from each other on 
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average, supporting the measure’s validity.  In attempts to assess prisoner perceptions toward 

prisoners, participants completed the ATP to report perceived social attitudes towards prisoners 

(i.e., what other individuals on the outside think about prisoners).   

 Measure of Criminogenic Thinking Styles (MOCTS) 

The Measure of Criminogenic Thinking Styles (MOCTS) is a revised version of the 

Measure of Offender Thinking Styles – Revised (MOTS-R; Mandracchia, 2009).  The MOTS-R 

was developed to investigate adult offender thinking styles in correctional facilities.  The scale is 

a 70-item, self-report assessment of maladaptive thinking and consists of three composites: 

Egocentrism, Cognitive Immaturity, and Control.  Mandracchia & Morgan (2011) reported very 

good reliability for each of the three factors, with Chronbach’s alphas ranging from .81 to .95, 

and intercorrelations between the three factors ranging from .17 to .65.  Additionally, the three 

factors of the MOTS-R displayed moderate convergent validity with the eight factors of the 

Personality Inventory of Criminal Thinking Styles (PICTS; Walters, 1995, 1996, 2001), with 

correlations ranging from .23 to .58.  Mandracchia et al. (2011) reported a mean total score of 

227.69 (SD = 36.11).  In addition, Rodriguez (2010) examined maladaptive thinking in a non-

criminal, college sample and reported a mean total score of 179.78 (SD = 26.58).  In the latest 

version (MOCTS), the measure was revised to include five validity items to assess respondent 

effort.  However, as the measure was administered by researchers verbally, the validity items 

were observed to be confusing for participants when read aloud.  Based on these observations 

and on researchers’ consideration of the items as unnecessary, the items were removed from the 

measure after seven interviews.   
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Prisoner views toward death 

Death Anxiety Scale  

 The Death Anxiety Scale (Templer, 1970) is a 15 item self-report measure assessing the 

respondent’s general thoughts about death (e.g. fear of death, ideal death, emotions related to 

illness) via true/false answers. The scale has demonstrated strong internal consistency (α = .76) 

and test-retest reliability (r = .83) following a 3-week period among college students (Templer, 

1970).  Previous research has reported higher average death anxiety scores among inmates (M = 

6.07, SD = 3.63) than older, community-dwelling males (M = 4.91, SD  = 2.79) (Aday, 2005; 

Deaton et al., 2009).   

 Hastened Death Scale – Modified (HDS) 

 The Hastened Death Scale – Modified (HDS; Rosenfeld et al., 1999) was designed for 

assessment of patients with terminal illness.  Phillips et al. (2009) modified the HDS for use with 

a prison sample in order to measure the influence of imprisonment on desire for a hastened 

death.  The modified version of the HDS assesses physical and emotional ability to cope with 

incarceration, the appeal of death as a solution to confinement, and suffering due to 

imprisonment.  Philips et al (2009) reported good reliability of the modified HDS (α = 0.74).   

 The Concept of a Good Death Measure 

 Schwartz, Mazor, Rogers, Ma, & Reed (2003) created the Concept of a Good Death 

measure in the hopes of identifying important factors related to achieving a “good death” in the 

area of end-of-life care.  The measure is a 17-item, self-report questionnaire and respondents 

answer via a 4-point Likert scale ranging from strongly agree to strongly disagree.  The Concept 

of a Good Death measure has a three factor structure and composites are descriptively labeled 

Closure, Personal Control, and Clinical.  Subscale reliability coefficients (Cronbach’s alphas) 
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ranged from 0.62 to 0.83.  Schwartz et al. (2003) reported good test-retest reliability over a 

period of ten days (Closure α = 0.66, Control α = 0.83, Clinical α = 0.70).   

 Exploratory Measures 

 The following social support and depression assessments were administered to a subset of 

participants (n =  92).  The qualitative interview subset sample consisted of 32 inmates meeting 

criteria for follow-up questions.   

 Prisoner Social Support Scale (PSSS) 

 The Prisoner Social Support Scale (PSSS) is a 10-item self-report measure designed to 

assess for prisoners’ perceived social support while incarcerated via a 5-point Likert scale 

(1=strongly disagree, 2=somewhat disagree, 3=neither agree or disagree, 4=somewhat agree, 

5=strongly agree).  The measure was adapted  from the Post-Deployment Social Support Scale 

(King, King, Vogt, Knight, & Samper, 2006), a measure of the Deployment Risk and Resilience 

Inventory, which was designed to assess for recently deployed soldiers’ perceived sense of social 

support from family and friends since returning from deployment.  The measure was modified 

for use with a prison population.  For the purpose of the current study, the following changes 

were made to the PDSS:  1)   five items were deleted due to inapplicable content (e.g., return 

from deployment) and 2) the phrase “other prisoners” was added to each relevant item to 

encompass prisoners’ potential support group while incarcerated. Vogt, Proctor, King, King, & 

Vasterling (2008) reported the PDSS has demonstrated good internal consistency reliability (.87-

.88) between veterans from two separate service periods (i.e.Gulf War vs. Operation Iraqi 

Freedom).  In addition, PDSS items were significantly (p < .05) correlated with functional health 

status (mental, physical, cognitive) factors, supporting good criterion-related validity with other 

measures in the Deployment Risk and Resilience Inventory (Vogt et al., 2008).    
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 Patient Health Questionnaire – 8 Item Version (PHQ-8) 

The PHQ-8 is an abbreviated version of the Patient Health Questionnaire (Spitzer, 

Kroenke, & Williams, 1999).  Items are identical to the nine-item version (PHQ-9; Kroenke, 

Spitzer, & Williams, 2001), excluding an item that inquires about suicidal ideation. (Kroenke & 

Spitzer (2002) noted the PHQ-8 was appropriate for research involving the assessment of 

depression as a secondary outcome.   For the purposes of the current study, the PHQ-8 was used 

specifically to exclude the suicidality question. Although there was a dearth of research 

regarding the eight item version of the PHQ, the PHQ-9 has been standardized and validated in 

order to assess for the prevalence and severity of depression.  Martin, Rief, Klaiberg, & Braehler 

(2006) reported the PHQ-9 demonstrated good convergent validity with the Beck Depression 

Inventory (BDI; r = .73, p < .0001) and the General Health Questionnaire (GHQ-12; r = .59, p < 

.0001).   

Interview Regarding Quality of Life  

 The Interview Regarding Quality of Life was a semi-structured qualitative interview 

created for this study in order to acquire in depth information of prisoner attitudes toward 

chronic or terminal illness and death in prison based on their lived experience.  The questionnaire 

contained 5-open-ended questions that explore respondents’ thoughts and beliefs about living 

with chronic illness in prison.  The interviews were conducted with prisoners that met eligibility, 

as determined by a minimum score of 15 on the SLUMS and a score of three or higher on the 

VES.     

Procedure 

 Correctional facility wardens provided researchers with a list of potential participants 

based on the aforementioned inclusion criteria.  Participants were recruited via researchers’ 
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review of the Brief Consent Form.  Interviews at Donaldson were conducted in available offices 

in the education department or west classification wings of the facility.  At Hamilton A&I, 

interviews were conducted in an available legal visit office in the main lobby of the facility or in 

the activities facility located directly outside the prison, which is commonly used for events such 

as church services. 

Participants were first read the consent form while they followed along with their own 

copy (Phillips et al., 2011; Phillips et al., 2009).  Thus, an interview was conducted in 

accordance with consensus recommendations for research with cognitively-impaired populations 

to determine the participant’s capacity to consent to participation in the research study.  

(American Bar Association/American Psychological Association Assessment of Capacity in 

Older Adults Project Working Group, 2008; Alzheimer’s Association, 2004).  In addition, 

University of Alabama IRB approved forms for conducting research with vulnerable populations 

were used during the informed consent process, including possibly cognitively impaired, as well 

as incarcerated, populations.   

Participants were administered the Authorization for Use or Disclosure of Health 

Information form immediately following the obtainment of informed consent.  Researchers 

emphasized the voluntary nature of the authorization and answered all questions asked by 

participants.  Administration of all psychological measures were conducted in an interview 

format at Donaldson prison or Hamilton A&I by a trained researcher with response options 

available for prisoners to view at all times to facilitate understanding (Phillips et al., 2009; 

Phillips et al. 2011).  Initial assessment of cognitive status, as established by participant score on 

the SLUMS, determined whether a participant completed the full protocol of measures.  A 

minimum score of 15 was required for full participation in the study.  In the event that an 
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individual did not meet the minimum screening criteria, this information was reported to prison 

personnel, such as the staff psychologist or mental health staff on site, in order to inform the staff 

that appropriate treatment for potential cognitive decline may be necessary.  Administration of 

all quantitative measures averaged between one to one and a half hours per participant.   

If at any time during the interview, a participant displayed or reported suicidal ideation or 

behavior, the researcher immediately began to assess the participant’s risk for suicide via clinical 

judgment.  In addition, in the event that a participant exhibited signs of discomfort or suicidal 

ideation (e.g. becoming teary, shaky voice, use of words such as “that makes me sad,” or 

mentions thoughts of self-harm), attempts were made to redirect the inmate to more pleasant 

thoughts via distraction techniques. If the participant’s apparent discomfort or suicidal ideation 

persisted, the interview would have been discontinued.  All cases of suspected suicidal ideation 

or behavior were to be reported to Dr. Allen and the institutional staff prior to leaving the facility 

if possible and no later than 24 hours after the incident.  All adverse incidents were discussed by 

the research team at weekly supervision meetings.  Notably, only one participant’s responses 

during the interview prompted further questioning in order to determine the need for a suicide 

risk assessment.  He denied any suicidal ideation, intent, or behavior.; however, he described an 

accepting and welcoming view of death.  Researchers consulted and discussed the participant’s 

report in depth, deciding he was at low risk for suicidal ideation.  Researchers’ biases regarding 

personal views of death were also explored and discussed in relation to the inmate’s report and 

potential for suicidal ideation.  Institutional staff was not notified of the inmate’s report due to 

researchers’ assessment of minimal risk.   

Institutional record and database review for each participant was conducted on-site at 

Donaldson prison or Hamilton A&I after the interview process.  All prisoner information was de-
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identified prior to leaving the facility.  All participant cases were assigned a research 

identification number following administration of screener measures.  Inmates who met 

eligibility for participation were assigned a number in a series separate from those who did not 

qualify.  Participant data were stored in a locked file in a locked office and accessible to trained 

researchers only. 

Research Design and Statistical Analyses 

 Structural Model and Quantitative Power Analysis for Phase 1 

           The current study consisted of two phases and included mixed methods. In Phase1 

quantitative analyses used a correlational design in order to gather participant reports of their 

health, social support, perceptions, and views of death.    In the current study, a close-fit model 

was conceptualized as representing a good approximation of the real world based on empirically 

supported relationships among model constructs (MacCallum, Browne, & Sugawata, 1996).  

Based on previous research, the relationships between: 1) Prisoner Perceptions and Health (Levy 

et al., 2004; Pearlin et al., 2005; Levy et al., 2009; Crowe et al., 2010) and 2) Health and Views 

of Death (Neimeyer et al, 2004; Aday, 2005; Deaton et al., 2009-2010),within the current study 

represent a close-fit model.  The model consisted of 62 degrees of freedom, 29 free parameters, 

and 3 fixed parameters.  According to MacCallum et al. (1996), the minimum number of 

participants required to achieve power of 0.80 for a close-fit model with approximately 60 

degrees of freedom (df) is 187.  However, the current sample consists of 119.  Therefore, due to 

insufficient sample size needed for adequate statistical power, SEM analysis was removed from 

the analysis plan.  A series of hierarchical ordinal least squares multiple regressions were 

conducted to investigate causal relationships and magnitude of  causal effects.   
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   In Phase 2 qualitative content analyses of prisoner responses to the in-depth interviews 

were recorded verbatim and analyzed. The goal was to reflect the lived experiences of inmates 

with chronic illness or disability and their perceptions of death in prison.  The information 

gathered in Phase 2 helped to establish convergent validity between information obtained in 

Phase 1 and Phase 2 (Sandelowski, 2000, 2001; Happ, Dabbs, Tate, Hricik, & Erien, 2006; 

Greene, 2008).     

A subset of prisoners from Phase 1 were interviewed in Phase 2 based on their eligibility 

via their VES-13 score of three or greater.  Purposive sampling was used in the qualitative 

portion of the study based on the notion that attitudes and experiences of prisoners with less 

advanced chronic illness may differ significantly from those of prisoners that met criteria on the 

VES-13, and were, by definition, nearer to death.  Thus, by interviewing prisoners at the higher 

extreme of the illness dimension, we hoped to gather data regarding the greatest and most 

common difficulties encountered by chronically ill prisoners who are living and dying within the 

prison system.   

 Qualitative Analysis for Phase 2 

 Qualitative data collection in Phase 2 was conducted throughout the entire study for 

maximum likelihood that data would reach informational redundancy (Sandelowski, 2000).  

Participant narratives were analyzed by a small coding team consisting of the doctoral candidate 

and her dissertation chair.  The coders separately read each transcript fully and then read each 

question across transcripts. Narratives were analyzed using an inductive, descriptive and 

thematic analysis approach (Sandelowski, 2000) for content analysis (Hsieh & Shannon, 2005; 

Lincoln & Guba, 1985).  The coding team met to generate consensus in coding themes after 

every five qualifying interviews were fully transcribed and coded. 
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 Microanalysis or a line-by-line inductive analysis of the qualitative interview data was 

conducted.  This process involved careful interpretation of single words and phrases in an effort 

to challenge the researcher’s first impressions of participants’ language.  Themes were 

represented by a single word or group of words common across transcripts.  Themes could also 

be an idea that, although not explicitly stated, emerged through the careful coding of each 

transcript.  New themes and refinements to identified ones were discussed by the coding team at 

regularly scheduled meetings after every five coded transcripts wherein the coders discussed 

their findings. Inconsistencies were resolved within the coding team. Independent review and 

coding followed by consensus meetings helped facilitate credibility and dependability criteria for 

trustworthiness (Cohen & Crabtree, 2006; Lincoln & Guba, 1985). To achieve confirmability, 

the coding team kept detailed notes as part of an audit trail, documenting each and every step of 

the research process to help document analytic decisions (Bradley, Curry, & Kelly, 2007).  
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3. RESULTS 

Analyses of current study results were organized into several parts:  1) Correlational 

analysis. Simple correlation analyses were calculated with select demographic, record review, 

and independent variable measures in order to establish relationships among noted variables. 2)  

Data preparation and revision. An Exploratory Factor Analysis (EFA) was conducted with all the 

items of the prison perceptions measures, as well as a second EFA with all views of death 

measure items. Based on the lack of previous research with the currently utilized measures 

conducted with samples comparable to the current participants, researchers conducted an EFA to 

examine reliability of the measures’ content structure with the current sample.    3) Multiple 

regression analysis. Due to insufficient sample size needed for adequate statistical power for 

SEM, a series of Multiple Regression analyses were conducted.   4) Subsample exploratory 

analysis.   Exploratory correlational and regression analyses were conducted with perceived 

social support and endorsed symptoms of depression with a subsample of participants.  5) 

Qualitative analysis. Qualitative coding and content analysis were conducted on participant’s 

responses to qualitative questions in order to develop qualitative themes regarding inmates’ lived 

experience. 

Subsample Characteristics 

Characteristics of the full sample were reported in the Methods – Participants section. 

Removal of protocols without the social support and depression measures resulted in deletion of 

23 Donaldson inmates, which was 25.3% of the original 91 Donaldson inmates.  Regarding 

Hamilton inmates, 4 (14.3%) of the original 28 were deleted.  Therefore, a greater proportion of
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 Donaldson participants were deleted to create the subsample.  There were no significant 

differences in demographic variables between the total sample and the subsample.  However, 

one-sample t-tests revealed a significant difference in maladaptive thinking scores between the 

total sample (M= 129.23) and the subsample (M = 114.08), t (91) = -8.322, p < .000.  Thus, with 

the removal of a greater proportion of Donaldson inmates, the average maladaptive thinking 

score decreased significantly in the subsample. 

Establishing Variable Relationships through Bivariate Correlational Analyses 

Bivariate intercorrelations were conducted among demographic, institutional and medical 

record review, and independent variables in order to establish significant relationships.  Age was 

significantly related to data regarding inmates’ health.  Older inmates endorsed indicators of 

poorer health, including having more medical diagnoses, taking more medication, and obtaining 

higher levels of functional vulnerability and comorbidity.  Notably, education was significantly 

(p < .01) related to cognitive status (SLUMS total score), which indicated inmates who 

completed higher levels of education scored higher on the cognitive functioning screener. 

Correlational analyses resulted in significant relationships among multiple measures of prisoner 

perceptions and views of death, which supported the conceptual model (see Figure 1).  Further 

discussion of these relationships is provided in the following section. 
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Table 2.     
Bivariate intercorrelations among demographic and record review variables. 

 
1 2 3 4 5 6 7 

1. Age        

2. Race -.124       

3. Education .066 .005      

4. Current Off .298 -.144 .069     

5. #. Prev. Off .019 .191* .060 -.191*    

6. # Chronic Dx .319** -.011 -.046 -.211* .114   

7. #. Meds 1 Mn .220* -.139 .043 .030 -.079 .369**  

Note.  ** p ≤ .01.  *p ≤ .05. 

Variable Reliability and Revision  

Researchers sought to explore the reliability of these measures in the current sample.  In 

order to do so, exploratory factor analyses (EFA), and reliability analyses were conducted on 

independent and dependent variable measures, as well as within latent constructs. 

Health   

 Per the Charlson Comorbidity Scale (CCS), participants endorsed greater number of 

diagnoses when compared to a similar community sample. Regarding functional status, the 

average prorated Vulnerable Elder Scale (VES-13) score indicated the current sample had low 

vulnerability to mortality within the next five years.   Notably, mean age of participants in the 

current study was younger than that of studies performed with the Charlson and VES-13.  The 

average SLUMS score was consistent with a person with a mild neurocognitive disorder, as 

explained in the Methods section of this paper (Tariq, 2006).  When compared to community 

sample scores of functional vulnerability, average functional health status (VES-13; M = 1.39) of 

the current sample was comparable to that of participants who died or experience radical health 
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decline in the preceding two year period (Saliba et al., 2001).  Bivariate intercorrelations 

between the three health measures were insignificant.   Therefore, for the purposes of this study, 

the three health variables were considered independent indicators of the dependent variable, 

Views of Death.  Due to incongruent scale measurement among the health measures, the data 

were not appropriate for EFA. 

Prison Perceptions 

 Average total score for maladaptive thinking (MOCTS) was 167.98 (SD = 24.68). A one-

sample t-test was conducted to compare the average maladaptive thinking score of the current 

sample with those reported in previous research.  Results indicated the current sample reported 

maladaptive thinking scores that were significantly less than that reported by Mandracchia et al. 

(2011), t(118)  = -26.39, p < .001.  Notably, Mandracchia et al.’s (2011) validating sample had a 

mean age of 32.8 (SD = 10.1).  Thus, overall, the current sample engages in less maladaptive 

thinking than significantly (p < .01) younger, presumably more able-bodied prisoners. Rather, 

endorsement of maladaptive thinking resembled that of a college sample.  Perceived attitudes 

toward prisoners (ATP) had a significant (p < .01) negative relationship with reading level 

(WRAT-4) and cognitive status (SLUMS).  In addition, researchers’ behavioral observations 

during data collection indicated inmate’s often struggled with ATP instructions to endorse a 

third-party perspective (i.e. a person in society’s view) rather than their own.  Detailed 

instructions and repeated guidance were provided as needed to improve the likelihood of valid 

responses.  On average, participants’ endorsed attitudes toward prisoners similar to that of 

samples endorsing a relatively positive attitude, including college students (M = 90.5, SD = 

16.33), staff working with prisoners (M = 108.3, SD = 15.31), and prisoners (M = 109.5, SD = 

13.41).  See Table 3 for bivariate correlations among demographic and independent variables.   
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Table 3  

Bivariate intercorrelations among demographic variables and total scores of independent measures. 

 1 2 3 4 5 6 7 8 9 
1. Age          

2. Race -.124         

3. Education .066 .005        

4. WRAT-4 .075 .007 .452**       

5. SLUMS  -.116 -.055 .269** .313**      

6. VES-13  .281** -.109 .083 .044 .071     

7. CCS  .366** -.062 .001 .053 .067 .075    

8. ATPa  .011 -.010 -.320** -.333** -.312** -.050 .013   

9. TPHC  .124 .031 -.038 .069 .133 -.027 .034 .140  

10. MOCTSa  -.010 .086 -.444** -.405** -.154 .092 .102 .219* -.091 

Note.  ** p ≤ .01.  *p ≤ .05.   
aTotal score based on revised version of scale. 

  Despite a significant positive bivariate intercorrelation between perceived attitudes 

towards prisoners (ATP) and maladaptive thinking (MOCTS), there was a lack of significant 

correlation between trust in prison health care (TPHC) and other prison perceptions measures.  

Thus, a principal components EFA using a maximum-likelihood extraction method with a 

varimax rotation was conducted on all prisoner perceptions measure items to investigate the 

factor structure of the Prisoner Perceptions construct within the current sample.  An examination 

of the scree plot suggested three factors; a subsequent EFA was conducted with identical 

parameters and factors constrained to three. A minimum loading of 0.30 on the pattern matrix 

was used as the cut-off indicating meaningful contribution of an item to a given factor (Aron, 

Aron, & Coups, 2005).   Items loaded were organized in the following way:  Factor 1) ATP, 

Factor 2) MOCTS, and Factor 3) TPHC.  Reliability coefficients for each measure ranged from 
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.930 to .957.  For the purposes of this study, the 14 items (12 MOCTS, 2 ATP) that failed to load 

adequately were deleted and the revised factor structure was used in all subsequent analyses. Of 

the twelve items deleted from the MOCTS, eight were of the original twelve Egocentrism items 

and four were from the 27 Control items.  Thus, the revised MOCTS consisted mostly of 

Cognitive Immaturity and Control items.    

 A principal components EFA using a maximum likelihood extraction method with a 

varimax rotation was conducted on the items of the MOCTS.  An examination of the scree plot 

suggested a three factor model and a subsequent EFA was conducted with factors constrained to 

three.  While items in the Control composite score retained original factor loading organization 

into one factor, organization items in the Cognitive Immaturity and Egocentrism composites 

included several cases of cross-factor loading and double loading.  As it is not in the scope of the 

current study to confirm the factor structure of measures, the MOCTS subscale scores were 

excluded from subsequent analysis.  Based on reliability statistics and results of the EFA of the 

Prisoner Perceptions construct, researchers considered the MOCTS total score an appropriate 

independent variable.   

Views of Death 

A principal components exploratory factor analysis using a maximum-likelihood 

extraction method with a varimax rotation was conducted on all Views of Death measure items.  

An examination of the scree plot supported preservation of a five factor model and a subsequent 

EFA was conducted with identical parameters and factors constrained to five.   Eight items (3 

DAS, 4 HDS, 1 CGD) were deleted for inadequate loading.  Review of items deleted from the 

Death Anxiety Scale indicated the items were worded oddly or required consideration of abstract 

concepts.  For example, item eight referenced “the way time flies so very rapidly” and item 
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thirteen referred to the possibility of “World War III.”  Regarding the prisoner’s desire for 

hastened death (HDS), three of the four items deleted inquired about suicidal ideation, including 

consideration of “ending [his] life.”  Lastly, the item deleted from the Concept of Good Death 

measure referred to a person living “until a key event,” for which inmates frequently requested 

further explanation.   

The organization of factor items were as follows:  1) Death Anxiety Scale, 2) Hastened 

Death Scale, 3) Concept of a Good Death –Clinical, 4) Concept of a Good Death – Closure, and 

5) Concept of a Good Death – Personal Control. Notably, three items cross-loaded among 

factors, including HDS items 1 and 4 loading with the DAS factor, and DAS item 4 loading with 

CGD – Clinical.  Conceptually, the cross-over of items was logical.  Hastened Death Scale items 

1 and 4 express anxiety about suffering a great deal in prison or dying in prison. In addition, the 

items lack any mention of desire for death.  Thus, their loading with Death Anxiety makes 

conceptual sense. Similarly, DAS item 4 was compatible with the Closure subscale of the CGD.  

The item included anxiety regarding an event that may occur in life and, under certain 

circumstances, may lead to an inability to fulfill closure prior to death.  Therefore, for the 

purpose of the current study, cross-over items were retained in the factors with which they 

loaded. 
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Table 4. 
Factor loadings of Views of Death Construct 

Factor 1 – Death Anxiety 
1. I am very much afraid to die.   
2. The thought of death seldom enters my mind.  
3. It doesn’t make me nervous when people talk about death.  
5.  I am not at all afraid to die.  
6. I am not particularly afraid of getting cancer.   
7. The thought of death never bothers me.   
9. I fear dying a painful death.   
10. The subject of life after death troubles me greatly.  
11. I am really scared of having a heart attack.  
12. I often think about how short life really is.   
14. The sight of a dead body is horrifying to me.   
1. I am afraid to die in prison (HDS)  
4. I expect to suffer a great deal from physical problems in the future because I am in 
prison. (HDS) 

 

Factor 2 – Desire for Hastened Death 
HDS  
2. I feel confident that I will be able to cope with the emotional stress of being in prison.  
3. Being in prison has drained me so much that I do not want to go on living.  
6. Dying seems like the best way to relieve the pain and discomfort of being in prison.  
7. Despite being in prison, my life still has purpose and meaning.  
8. I want to continue living no matter how much pain or suffering being in prison causes.  
10. I hope my health will fail rapidly because I would prefer to die rather than continue 
living in prison. 

 

Factor 3 – Concept of  a Good Death – Closure Subscale 
4. That family and doctors follow the person’s wishes.  
6. That it be peaceful.  
7. That loved ones be present.  
8. That the person’s spiritual needs be met.  
9. That the person is able to accept the death.  
10. That the person had a chance to complete important tasks.  
11. That the person had an opportunity to say “good-bye.”  
4. I dread to think about having to have an operation.  (DAS)  

Factor 4 – Concept of a Good Death – Clinical Subscale 
1. That it be painless or largely pain-free.  
2. That the dying period be short.  
3. That it be sudden and unexpected.  
5. That it occur naturally, without technical equipment.  
13. That death occurs during sleep.  

Factor 5 – Concept of  a Good Death – Personal Control Subscale 
14. That there be mental alertness until the end.  
15. That there be control of bodily functions until death.  
16. That the ability to communicate be present until death.  
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Reliability analyses were conducted on all revised versions of Views of Death measures.  

Comparisons among reliabilities of the original and revised measures exhibited improvements in 

each measure’s reliability. Statistical data are presented in Table 5. 

Table 5 
Descriptive and reliability statistics for original and revised variable measures 

Measure # of 
Cases 

Original 
# of Items 

Original 
α 

Revised # 
of Items 

Revised 
α M SD 

WRAT-4 Reading  115 70 -- -- -- 8.68 3.46 

CCS 119 19 -- -- --- 2.34 1.59 

VES-13 119 4 -- -- --- 1.34 1.39 

SLUMS 119 11 -- -- --- 23.76 3.58 

ATPa 119 36 .957 34 .960 100.70 24.40 

MOCTSa 119 65 .933 53 .939 129.23 22.71 

Trust Prison HC 119 15 .930 -- --- 41.53 11.69 

CGD - ORa 119 16 .796 15 .802 3.47 0.66 

DASa 119 15 .759 12 .768 5.58 3.07 

HDSa 119 12 .573 8 .737 0.34 .905 

PSSS 92 10 .691 -- --- 39.88 5.40 

PHQ 92 8 .830 -- --- 4.97 5.32 

Note. aMean and standard deviation based on revised version of scale.  

REGRESSION SERIES  

 Subsequent multiple regression analyses were conducted in two parts. As data regarding 

social support (PSSS) and depression symptoms (PHQ-8) was available for only a subsample of 

participants, regression analyses for the model with and without these data were conducted 

separately. Notably, preliminary analyses indicated the full sample, which consisted of a greater 

proportion of Donaldson inmates, endorsed significantly greater maladaptive thinking than the 
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subsample.  To determine the ability of the independent variables to predict views of death, a 

series of multiple regression analyses were conducted with three stages.  Stage one included 

demographic variables of interest and with significant correlation to independent and/or 

dependent variables.  Age, race, education, number of times arrested, and current offense were 

entered into the first stage due to relative causality.   The second stage consisted of the Charlson 

total score, SLUMS total score, and the VES-13 total score.  Similarly, health variables were 

entered second based on theoretical conclusions that health is more closely related to views of 

death than prison perceptions.  Revised total scores for the three prisoner perceptions measures 

were entered into the third stage of the model.  Due to significant correlations among 

independent variables, multicollinearity was investigated via the VIF and Tolerance.  According 

to Cohen, Cohen, West, & Aiken (2003), cutoff scores for the VIF of greater than 10 and 

Tolerance of less than .10 indicate multicollinearity.  Analyses indicated multicollinearity did not 

emerge as a significant problem in any of the following regression models.  

Overall Views of Death 

In order to mirror the originally proposed SEM model, a composite score of all death 

measures was calculated to represent the overarching latent construct of Views of Death.  The 

model was a significant predictor of Views of Death with about 19% (R2 = .185; adj R2=.101) of 

the variance in prisoners’ views of death accounted for by the model, F (11, 107) = 2.203, p = 

.019.  However, none of the independent variables emerged as a significant predictor.  Rather, 

the Constant variable emerged as the only significant factor, t(11) = 3.775, p < .001.  To further 

examine Views of Death as a function of demographics, health, and prisoner perceptions, 

subsequent multiple regressions were conducted to examine prisoners’ death anxiety, desire for 

hastened death, and overall rating of a concept of a good death separately.  



47 
 

Table 6  
Bivariate intercorrelations among relevant variables and dependent measures. 

 1 2 3 4 5 6 7 8 9 
1. Age          

2. Race -.124         

3. Edu .066 .005        

4. SLUMS  -.116 -.055 .269**       

5. ATPa  .011 -.010 -.320** -.312**      

6. TPHC  .124 .031 -.038 .133 .140     

7. MOCTSa  -.010 .086 -.444** -.154 .219* -.091    

8. DASa  -.184* .023 -.100 -.282** .172 -.067 .179   

9. HDSa  .099 -.206* .008 .148 -.205* -.198* .050 -.074  

10. CGD ORa -.058 .175 -.203 -.114 .213* .161 .217* .229* -.211* 

Note.  ** p ≤ .01.  *p ≤ .05.   
aTotal score based on revised version of scale. 
  
 Death Anxiety 

 The model was a significant predictor of prisoner death anxiety with about 22% (R2 = 

.223, adj R2= .143) of the variance in death anxiety accounted for by the model, F(11, 107) = 

2.794  , p = .003.  Age emerged as the most significant predictor of death anxiety, (β = -.123, 

t(11) = -3.36 , p = .001) with older inmates endorsing less death anxiety than younger fellow 

inmates.  In addition, mental status (SLUMS; β = -.265, t(11) = -3.25 , p = .002) and functional 

status (VES-13; β = .490, t(11) = 2.43 , p = .017) emerged as significant predictors of prisoners’ 

death anxiety.  Inmates with lower mental status and more vulnerable functional status endorsed 

greater anxiety regarding death.   
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Table 7 
Regression Coefficients for Model Predicting Death Anxiety 

 Unstandardized Coefficients   
Model β Std. Error t p 

Constant 13.309 3.880 3.430 .001 

Age -.123 .037 -3.363 .001 

Race -.027 .280 -.098 .922 

Education .150 .197 .762 .448 

Times Arrested .041 .024 1.680 .096 

Current Offense .057 .109 .526 .600 

Charlson Comorbidity – CCS .192 .189 1.019 .310 

Cognitive Status – SLUMS -.265 .082 -3.252 .002 

Functional Status – VES-13 .490 .202 2.427 .017 

Attitudes toward Prisoners – ATP .010 .012 .837 .405 

Trust in Prison Health Care - TPHC .009 .024 .388 .699 

Maladaptive Thinking - MOCTS .014 .013 1.068 .288 

 

 Desire for Hastened Death 

 Prisoners’ desire for hastened death was significantly predicted by the model, which 

accounted for about 20% (R2= .202, adj. R2 = .120) of the variance, F(11, 107) = 2.462  , p = 

.009.  Prisoners’ trust in prison health care emerged as the only significant predictor of desire for 

hastened death, β = -.015, t(11) = -2.078 , p = .04.  Inmates who endorsed less trust in prison 

health care had greater desire for hastened death.  Notably, race (p = .051) and age (p = .052) 

approached significance.  Specifically, older inmates and racial minorities reported greater desire 

for hastened death.  
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Table 8 
Regression Coefficients for Model Predicting Desire for Hastened Death 

 Unstandardized Coefficients   
Model β Std. Error t p 

Constant -.426 1.160 -.367 .714 

Age .021 .011 1.967 .052 

Race -.165 .084 -1.969 .051 

Education -.045 .059 -.771 .443 

Times Arrested -.008 .007 -1.109 .270 

Current Offense .024 .033 .740 .461 

Charlson Comorbidity – CCS -.097 .056 -1.725 .087 

Cognitive Status – SLUMS .037 .024 1.536 .128 

Functional Status – VES-13 .012 .060 .191 .849 

Attitudes toward Prisoners – ATP -.007 .004 -1.898 .060 

Trust in Prison Health Care - TPHC -.015 .007 -2.078 .040 

Maladaptive Thinking - MOCTS .004 .004 1.121 .265 

  

 Concept of a Good Death 

 Multiple regression analyses were conducted for each subscale of the CGD measure.  

However, the model was not a significant predictor of the three subscales: Closure [F(11, 107) = 

1.617  , p = .104], Clinical [F(11, 107) = 1.360, p = .203], and Personal Control [F(11, 107) = 

1.462, p = .157).  Phillips et al. (2009), in validation of the CGD measure with a prison 

population, established an Overall Rating score for the CGD.  Based on this analysis, as well as 

an examination of the EFA scree plot, an overall rating score was calculated with the current 

sample and multiple regression analysis were conducted on this rating score.  Conceptually, the 
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overall rating score was considered a general rating of prisoners’ value on specific details of a 

death, as compared to an abstract view of death.  The model approached significance, accounting 

for about 15% (R2= .154, adj. R2 = .067) of the variance, F(11, 107) = 1.773  , p = .068.  

Similarly, trust in prison health care approached significance as a predictor variable, β = .010, 

t(11) = 1.88 , p = .063. Inmates with greater trust in prison health care assigned greater 

importance to details surrounding a “good death.”   

Subsample Analyses without Social Support and Depression 

 As only a subsample of participants received the social support (PSSS) and depression 

(PHQ) measures, the above regression analyses was repeated with the subsample prior to adding 

the PSSS and PHQ to the model in order to detect any changes in results due to sample 

characteristics.  Model stages and variables remained the same as in the previous model.   The 

model was a significant predictor of Overall Views of Death with about 28% (R2 = .275; adj 

R2=.176) of the variance in prisoners’ views of death accounted for by the model, F (11, 78) = 

2.765, p = .004.  Maladaptive thinking (β = .145, t [11] = 2.796, p = .006) emerged as the most 

significant predictor variable, followed by trust in prison health care (β = .163, t [11] = 2.263, p = 

.026) and age (β =.-.207, t [11] = -1.885, p = .063).  Specifically, overall contemplation of death 

increased with greater maladaptive thinking, greater trust in prison health care, and younger age.   

 The death anxiety model was significant with about 33% (R2 = .328, adj. R2 = .236) of 

the variance in death anxiety accounted for by the model, F (11, 80) = 3.558, p = .000.  

Cognitive status (β = -.373, t [11] = -3.841, p = .000), age (β = -.150, t [11] = -3.592, p = .001), 

and maladaptive thinking (β =.040, t [11] = 2.050, p = .044) emerged as significant predictors.  

Regression models for desire for hastened death and concept of a good death were not 

significant.   



51 
 

Subsample Exploratory Analyses Including Social Support and Depression 

 One sample t-tests were conducted on demographic and independent variables data 

between inmates in the total sample who did not receive the social support and depression 

measure and those in the subsample who did receive the exploratory variable measures. 

Significant differences between the two groups of participants are presented in Table 9.  Notably, 

all significant differences in total scores on independent measures were less than one point in 

value.   

Table 9 
Variable means among inmates who did and did not receive the PSSS and PHQ 

 Did Not Receive SS and PHQ Received SS and PHQ 
Age 56.3 54.6 

Race 1.63 1.87 

         Caucasian 52% 42% 

         AA 41% 44% 

Education  2.19 2.82 

         Grade School 52% 34% 

         GED 30% 30% 

Charlson Comorbidity 2.63 2.25 

Cognitive Status - SLUMS  23.15 23.93 

Hastened Death  .56 .26 

Concept of Good Death - Overall 3.62 3.44 

 

 Average score on the Prisoner Social Support Scale (PSSS) was 39.88 (SD = 5.40) out of 

a possible 50, which fell into the upper quartile. Overall, participants agreed with a sense of 

social support from family, friends, or other inmates.  Item analysis of the PSSS indicated the 

average inmate endorsed agreement with elements of perceived social support (PSSS).  Inquiries 
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about physical acts (e.g., move belongings, help with tasks, help when ill) or financial assistance 

were answered with agreement in the vast majority (84% - 98%).  Most inmates agreed they 

were carefully listened to (85.8%), had someone who made them feel better when feeling down 

(100%), could seek good advice from someone (80.4%), and could talk to someone about their 

prison experiences (91.3%).  About 40% of participants reported having problems they could not 

discuss with others.  In addition, 64% of inmates reported people at home did not understand 

their prison experiences. 

 On average, participants endorsed five (M = 4.97, SD = 5.32) depression symptoms.  

Approximately 15% of participants endorsed a score of 10 or greater on the PHQ, which was 

higher than community samples’ prevalence of similar scores.  McGuire, Strine, Allen, 

Anderson, & Mokdad (2009) reported 4.9% of participants endorsed similar scores in a national 

community sample. Similarly, Kroenke et al. (2002) reported 13.1% of participants obtained a 

score of ten or greater.  Correlational analyses were conducted with the Prisoner Social Support 

Scale (PSSS) and the Patient Health Questionnaire (PHQ-8) in order to determine the 

relationship of these variables with all relevant demographic, independent, and dependent 

variables (n=92).  Results presented a significant relationship among prisoners’ perceived social 

support (PSSS total score) and the following variables: 
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Table 10 

Bivariate intercorrelations among PSSS, PHQ, and relevant variables. 

 PSSS PHQ-8 
PSSS    

PHQ-8 -.198  

Age 1st Arrested -.293** .010 

Age 1st Incarc -.249** .077 

# Meds 1 month -.058 .305** 

VES-13  -.143 .330** 

HDS  -.193 .399** 

DAS  -.098 .222* 

MOCTS  -.266* .504** 

  Note.  ** p ≤ .01.  *p ≤ .05.   
  

Multiple Regression Series Including Social Support and Depression 

 To determine the ability of the independent variables, social support, and depression 

variables to predict views of death, a series of multiple regression analyses were conducted with 

three stages.  Organization of variables entered into stages was retained from preceding analyses.  

In addition, the PHQ-8 total score (depression symptoms) was added to the health variables stage 

to represent mental health.  The PSSS (social support) was entered into a stage alone preceding 

the Prisoner Perceptions stage. Thus, the stages were organized as follows:  1)  demographic 

variables; 2) health variables (total scores of the CCS, SLUMS, VES-13, PHQ-8); 3) social 

support (PSSS); and 4) prisoner perceptions (revised total scores of the TPHC, ATP, and 

MOCTS).   Similarly, health variables were entered second based on theoretical conclusions that 

health is more closely related to views of death than prison perceptions.  Similar to the preceding 

regression analyses, VIF and Tolerance analyses indicated multicollinearity did not emerge as a 
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significant problem in any of the following regression models.  Notably, due to the robustness of 

multiple regression to assumptions and direction of relationship, the following analyses were 

considered a valid prediction of views of death as a function of the independent variables, 

including the PHQ-8 and PSSS. 

 Overall Views of Death 

 A multiple regression was conducted in order to predict participants’ views of death (via 

the death composite score) as a function of the aforementioned independent variables, including 

social support and depression.  The model significantly predicted about 28% (R2 = .279, adj. R2 = 

.158) of the variance in prisoners’ views of death, F(13, 78) = 2.318  , p = .012.   Maladaptive 

thinking [β = .149, t (13) = 2.436, p = .017] and trust in prison health care [β = .166, t (13) = 

2.25, p = .028] emerged as significant predictors.  Most contemplation regarding death (i.e. 

anxiety, desire for hastened death, importance of death details) was endorsed by inmates with 

higher levels of maladaptive thinking or less trust in prison health care.   

 Death Anxiety 

 Similarly, the model was a significant predictor of prisoner death anxiety with about 33% 

(R2 = .331, adj. R2 = .220) of the variance in death anxiety accounted for by the model, F(13, 78) 

= 2.970  , p = .001.  Notably, the current model accounted for a greater amount of the variance in 

death anxiety than the previous model excluding social support and depression variables.  Yet, 

similar to the previous model, age [β = -.151, t(13) = -3.563, p = .001] and mental status 

[SLUMS; β = -.374, t(13) = -3.797 , p < .001] emerged as significant predictors of death anxiety.  

Therefore, greater death anxiety was endorsed by older adults and those with poorer cognitive 

status. 
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Table 11 
Regression Coefficients for Model Predicting Death Anxiety  Including PSSS and PHQ 

 Unstandardized Coefficients   
Model β Std. Error t p 

Constant 15.300 5.393 2.837 .006 

Age -.151 .042 -3.563 .001 

Race .001 .313 .002 .998 

Education .183 .214 .856 .395 

Times Arrested .049 .026 1.878 .064 

Current Offense .108 .123 .877 .383 

Charlson Comorbidity – CCS .307 .222 1.384 .170 

Cognitive Status – SLUMS -.374 .098 -3.797 .000 

Functional Status – VES-13 .411 .233 1.763 .082 

Depression Symptoms – PHQ .033 .073 .453 .652 

Social Support – PSSS -.019 .061 -.315 .754 

Attitudes toward Prisoners – ATP .005 .014 .376 .708 

Trust in Prison Health Care - TPHC .022 .028 .796 .428 

Maladaptive Thinking – MOCTS .034 .023 1.466 .147 

 

 Desire for Hastened Death 

 Prisoners’ desire for hastened death was significantly predicted by the model, accounting 

for approximately 30% (R2= .298, adj. R2 = .181) of the variance, F(13, 78) = 2.548  , p = .006.  

Participants’ endorsement of depression symptoms (PHQ-8) emerged as the only significant 

predictor of desire for hastened death, β = .071, t(13) = 4.244 , p < .001.  Notably, all variables 

that were previously significant predictors of hastened death (age, trust in prison health care) 
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were no longer significant when the PHQ-8 was added to the model.  Prisoners who reported 

experiencing more symptoms of depression reported greater desire for hastened death.   

Table 12 
Regression Coefficients for Model Predicting Hastened Death, Including PSSS and PHQ 

 Unstandardized Coefficients   
Model β Std. Error t p 

Constant 1.413 1.241 1.138 .258 

Age .008 .010 .861 .392 

Race -.085 .072 -1.185 .240 

Education .013 .049 .266 .791 

Times Arrested -.006 .006 -1.030 .306 

Current Offense -.006 .028 -.225 .822 

Charlson Comorbidity – CCS -.067 .051 -1.316 .192 

Cognitive Status – SLUMS .022 .023 .964 .338 

Functional Status – VES-13 -.068 .054 -1.272 .207 

Depression Symptoms – PHQ .071 .017 4.244 .000 

Social Support – PSSS -.018 .014 -1.259 .212 

Attitudes toward Prisoners – ATP -.003 .003 -1.104 .273 

Trust in Prison Health Care - TPHC -.004 .006 -.597 .552 

Maladaptive Thinking - MOCTS -.007 .005 -1.336 .186 

 
 Concept of a Good Death 

 Multiple regression analyses were conducted for each subscale of the CGD measure, as 

well as the Overall Rating score.  However, the model did not account for a significant amount 

of the variance in any of the subscales.  In addition, the model’s significance decreased with the 
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inclusion of the two exploratory measures and did not approach significance as in the preceding 

analysis.   

Qualitative Data and Content Analysis 

 Because the vast majority of research studies investigating quality of life and views of 

death among prisoners have been quantitative, a portion of the study devoted to gathering in-

depth information of prisoners’ perceptions is imperative to research and theory development.  

We approached the qualitative portion of the study with an inductive, descriptive and exploratory 

attitude in order to obtain a holistic view and capture the diversity of prisoner reports and 

experiences (Sandelowski, 2000, 2001).  A total of 32 (Donaldson = 17, Hamilton = 15) 

qualitative interviews were conducted with participants meeting the following criteria:  1) 

endorsement of a minimum score of three on the VES-13 and 2) willingness to participate in the 

follow-up, qualitative interview.  Length of interviews was not recorded; however, average 

length of interview was estimated to be approximately 15 minutes.  Participant responses were 

transcribed by the principal investigator, Amy Rodriguez, and reviewed and independently coded 

by Ms. Rodriguez and the dissertation chair, Rebecca S. Allen, in intervals of five interviews per 

session.  Following review and coding of the initial five transcripts, coders discussed content 

analysis and coding and developed initial qualitative themes. Following each session of coding, 

coders discussed differences in interpretation of single words and phrases, as well as    coding 

decisions, to agree on designation of line-by-line content into established coding themes.  

Refinements to established themes were discussed and added to thematic descriptions.  In 

addition, meeting minutes documented relevant discussion points following each session in order 

to allow for later audit of coding discussion.   
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 After coding was complete for all transcripts and theme designation was agreed upon, 

committee member Jimmy Williams, Ph. D served as a third party to review coding objectively.  

Including a third party coder to review axial codes developed by the coding team served as a 

means of facilitating rigor and trustworthiness, validity indicators in qualitative inquiry (Cohen 

& Crabtree, 2006). Qualitative coding and content analysis resulted in establishment of ten major 

themes, which are labeled and described in the following section.  Notable responses are 

provided in verbatim and italicized.  Longer responses are presented in blocks to facilitate 

reading and does not indicate greater significance or relativity.   

Qualitative Themes 

Physical Health Issues included responses pertaining to difficulties inmates reported with 

physical disability, mobility or physical illness.  Responses included first and second hand 

accounts of such issues.  Common reports included reference to details of facilities’ physical 

structure, including difficulty walking long distances to the infirmary or “chow hall”, even with 

the assistance of canes, walkers or wheelchairs. Disabilities reported ranged from chronic pain 

and joint pain to respiratory conditions and need for inhalers or transportable oxygen tanks.  

Inmates reported medical procedures they had undergone, including brain surgery and hip joint 

replacement.  Illnesses included cancer and diabetes.  Problems associated with limited mobility 

consisted of inability to perform ADLs (showering, toileting) and mobility (walking, pushing 

wheelchairs).   

“When I was sick – getting up, moving around, going outside and exercising, going to the 

bathroom… I couldn’t stand back up. Needing to move your mattress, I need help 

because I can’t do any kind of lifting.” 
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“I have problems with long distance walking, breathing problems. My chest gets to 

hurting. I was told I wouldn’t be able to go through another open heart surgery at 

[Hospital].  Just the breathing and hurting in my chest.” 

“Just about everyone with chronic care has chronic pain. See it every day. Older guys 

can’t get up and down. Constant pain.”   

Mental Health Issues included reports of psychological stress and distress related to living in 

prison. Specifically, responses related to coping with adjustment to incarceration, learning and 

navigating social dynamics and facility logistics, as well as participants’ views of peers’ 

psychological issues and mental health treatment.   

“Mentally, it has drained me. It has a strong effect on weak-minded people. I don’t care 

how strong you are, there’s always exceptions to the rule. Prison tears you down. Do it 

day by day.” 

 

“It’s rough. One guy just killed himself. He was in the infirmary for a bed sore. One week 

later, he committed suicide. He had told us. They put him out of the hospital, one week 

later, he killed himself.  If a man is gonna kill himself, you can’t stop him.” 

 

“Some days I feel full of life, other days I press on.” 

Access to Care pertains to the ease or difficulty inmates have had acquiring either medical or 

mental health care.  Responses noted factors that have helped facilitate utilization of care and 

obstacles or barriers to receiving care that is adequate, per the inmates’ views.  Facilitating 

factors included frequency with which the inmate visited health services, positive established 

relationship with staff, and desirable qualities of staff responsiveness.  Obstacles to care included 



60 
 

institutional logistics and safety concerns, procedures for in-house and outside medical care, and 

perceived quality of care. 

“Not bad at all, especially here. When they have doctors here, anyway.” 

 

“It’d help to get physical help unless you had someone and once you get up here, you’re 

in pretty good hands.” 

 

“Doctors and nurses for inmates, only so much they’re allowed to do for adequate 

healthcare provision.” 

Prison Culture consisted of two subthemes: norms and dynamics.  This category excluded reports 

of documented correctional institution policies and procedures.  Norms included individual 

beliefs and values endorsed by inmates.  Responses include avoidance of interpersonal 

obligations (e.g. “I don’t accept help from others”), reluctance to ask others’ for help, and 

learning to live “the prison way of life” (e.g., imprisonization).   

“Life can change quickly.  “Hey man, you got a knife?” Another guy talking trash… 

Have to have protection or something to protect yourself with.” 

 Dynamics included reports of interpersonal interactions between inmates, as well as 

between inmates and staff.  Inmates described guidelines for socializing and conflict (e.g., fights.  

Common practices for adhering to norms were included).  Guidelines reported included specific 

types of people commonly ostracized (e.g., homosexuals) and exclusion of peripheral others in a 

fight (i.e. to gain more respect).   Inmates reported views of staff perceptions of inmates and 

inmate behavior.  For example, multiple responses included perceptions that staff view inmate 

complaints as “fake” or “lies.”  Reports gave insight into various tones in inmate and staff 
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interactions.  For example, multiple inmates provided responses similar to “I could explain but 

feel I’d put myself in a bad position,” or “”They’ll probably kill me for telling the truth.”  In 

contrast, some responses provided a positive relationship among inmates and staff.  In reference 

to personal interactions with health care staff, one inmate stated, “Always a pleasant experience. 

I love them all to death. No complaints. As comfortable with them as with free world hospitals.”    

 

Inmate-to-Inmate Support and Relations described assistance and support received by fellow 

inmates and non-health care staff for psychological mental health, physical health, or physical 

disability problems.  Types of assistance provided included alerting health care staff for need of 

assistance, acquiring medication from other inmates, help moving belongings or self (e.g., 

pushing a wheelchair), performing activities of daily living (ADL) tasks, and providing hospice 

care.   

“I’ve even had police come by to see me when my oxygen drops, to come by and help me 

to the infirmary.” 

 

“We usually help each other if we need it. Some won’t help you but the majority do.” 

Staff Responsiveness consisted of perceptions of variability in effort and proactive behavior in 

staff reactions toward inmate requests or needs.  Staff noted included the warden, correctional 

officers, nurses, physicians, mental health care workers, and psychologists.  In addition, views of 

treatment provided, as well as quality and quantity of communication and time with staff were 

noted.    
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“Better success with the NPs than the MD. Does chronic care. The NPs take very good 

care of me and go by the Hippocratic code. They are handcuffed to an extent. It’s based 

on what they have to work with.” 

 

“A lot of doctors – they’re not professional at all. Since in prison, it’s their way or no way – even 

if taking prior meds. “These are your prescriptions, these are your problems. That’s all.” If 

you’re having pain or something, ‘everybody has pain’ is what the doctor will say. “You’re a 

prisoner. That’s all.”  

“Always on top of things with me because they know I don’t make it up. There’s something 

really wrong with me. Always good to me.” 

 

Financial Concerns is exclusive to concerns with prison resources and does not pertain to outside 

financial resources.  Common concerns noted a lack of resources for providing health care above 

that which is legally mandated by policy, perceptions of staff concerns with funding, and staff 

actions dictated by limits of policy.  In addition, reports included descriptions of paying other 

inmates to provide assistance or goods.   

 

“If you have a little money you can get more assistance from the inmates than someone 

without money.” 

 

“It’s a budget control thing. You can tell it’s a tight budget based on how they react when 

you ask for help. I got my new leg when they just got money.” 
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“Financially, the state. When you put in for surgery, it goes to the regional board. 

Whatever outside services, the state pays for it.” 

Good Death consists of the following six predominant themes describing inmate preferences and 

views of a “good death” in prison.   1)  Death in sleep, 2) Peaceful, 3) No pain, 4) Sudden/Fast 

Death, 5) No Good Death in Prison, and 6) Having loved ones present.   

 

“Not suffering. Peaceful. Pass on in my sleep. Nothing ever good about that but if I had 

that choice in leaving this world, that’s how I’d prefer to leave this world.” 

 

“Not such a thing as a good death (in prison). I don’t think it’s right for someone to die in 

prison. If terminally ill, you should be with family and kids. I feel they die without 

dignity in prison.” 

Facility Accommodations described variations in institution structure (e.g., building layout, 

handicap amenities) and effects on physically disabled or chronically ill inmates.  Problems with 

accommodations noted included long distances from dorms to common areas, such as the 

infirmary or chow hall and risk of falling due to waxed floors and lack of handrails.  Responses 

also yielded coding in secondary categories, such as physical health, financial difficulties, and 

access to care. These responses described subsequent difficulties that resulted from trouble with 

facility accommodations, including shortness of breath, missing pill call due to delayed arrival, 

and financial strain related to need to pay other inmates for assistance. 

 

“I live in [dorm] for age 45 or above. It’s pretty difficult; this is an inadequate facility. 

Stuff is too high and it needs to be lowered. I have to get assistance.” 
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“If the hall is wet it is very dangerous. The shower is hard … If the floor was just mopped 

it is shining like glass and becomes very dangerous. If the chow hall floor is wet in the 

morning then I don’t go.” 

 

Outside or Family Support consists of presence or lack of financial or good resources from 

outside sources, such as family, friends, or lawyers. 

“Two of my friends buy me magazines and they send them to me to read.” 

“It took my wife calling and stuff. Without family out there calling for you, you’re in 

trouble in here.” 

 “It’s hard to get help from the outside. … Lawyers take your money and then your 

family has to build your money again. It’s a struggle. Lawyers are sellouts.” 

Mixed-Method Integration 

Method integration occurred at the interpretation level.   The research plan and analyses 

for the current mixed-model study is presented in Table 8.  Integration of quantitative and 

qualitative data is conducted in the Discussion section of this paper. 
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Table 13 
Mixed Method Analysis Plan and Conclusions 

 Traditional Quantitative Qualitative 
Goals 1) To examine the relationship(s) among variables 

of health, social support, perceptions, and views 
of death 
 
2) To evaluate prisoners’ views of death as a 
function of health, support social and perceptions 

1) To explore inmates’ unique experiences 
and views related to living in prison with 
chronic illness or disability, treatment for 
physical and mental health issues, and death 
in prison. 
 
2) To gain insight regarding participants’ 
health, social support,  perceptions, and 
views of death 

Sample 119, convenient sample 32 purposive subset of entire sample 

Data 
Sources 

In-person verbal administration of surveys during 
one-on-one interviews 

Semi-structured qualitative interviews 

Data 
Analysis 

Descriptive, Correlational, Multiple Regression 
Series 

Content analysis of inmate responses, 
research team meeting regarding individual 
coding and differences 

Conclusion Site Differences 
1. A greater percentage of Donaldson inmates 
spent time in juvenile correction; however, more 
Hamilton inmates had served time in a psychiatric 
prison. 

2. On average, Hamilton inmates were currently 
older, as well as older at the time of their first 
incarceration.   

Compared to other samples 
1. Participants had more chronic care diagnoses 
than community samples. Functional health was 
comparable to community members who died 
within two years.   

2. Inmates endorsed lower levels of maladaptive 
thinking than other inmate samples.  In addition, 
inmates perceived fairly positive attitudes towards 
prisoners, which was similar to college samples 
and professionals with experience working with 
inmates.   

Results 
1. Data did not support proposed relationships 
among predictor variables and views of death. 
   
2. Inmates’ health and quality of life accounted 
for a significant amount of variance views of 
death.   

• Inmates’ concern regarding poor health 
and proper treatment was related to 
accessibility and satisfaction with 
health services. 
 

• Prison culture regarding social 
dynamics and individual values, as well 
as financial funding, affect the 
relationship inmates have amongst 
themselves and with staff. 
 

• The harsh prison environment and 
strained relationships with others 
contributes to inmates’ ability to access 
adequate help for health concerns.  

 
• When unable to acquire proper services 

from staff, inmates often turn to one 
another for assistance and support.  

 
• Social support among inmates consists 

of behavioral tasks and acts of service, 
which is compatible with prison culture 
and dynamics.  
 

• Inmate views of death focus on the 
details of the act of dying, such as 
whether it is painful or occurs in sleep. 
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4. DISCUSSION 

 The purpose of the current study was to investigate prisoners’ perceptions and attitudes 

toward chronic illness and death in prison using a mixed method approach and lifespan 

developmental theory.   Inmates from two prisons in Alabama who received chronic health care 

participated in surveys and, for the purposive subsample, semi-structured qualitative interviews.  

Preliminary correlational and factor analysis was conducted on quantitative data to evaluate the 

variable relationships included in the multiple regression models.  Participants endorsed 

indicators of health comparable to community samples of significantly older chronically ill 

people. These results support the notion of accelerated aging in prison populations.  In addition, 

inmates endorsed levels of maladaptive thinking significantly lower than previous criminal 

samples and similar to non-criminal samples.  This finding supports the notion that maladaptive 

thinking decreases with age.  Regarding views of death, in-depth evaluation of the model is 

discussed below.  Notably, findings are theoretically consistent with the five principals (life span 

development, timing, time and place, linked lives, and agency) of Life Course Theory.  

Health 

 Although correlational analyses indicated significant positive relationships among age 

and physical health variables of functional status and comorbidity, there was no significant 

relationship among the physical health variables, precluding creation of a latent variable. This 

finding suggests inmates’ cognitive status, functional status, and comorbidity are unrelated.  

Notably, there was a significant positive correlation (p < .01) between inmate education, reading 

level (WRAT-4), and cognitive status (SLUMS).  Therefore, scores on the SLUMS were
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 considered to be an underestimation of participants’ true cognitive status and the discrepancy 

was attributed to literacy [i.e., average education (grade school) and average reading level (M = 

8. 68, SD = 3.46)].   Overall, inmates’ unique experiences shared during semi-structured 

interviews included reports highlighting the importance of physical health or disability and 

healthcare in quality of life, which provided support for hypotheses through qualitative analyses.   

Prisoner Perceptions 

 Regarding the Prisoner Perceptions latent construct, there was a significant (p < .05) 

positive relationship between maladaptive thinking (MOCTS) and perceived attitudes toward 

prisoners (ATP), which indicated inmates who endorsed greater maladaptive thinking perceived 

greater positive attitudes towards prisoners.  However, participants’ trust in prison health care 

was not significantly related to other Perceptions indicator variables, which provides evidence 

against the proposed structure of the Prisoner Perceptions measurement model.  Rather, it 

seemed Prison Perceptions consisted of a non-criminal level of maladaptive thinking and 

relatively positive perceived views of prisoners.  Regarding hypothesis for qualitative analyses, 

reports of Prison Culture included cognitively immature and rigid thinking regarding themes of 

detachment, self-reliance, and distrust.  Qualitative results corroborated and provided support for 

statistical findings. 

 Only a subsample of participants were administered the PHQ-9 and social support 

measures. T-test analyses indicated the subsample of participants had a significantly lower 

maladaptive thinking score than that of the overall sample.  A greater proportion of Donaldson 

inmates were deleted to create the subsample.  Based on the data reflecting the finding that 

Donaldson inmates endorsed greater maladaptive thinking than Hamilton inmates, this shift in 

site presence in the sample may have resulted in this decrease in average MOCTS score.  
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Views of Death  

 The Views of Death measurement model was supported by preliminary analyses. 

Correlational analyses supported the proposed structure as evidenced by each of the measures’ 

significant correlations with at least one other measure.  Further, these findings supported the 

inclusion of all three measures in the latent construct.  Exploratory factor analysis of the Views 

of Death latent construct indicated prisoners’ views of death consisted mainly of death anxiety, 

desire for hastened death related to prisoner’s ability to cope with life in prison, and the 

importance of various details surrounding one’s death.  

Predicting Views of Death 

 Death Anxiety 

 Multiple regression analyses indicated younger age and poorer physical health, 

specifically lower cognitive status and greater functional vulnerability, were predictive of greater 

death anxiety in the current sample. These findings are consistent with previous research 

conducted with chronically ill participants in the community, which reported death anxiety 

decreasing with age and increasing with greater physical illness.  Younger inmates living with 

chronic illness or disability in prison may experience a shortened future time perspective, 

especially if serving a life sentence, due to the timing of their incarceration (young age) and long 

term placement in a restrictive environment (prison).   For younger inmates, personal reflection 

may result in increased death anxiety due to damaged ego integrity and a sense of an “unlived 

life” due to early incarceration and chronic illness. In addition, as younger inmates live alongside 

older inmates with poor health (linked lives), witnessing others’ struggle to manage poor health 

in prison may increase their death anxiety.  Interestingly, due to the structure of living quarters 
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prison and current issues of overcrowding (time and place) young adult inmates witness such 

illness with a level of intimacy not common in the community.   

 Comparatively, older inmates confronting the possibility of death in prison may not 

experience the same anxiety because the timing of their prospective death is likely closer to 

socially normative views of natural death.  In addition, as older adults endorsed poorer health, 

their physical condition is likely more compatible with cognitive notions of natural death.  

Current findings are consistent with theoretical underpinnings, which ascertain views of death 

develop and change across the life course.   

 Poorer physical health may make inmates more dependent on health care, which adds the 

issue of health care to their life.  Qualitative analyses revealed poor inmate satisfaction with 

health care at times, as well as concerns regarding access to care and staff responsiveness.  These 

added concerns likely create increased stress for inmates and a decreased sense of control.  

Notably, factor analyses indicated participants’ maladaptive thinking consisted of a tendency to 

desire control. As the current sample endorsed maladaptive thinking comparable to that of 

community samples, yet inmates face these issues in a more restrictive environment, death 

anxiety is greater in the current sample than in community samples, which is consistent with 

previous research.   

 Desire for Hastened Death  

 Greater participant desire for hastened death was predicted by endorsement of less trust 

in prison health care.  Results indicated mean functional health for the current sample was 

comparable to a community sample vulnerable to health decline or morbidity within two years 

(Saliba et al., 2001).  Thus, physical health of the current sample was considered to be vulnerable 

to functional decline but not imminent (e.g., a VES-13 score of 3 or higher suggests vulnerability 
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to death or functional decline within 11 months).  In addition, qualitative analyses indicated five 

of the ten emerging themes were related to physical health or health care, including physical 

health, access to care, staff responsiveness, financial issues, and inmate-to-inmate support.  

Participants reported concerns regarding ease of access to care due to unfavorable or adversarial 

staff responsiveness, as well as lack of financial funding and limited treatment availability.  

Further, previous research has indicated inmates’ decreased trust in health services is 

significantly related to less utilization of health care services, which likely sustains or even 

exacerbates poor physical health (Morgan et al., 2007; Loeb et al, 2008).   

 Notably, qualitative responses in the Dynamics subtheme of Prison Culture reflected a 

lack of trust in relationships with staff.  Some inmates endorsed hesitation in fully describing 

their experiences with staff due to apparent fear or worry regarding consequences of divulging 

negative information about inmate-staff relations. Inmates explained a great deal of caretaking 

and support was provided by fellow inmates.  Thus, inmates’ need for care and practice of 

personal agency, as described by Life Course Theory, seemed to supersede prison culture of 

independence and reluctance to accept help, which speaks to the importance of health care and 

prevalence of health care issues.   

 Based on these data, physical health (e.g., chronic illness, disability) and health care were 

considered major parts of participants’ lives.  Therefore, as inmates are dependent on health care 

for chronic illness management and treatment, it appears health care quality, effectiveness, and 

satisfaction would impact the daily functioning, as well as quality of participants’ lives.  Factor 

analysis revealed the current sample’s desire for hastened death was related to the ability to cope 

with prison life, including chronic illness and pain, health care, and emotional stress related to 

incarceration.  Thus, trust in prison health care is imperative to acquisition of services, physical 
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health, and quality of life. Therefore, functional vulnerability may increase an inmate’s desire for 

hastened death due to increased difficulty in coping effectively.  For example, one inmate 

reported the following:  “To be completely honest, prison is not a good life, period.  No such 

thing….If you’re in a small prison like Hamilton A&I the correctional officers talk to you 

because they have time…They don’t talk to you like an inmate or a convict.”  He highlighted his 

poor quality of life and related his life to common interactions with staff.  In addition, he 

highlighted the clear distinction between inmates and staff.   

 Regarding the lack of a significant relationship between trust in prison health care and 

other Prisoner Perception variables,  trust in prison health care seemed to be more directly related 

to physical health.  Overall, physical health, health care, and trust in services are concrete, 

tangible notions.  In comparison, others’ perceived attitudes and maladaptive thinking are more 

abstract concepts.  Theoretically, inmates may not even be aware of their maladaptive thinking 

and its effects on daily life.  Therefore, based on consideration of the aforementioned 

conclusions, trust in prison health care may be more indicative of a confounding variable, such 

as mental health or quality of life. Interestingly, the mental health qualitative theme pertained to 

learning and navigating social dynamics and facility logistics, including relations with medical 

staff.      

 Concept of a Good Death 

 Despite significant correlations between inmates’ concept of a good death (CGD) and 

both perceived attitudes towards prisoners (ATP) and maladaptive thinking (MOCTS), there was 

a lack of significant prediction of inmates’ views of “good death” as a function of the 

independent variables.  The regression model predicting overall value of “good death” details 

(Overall Rating) approached significance (p = .068) with trust in prison health care as a marginal 
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predicator (p = .063), These findings suggest inmates may not relate physical health, trust in 

health care, or other’s attitudes towards prisoners to their views of a “good death” in prison.   

Qualitative data regarding inmates’ concept of a good death focused on specific details regarding 

the act of dying, such as whether the death was painful, sudden, fast, or happened while sleeping 

(overwhelmingly preferred).   In addition, the theme of there being “no good death in prison” 

reached saturation, which may suggest inmates endorse a desire to survive prison (Phillips et al., 

2009; Phillips et al., 2011).  

 Based on consideration of correlational, regression, and qualitative analyses, variables 

pertaining to the inmate’s quality of life in prison (i.e., physical health, mental health, quality of 

relationships with fellow inmates and staff) seem to be significantly related to negative views of 

death, such as death anxiety or desire for hastened death. Results indicated poorer physical 

health, less trust in prison health care, psychological stress, concerns regarding access to care, 

and tense relationships with staff were related to greater death anxiety and desire for hastened 

death.  Thus, findings of the current study supported researchers’ hypothesis indicating the 

multiple regression models would be significant.  Additionally, a greater number of health 

variables emerged as significant as opposed to perceptions variables, which validates 

researchers’ hypothesis stating heath would account for the greatest amount of variance in views 

of death. 

 As factor analysis indicated, inmates’ desire for hastened death was related to the ability 

to cope with prison life, so it seems poor quality of life is key in understanding inmates’ negative 

views of death.  In addition, Desire for Hastened Death (HDS) items explicitly asking about a 

desire to die (e.g., suicidal ideation) did not load adequately.  These results support the notion 

that inmates’ negative views of death are related to not wanting to live in prison rather than a 
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desire to actually die.  Inmates’ greatest concerns were related to the quality of life preceding 

death rather than the notion of dying.  Based on these conclusions, it makes theoretical sense that 

inmates’ reported poor health and maladaptive thinking did not account for a significant portion 

of the variability in inmates’ concept of a good death.   

Subsample Analyses 

 Regression analysis conducted with the subsample prior to adding social support and 

depression to the model indicated the changes in sample size resulted in changes in the 

proportion of inmates from each site.  Further, these changes were related to a decrease in 

inmates’ endorsement of maladaptive thinking.  In addition, analyses with the subsample 

indicated overall views of death were predicted by prisoners’ maladaptive thinking, trust in 

prison healthcare, and age.  Considering the subsample consisting of a greater proportion of 

older, Hamilton inmates, with a less extensive criminal background, these findings were 

consistent with relevant theory  suggesting that maladaptive thinking decreases  with age.   

 Multiple regression analyses predicting Desire for Hastened Death indicated the model 

was no longer significant when conducted with the subsample.  Specifically, the decrease in 

sample size and changes in subsample endorsement of maladaptive thinking noted above were 

likely related to prisoners’ trust in prison health care as it related to  desire for hastened death in 

the full sample.   Notably, although trust in prison health care was significantly correlated with 

desire for hastened death, the variable was insignificant in the subsample model.  These findings 

support the notion noted above of inmates’ trust in prison health care being significantly related 

to a confounding variable, such as quality of life or mental health, not yet measured in this study, 

which may have changed with the shift from the total sample to the subsample.   
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Social Support and Depression 

 Perceived social support had a significant negative correlation with maladaptive thinking 

(MOCTS), which makes theoretical sense based on consideration of the MOCTS subscales of 

cognitive immaturity, egocentrism, and control.  Cognitively immature and egocentric thinking 

patterns may lead a person to adopt a sense of detachment from others, as illustrated by the 

following MOCTS item: “I am so different from others that no one truly understands me.”  Such 

thinking styles may diminish a sense of support from others.  Notably, the fact that participants 

were incarcerated while experiencing such physical and mental health difficulties (time and 

place) played an important role in their ability to cope and seek out social support when needed.  

Presumably, this sense of detachment is related to the harsh prison culture noted in qualitative 

analyses and includes an emphasis on personal protection and self-sufficiency in survival.  Were 

participants in the community, this sense of detachment may not have been as prevalent and 

inmates may have been more comfortable seeking support and linking their life to others’. In 

addition, as maladaptive thinking consists of automatic, extreme, and often rigid thinking, these 

self-segregating thoughts may be difficult to alter.  This sense of detachment was endorsed in 

qualitative data as well and described as self-reliance, independence, or reluctance to depend on, 

ask for, or accept help from others in the Norms subtheme of Prison Culture.   

 About 15% of participants’ endorsed ten or more symptoms of depression on the PHQ-8, 

which was approximately ten percent more than those of community participants endorsing 

similar scores (McGuire, et al., 2001; Kroenke et al.,2008).  Inmates’ endorsed depression 

symptoms (PHQ-8) were significantly related to variables of health, prisoner perceptions, and 

views of death.  Depression symptoms had a positive, significant (p < .05) relationship with 

functional health (VES-13) and maladaptive thinking (MOCTS).  In addition, PHQ-8 scores 
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were significantly and positively correlated with death anxiety and desire for hastened death.  

Correlational analyses suggested experience of depressive symptoms was related to physical 

health and vulnerability, with inmates reporting poorer health experiencing more depression 

symptoms. Further, inmates with greater maladaptive thinking endorsed greater experience of 

depression.  Based on the theoretical foundation of the MOCTS (i.e., automatic thoughts), 

inmates endorsing greater MOCTS scores may be more likely to experience symptoms of 

depression, including feelings of loneliness or isolation.  Moreover, qualitative themes indicated 

the importance of inmate-to-inmate support, staff responsiveness, and outside or family support.   

Considering Social Support and Depression to Predict Views of Life 

 Death Anxiety 

 Social support (PSSS) and depression symptoms (PHQ-8) were added to the regression 

model and results provided further information regarding prisoners’ views of death, as well as 

provided support for previous interpretation.  Participants’ overall view of death was 

significantly predicted by the revised model with trust in prison health care and maladaptive 

thinking emerging as significant predictors.  These findings support the notion that quality of life 

variables influenced prisoners’ views of death.  As with the previous regression model, 

subsequent regression analyses revealed inmate death anxiety was significantly predicted by age 

and cognitive status.  Results provided support for previous conclusions regarding the 

relationship of age and physical health with death anxiety, such that despite the addition of the 

two new variables, the significance of age and health was maintained.  In addition, current and 

previous model results supported hypotheses regarding health accounting for most of the 

variance in views of death.   
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 Desire for Hastened Death  

 With addition of the social support and depression variables, endorsement of depression 

symptoms emerged as the most significant predictor of participants’ desire for hastened death 

(HDS).  These results support the aforementioned notion regarding the relationship between trust 

in prison health care and inmates’ quality of life, specifically mental health (i.e. mood), in 

understanding views of death.  Notably, factor analyses revealed exclusion of items pertaining to 

suicidal ideation and remaining items focused on inmates’ ability to cope with life in prison.  

Based on these results, inmates’ coping abilities and quality of life, as evidenced by reported 

mental health, were considered related to desire for hastened death.  Theoretically, decreased 

ability to cope with life difficulties leads to increased experience of depression symptoms, which 

may increase inmates’ desire for hastened death as a means of escape from their current life 

situation.  Qualitative responses included reports of the psychological turmoil experienced in 

prison.  One inmate stated, “You gotta shut your mind down. You’re in a whole different world. 

Like now, I had to shut out the bad things.  I’m in the jungle. You have to take on the prison life 

and then suffer mentally as well as physically.”      

 The timing of the current samples’ incarceration while chronically ill or disabled was 

likely related to the ability to cope with life’s difficulties.  Poor health, including chronic 

physical illness and depression, increases one’s need for support.  Depression likely includes 

feelings of loneliness or isolation, which may be exacerbated by the prison culture theme of 

independence or reluctance to seek and accept help.  Qualitative analyses revealed inmates 

reported many physical health needs; however, there were very few explicit reports regarding the 

need for emotional support despite data supporting experience of depression symptoms.  Further, 

qualitative data regarding prison culture included tones of inmates’ distrust and defensiveness 
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toward other inmates and staff, which may increase their reluctance to seek or accept help for 

physical and emotional needs. Notably, these conclusions are consistent with previous literature 

regarding inmates’ distrust and underutilization of health services (Aday, 2005).  In addition, 

prison culture norms may prevent inmates from discussing personal issues, such as emotional 

needs, with others, including researchers.  Thus, based on these data, inmates may not be 

seeking, receiving, or accepting the emotional support needed to effectively cope with 

depression, increasing some inmate’s desire for hastened death.   

 Concept of a Good Death 

 Despite addition of social support and depression to the model, inmate’s concept of a 

good death (CGD) was not explained by any model.  Rather, the independent variables in these 

models may have a greater relationship to participants’ quality of life and the affect it has on 

negative views of death, such as fear or anxiety regarding death or death as a means to cope with 

life.  The No Good Death in Prison theme arising in qualitative interviews offers support for this 

notion as the model focuses on their current lives while in prison.  Specifically, as participants 

were in prison at the time of this study (time and place) and some did not believe good death was 

possible in prison, the variables pertaining to their current lives would not relate to a “good 

death” in prison.  Thus, the place of the “good death” was key in understanding inmates’ 

responses.  Further, inmates’ views of “no good death” in prison reflected the principal of 

personal agency and determination.to survive prison. For example, one inmate reported, “That 

ain’t in my vocabulary – to die in prison.”  In addition, other themes regarding good death focus 

on details of the death itself and did not incorporate conditions of their current lives, maintaining 

that distinction between current quality of life and future death, possibly outside of prison.   
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 Overall, social support (PSSS) and endorsed depression symptoms (PHQ-8) contributed 

to the model’s accountability of views of death, as well as provided additional information 

regarding the influence of physical health and perceptions on quality of life.  Results indicated 

age, indicators of poorer physical health (i.e., poorer functional and cognitive status), less trust in 

prison health care, and depressed mood significantly predicted negative views of death.  In 

addition, based on correlational analyses, maladaptive thinking may have exacerbated negative 

mood and feelings of isolation, as well as diminished perceived sense of support.   

 Perceived social support did not emerge as a significant predictor in the regression model.  

Several points were considered regarding this lack of significance.  First, the Prisoner Social 

Support Scale (PSSS) was modified from a previous scale developed for a non-prison, veteran 

sample. The construct of social support and accurate quantification in a post-deployment sample 

is likely different than in a prison sample.  Moreover, the measure’s reliability was lower than 

that of the other measures in the current study (α = .691).   In addition, the relationship between 

social support and other variables in the model likely varies depending on sample characteristics.  

For example, while health was a significant variable in the model in the current chronically ill 

sample, it may not have equal significance in prediction of views of death in a military sample as 

the health (i.e. physical, cognitive, and functional) of the two groups is likely quite different. In 

other words, military personnel tend to exhibit relatively good health whereas inmates tend to 

exhibit relatively poor health (Loeb et al., 2006; Loeb et al., 2008). 

 Group culture may be very different among the two groups as well.  The sense of self-

reliance reported in the current sample was considered a contributing factor in perceived social 

support and depression.  An inmate spoke of the theme of detachment or independence, stating, 

“I learned the way of life here pretty fast. You mind your own business. It’s a jungle, another set 
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of rules than in society.” However, this sense of detachment may be significantly different from 

the sense of teamwork endorsed by military members.  Due to these differences, inmates and 

veterans may perceive social support differently and the social support measure used in the 

current study may not have adequately captured inmates’ experiences.   

 Analysis of the Prisoner Social Support Scale (PSSS) indicated a greater percentage of 

inmates endorsed a lack of support on items related to emotional needs (e.g., discussing 

problems, others understanding prison experiences) than items related to physical or monetary 

needs.  Further, sharing personal difficulties, specifically emotional needs, may be seen as 

putting oneself at risk for vulnerability in the harsh prison environment (time and place).  

Although most inmates agreed they had support related to having someone to make them feel 

better when feeling down or give them advice, which may positively influence emotional or 

psychological well-being, these tasks may not require divulgence of personal information.  Thus, 

researchers concluded assistance with less emotionally intrusive issues (e.g., physical, monetary, 

“cheering up”) may be the extent of many inmates’ notion of social support while in prison.  

Qualitative responses regarding prison norm of self-reliance supported these conclusions.  For 

example, one inmate stated, “In prison you have to basically do it yourself. Can’t see a 

psychologist and say ‘not getting along with someone.’”   This may increase the likelihood a 

prisoner would not discuss emotional needs with others because it may be seen as too personal or 

the notion of needing emotional support may contradict the sense of self-reliance.  Notably, this 

quote also highlights inmate practice of the life course principal of agency in refusing to speak to 

a psychologist despite apparent availability of mental health services.   
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Limitations  

 As with any research, the current study had several limitations.  First, the study did not 

have adequate sample size to perform the proposed SEM analyses.  Successful recruitment of 

fewer than anticipated participants was attributed to facility logistics.  Frequently, routine 

security procedures, such as restricted movement during body counts multiple times a day, 

limited the number of potential participants able to report to researchers per day.  Thus, without 

such restrictions, researchers may have been able to actively recruit more inmates.  In addition, 

inmate transfers to other correctional institutions occurring between obtainment of consent and 

record review interfered with researchers’ ability to collect complete protocol data (N = 2), 

which lowered sample size.  Lack of diversity in sample characteristics also was a limitation.  

The current sample consisted of solely men of which 87.4% were either Caucasian or African 

American, all serving time in an Alabama Department of Corrections state facility.  Future 

research is needed among racially diverse, as well as samples in the federal correctional system, 

to gain insight into cultural differences related to views of death while in prison.  In addition, 

future research should strive to include female prisoners to explore gender differences and add to 

the limited research available.  . 

 Due to recruiting selectively from a pool of inmates actively receiving chronic care 

medical services, the current sample may be biased. Inmates involved in chronic care interact 

with other inmates and staff regularly due to medical needs, which may lead to familiarity, 

comfort, and even trust of services and staff.  In addition, as chronic care patients’ lives may be 

linked to more staff than the average able-bodied, healthy prisoner, services-dependent inmates’ 

trust in services and staff may influence others similar views.  Based on regular interaction and 

established relationships with staff and other chronic care patients, participants in the current 
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study may be more trusting or open to ask or receive help.   In addition, due to greater 

engagement in social realms, chronic care recipients may experience greater social support than 

inmates who refuse services.  Inmates who are generally more trusting of health services were 

likely more inclined to participate in this research.   

Implications of the Current Study 

 Information from the current study has several clinical and public policy implications.  

Due to inmates’ reports of poor health, as well as a significant relationship between poor 

cognitive status and death anxiety, didactic training for all correctional staff is recommended, 

especially those working with chronically ill or disabled inmates.  Training should focus on 

education regarding symptoms and warning signs of declining cognitive status, as well as trends 

in physical and mental health difficulties in chronic care inmates.  Training for all correctional 

staff would complement routine medical evaluation of mental status as part of chronic care 

follow-up and treatment, which is important as cognitive status may decline gradually over time.   

This staff training would help create an atmosphere of ongoing treatment and provision of 

services for inmates.  In addition, greater professional awareness and more frequent evaluation 

would likely lead to an increase in referrals to psychology staff for further assessment and 

observation, which may increase inmate utilization of health services and early detection of 

cognitive disorders.   

 Similarly, inmate psychoeducation regarding availability of services may relieve prisoner 

concerns regarding social stigma or anxiety related to help seeking while incarcerated.   In 

addition, education should inform inmates of mental health concerns related to incarceration, 

such as adjustment issues and mood disorders, as well as the prevalence of such issues in inmate 

populations, both healthy and chronically ill. Moreover, strategies for improving effective coping 



82 
 

skills for managing non-emergent symptoms could be provided, including mindfulness 

interventions (Perelman, Miller, Clements, Rodriguez, Allen, & Cavanaugh, 2012).  Further, 

greater staff involvement in educational or supportive services for inmates may help improve 

pre-established tension in inmate-staff relations.  Addition of the psychoeducation curriculum to 

mandatory institutional orientation would help ensure all inmates receive the information as soon 

as possible.   

 Considering younger age predicted greater death anxiety in the current sample, inmates 

may benefit from age-appropriate clinical services focusing on counseling and support to buffer 

the emotional turmoil resulting from shortened future time perspective and loss.  Through 

support groups, inmates experiencing similar distress may work together and share personal 

resources to improve their ability to cope effectively.  Shared attitudes of inmates’ whose lives 

have been linked may help promote adaptive stress and crisis management.  For inmates facing 

long term sentences, counseling may include goals for improved quality of life and cognitive 

restructuring regarding finality of life.  For inmates returning to the community, re-entry 

counseling can begin upon their arrival at the institution, focusing on productive self-

improvement while incarcerated in preparation for the future.  Encouraging inmates to approach 

their current life situation with an accepting outlook rather than a punitive or pessimistic view 

may reduce anxiety related to death.  

 Similarly, as functional status was also a significant predictor of death anxiety, clinical 

services for chronically ill or disabled inmates may include focusing on overall well-being and 

the impact quality of life can have on physical health. Educational and active interventions 

regarding fitness and wellness would help promote health and improve functional status.  
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Further, greater functional status would enable inmates’ to maintain an independent lifestyle 

while incarcerated.   

 Analyses of inmates’ desire for hastened death was related to ability to cope with life 

stressors.  Thus, stress management and support groups may help inmates acquire adequate 

emotional and psychological tools to face the difficulties of incarceration effectively.  Similarly, 

based on the significance of maladaptive thinking in relation to inmate health and views of death, 

inmates may benefit from education regarding the influence thinking patterns can have on a 

person’s well-being, including health, mental health, and interpersonal relations.  Due to the 

overarching influence of maladaptive thinking, subject material may be added to various types of 

medical or psychological treatment or support groups.  In addition, attending such groups may 

improve inmate’s experience of social support while incarcerated. Based on results of the current 

study, groups may not require personal or process-oriented approaches in order for a participant 

to perceive the group as supportive.  Groups may serve as a resource for inmates’ physical and 

emotional needs.  Further, education regarding maladaptive thinking may help improve 

participants’ insight regarding maladaptive or criminal thinking and behavior. Future research 

should investigate the treatment effects of attending prison support groups on perceived social 

support, especially emotional support, while incarcerated.   

 Inmates’ personal accounts of experiences with chronic care while incarcerated informed 

researchers of chronic and hospice care units involving fellow inmates in end-of-life care.  The 

Inmate-to-Inmate Support theme included reports of ill or disabled inmates receiving regular 

assistance and care from other inmates.  One inmate noted, “We all look out for our own. If 

someone sees I need something, they’ll bring it over …I do the same.”  Considering reports of 

tense and often untrusting inmate-to-staff relations, as well as a general sense of an adversarial 
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relationship, service providers may consider incorporating eligible inmates to work in end-of-life 

care.  As analysis of social support suggests, inmates’ often feel others outside of prison “just 

don’t understand the things [they] have been through while in prison.”  Health care assistance 

from fellow inmates may provide patients with the understanding and emotional support staff 

and outside sources of support cannot.  As compassionate release and medical furlough requests 

rarely have been successful for terminally ill inmates (Noonan, 2010), hospice clinics with 

inmate workers may be a valuable stand-in for outside family and friends.  Further, inmate 

workers providing services may obtain emotional rewards from serving others, which may 

improve their sense of purpose and overall mental health.  Notably, inmates’ direct participation 

in health services may increase prisoners’ sense of control of health treatment, which may 

improve satisfaction with services.  In addition, inmates and staff working together may help 

improve the quality of attitudes toward staff.  Policy may be written to regulate the training and 

guidelines surrounding the program to ensure quality services.   If financially feasible, hospice 

exclusive dorms to include terminally ill inmates as well as inmate hospice workers would 

provide patients with round-the-clock support (e.g., physical and emotional).   

 Qualitative analyses indicated institution structural layout may play a role in adequate 

facility accommodations for chronically ill or disabled inmates.  Multiple inmates reported 

difficulty moving from one place to another due to long distances or lack of accommodating 

amenities, such as handrails, throughout the institution. Inmates noted slick, waxed floors may 

make walks down long halls to common areas dangerous due to physical weakness or disability.  

Recommendations for addressing these issues include special consideration of health and 

mobility when arranging housing placements of chronically ill or disabled inmates. Based on 

inmates’ reports of physical health and mobility problems in relation to facility accommodations, 
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correctional facilities should consider designating dorms for chronically ill and disabled inmates 

closer to common living areas, making services more accessible.  Relatively close proximity to 

common areas, such as the infirmary or the mess hall, may help prevent injury or exacerbation of 

physical illness symptoms (e.g, difficulty breathing).  Increased utilization of services would 

have a positive effect on physical health, quality of life, and, quite possibly, inmate-staff 

relations.  Further, chronically ill or disabled inmates would likely benefit from public policy 

taking into consideration such physical limitations.   
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Appendix A 
Correctional Officer Script 

Upon arrival at the inmate’s cell, please provide the following information: 

“You are being invited to participate in a psychology research study.  The study will last 
about one and a half hours to one hour and forty minutes.  The researcher can provide you 
with more information.  Your choice to participate or not participate in this study will not 
affect your relationship with the prison, your parole status, or your current sentencing. 
Here is a short description of the study.” 

Please give the prisoner a copy of the one-page description of the study. 

Thank you for your help with this research study. 
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Appendix B 
Research Study:  Prisoners’ Views of Life and Death in Prison 

 
PURPOSE:  The purpose of this research study is to explore views of death in prisoners with 
physical illness or disability.  The investigators of this study also want to learn more about 
prisoner thoughts and feelings about life in general, living in prison, and the possibility of dying. 
 
WHAT YOU WILL BE ASKED TO DO: 
If you decide to be in this study, you will be asked to do the following things: 

• Agree and sign a consent form 

• Allow us to review your records to gather basic information, including your age, race, 

education, medical diagnoses, and offense history. 

• Complete a screening process (15 minutes) that tests your thinking and reading skills 

• Complete an interview about how your health and how you think or feel about yourself, 

others, and life in general and 

• Answer questions about your feelings of anxiety related to dying and quality of life in 

prison 

• The study will take a total of about one and a half hours to one hour and forty minutes. 

BENEFIT/RISK:  There are no direct benefits to you from being in this study.  You may 

experience some discomfort thinking about your life in prison or you may realize that you are 

anxious about the possibility of dying.  Should you not pass the screening process, researchers 

will inform the prison psychologist, which may include follow-up treatment.  If you do not agree 

to allow researchers to do so, you will not be enrolled for the research study.  Your choice to 

participate or not participate in this study will not affect your relationship with the prison, how 

you are treated, or your parole status.  

ASSURANCES:   

• There is no cost for participation in this research study. 

• Your answers will be kept confidential.  Your interview will NOT be recorded. 

• Participation is optional.  You may stop at any time without penalty.   

Not all people who begin the study process will participate. 
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Appendix C 
UNIVERSITY OF ALABAMA  

Informed Consent Form 
Life in Prison with Illness or Disability: 
Investigating Prisoners’ Views of Death 

Researchers:  Dr. Rebecca Allen, Amy Rodriguez, M.A., Leslie Miller, B. A., Melanie Childers, 
and Gloria L., Breland 

 
What is the study about? 
The purpose of this research study is to explore views of death in prisoners with physical illness 
or disability.  The investigators of this study also want to learn more about prisoner thoughts and 
feelings about life in general, living in prison, and the possibility of dying.   
 
Why is this study important – What good will the results do? 
This knowledge is important for providing quality of life services within the prison system.  
Better understanding of prisoners’ views of death may help improve end-of-life services in 
prison.   
 
Why have I been asked to take part in this study? 
You have been asked to be in this study because you are a prisoner with a history of medical 
problems or physical disability.   
 
How many people besides me will be in this study? 
About 200 other prisoners will participate in this study.  Not all people who begin the study 
process will participate.   
 
What will I be asked to do in this study? 
If you decide to be in this study, you will be asked to do the following things: 

• Agree and sign a consent form 
• Allow us to review your records to gather basic information, including your age, 

education, medical diagnoses, and offense history. 
• Complete a screening process (15 minutes) that tests your thinking and reading skills 
• Complete an interview about your health and how you think or feel about yourself, 

others, and life in general and 
• Answer questions about your feelings of anxiety related to dying and quality of life in 

prison 

How much time will I spend being in this study? 
Participation in this study will last approximately an hour and a half to one hour and forty-five 
minutes.  If at any time you need to take a short break from the study, we will do so as necessary. 
 
Will I be paid for being in this study? 
No, you will not be paid for participating in this study. 
 
Will being in this study cost me anything? 
There is no cost for participation in this research study. 
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Can I take myself out of this study? 
Yes, you may withdraw from the study at any time if you no longer wish to participate. 
 
What are the benefits (good things) that may happen to me if I am in this study? 
There are no direct benefits to you from being in this study.   
 
What are the risks (dangers or harm) to me if I am in this study? 
There is minimal risk to participating in this study.  You may experience some discomfort 
thinking about your life in prison or you may realize that you are anxious about the possibility of 
dying.  Should you not pass the screening process, researchers will inform the prison 
psychologist, which may result in follow-up treatment.  If you do not agree to allow researchers 
to do so, you will not be enrolled for the research study.  Your choice to participate or not 
participate in this study will not affect your relationship with the prison, how you are treated, or 
your parole status.  In order to maintain safety, all suicidal ideation will be reported to prison 
personnel, including the staff psychologist.   
 
How will my confidentiality (privacy) be protected?  What will happen to the information 
the study keeps on me? 
All assisting correctional officers will be present only at a distance in order to protect participant 
privacy, including participant responses, and prevent intervention of prison authorities during 
data collection. To ensure data confidentiality, your name will be kept separate from all other 
study materials.  Only the investigators will have access to your personal data.  All records of 
your name will be erased or destroyed.  There will be no identifying information of any kind on 
the questionnaires that would allow the researcher, or anyone else, to determine which person 
completed the interview.  Your interview will NOT be recorded.   
 
What are my rights as a participant? 
Taking part in this study is voluntary—it is your free choice.  You may choose not to take part at 
all.  You have the right to refuse to answer any questions that you may find personal or upsetting.  
If you start the study, you can stop at any time.  Leaving the study will not result in any penalty 
or loss of any benefits you would otherwise receive.  
 
The University of Alabama Institutional Review Board (IRB) is the committee that protects the 
rights of people in research studies.  The IRB may review study records from time to time to be 
sure that people in research studies are being treated fairly and that the study is being carried out 
as planned. 
 
Who do I call if I have questions or problems? 
This research study has two main researchers, Amy Rodriguez and Dr. Rebecca Allen, who are 
available to help you with any questions or problems you may have during the study.  In 
addition, Leslie Miller, Melanie Childers, and Gloria Breland are research assistants.  You may 
ask them for help during the study too.  If you have questions about the study later on, you may 
contact Amy Rodriguez at arodriguez1@crimson.ua.edu or Dr. Rebecca Allen at 
rsallen@ua.edu.                     
 
If  you have concerns, complaints or questions about your rights as a research participant, call 
Ms. Tanta Myles, the Research Compliance Officer of the University at 205-348-8461 or toll 
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free at 877-820-3066 or you may contact her via email at cmyles@fa.ua.edu. You may also ask 
questions, make a suggestion, or file complaints and concerns through the IRB Outreach Website 
at http://osp.ua.edu/site/PRCO_Welcome.html.  After you participate, you are encouraged to 
complete the survey for research participants that is online there, or you may ask Ms. Rodriguez 
or Dr. Allen for a copy of it. You may also e-mail us at participantoutreach@bama.ua.edu. Ms. 
Myles may be contacted at the following address: 
 

University of Alabama Office for Research  
   ATTN: Ms. Tanta Myles -Participant Concern 
   Box 870127 
   Tuscaloosa, AL 35487-0127 
 
 
______________________________________________  _________________ 
Signature         Date 
 
______________________________________________  _________________ 
Signature of Investigator       Date 
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Appendix D 

Rodriguez et al. Institutional Record Review Form  

1. Age: ___________ 

2. Committing offense(s):  

Current:    __________________________________________________________________ 

Previous: ___________________________________________________________________ 

___________________________________________________________________________ 

3. Current sentence (months): ________________________ 

4. Time served (months):  ___________________________ 

5. Previous incarcerations:  __________________________ 

6. Previous prison/jail time:  _________________________ 

7. Years of education completed: _____________________ 

8. Number of infractions in past 12 months:  ____________ 

Infraction codes:  ________________________________________________________________ 

9. Segregation past 12 months:  _____    

Disciplinary:  _______________________________________________________________ 

Administrative:  _____________________________________________________________ 
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Appendix E 
Life in Prison with Illness or Disability:   
Investigating Prisoners’ Views of Death 

Authorization For Use or Disclosure of Health Information 
 

I hereby authorize the use or disclosure of my indi vidually identifiable protected health information 
(“PHI”) as described  below .  Unless explicitly excluded, this Authorization includes any information relating to 
drug and/or alcohol abuse/treatment, communications with psychiatrists or psychologists or records pertaining 
to sexually transmitted diseases, if they are a part of my medical record.  I understand that this authorization is 
voluntary.  Once this information has been disclosed, it may be subject to redisclosure and may no longer be 
protected by federal privacy regulations. 

Participant name:  ____________________________          
Persons/organizations providing  the information:  Persons/organizations receiving  the 
information: 
__________________________________________ _Center for Mental Health and Aging___________ 
__________________________________________ ________________________________________ 
__________________________________________ ________________________________________ 
 

Specific description of information (including date (s)): (more detailed description of information may be 
attached)  

Institutional Medical Record – Examples:  Diagnoses, medication information                                             
 

Release Information By:     Mail: (   ) yes      (   ) no Telephone: (   ) yes     (   ) no   Other:  (   ) yes     
(   ) no 

                   Fax: (   ) yes      (   ) no Ema il:        (   ) yes     (   ) no  

 
Purpose of Use or Disclosure : (individual may indicate “at the request of the individual”) 
Participation in the research study titled “Life in Prison with Illness and Disability:  Investigating Prisoners’ 
Views of Death”.            
                                                                                                     
 
 
Authorization Expiration Date or Event:   End of the Research Study    
  
(NOTE:  After this date or event has passed, this authorization to use/disclose will no longer be valid. Unless 
otherwise specified, an authorization will be valid for 6 months after the date it is signed.  If authorization is for 
research purposes, the statement “end of the research study” or “none” or similar language will extend your 
permission beyond 6 months.) 
 
The participant must read and initial the following  statements: 
 
Initials:   I understand that I may revoke this Authorization at any time by notifying the 
researchers of the study, Amy Rodriguez and Dr. Rebecca Allen, or the warden of the providing facility in 
writing, but if I do, it will not  have any affect to the extent that the Center for Mental Health and Aging took 
action in reliance on the Authorization.   
 
Initials:   I understand that Center for Mental Health and Aging may not condition the provision 
of treatment, payment, enrollment in a health plan, or eligibility for benefits on signing this Authorization at any 
time. 

 

____________________________________________   _______________________ 
Signature of participant:                                  Date  



Date: _________________ 
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Appendix F 
Rodriguez et al. Medical Record Review Form 

 
1. Non-Chronic Infirmary Visits past 12 months:  

________________________________________________________________________
________________________________________________________________________ 
 

2.  Chronic Diagnoses: 
 

Diagnoses First Dx Last Tx  

Visit 

Ongoing Med/ 
Last Renewal 

PRN? PRN in last 
month? 

      

      

      

      

      

      

      

      

      

      

 
 

3. Medications - brief (within last 30 days): 

________________________________________________________________________

________________________________________________________________________ 

4. Internal medical clinic(s):  

________________________________________________________________________ 

5. Psych diagnoses:  

________________________________________________________________________ 



Date: _________________ 
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Appendix G 
Demographic Questionnaire 

 
1. Age:  _____ 
 
2. Race: 
____ Caucasian 
____ African American 

____ Hispanic 
____ Other

 
3. Please choose the option that best describes your education
____ Grade school   

Last grade completed _____  
____ High school diploma 
____ GED 
____Vocational training 

____ Some college 
Years in college completed ____ 

____ Bachelor’s degree 
____ Master’s degree 
____ Doctoral degree

 
4. In what city have you lived in the longest?  ________________ 
 How long did you live there?   ______________________ 
 How old were you when you began living there?  _______ 
 
5. Please choose the option that best describes the type of area you lived in the longest. 
____ Apartment 
____ House 
____ Foster home 
____ Detention Center 
____ Prison 
____ Other:  _______________ 
 
6. Was this area considered:  ____ Urban    OR    ____ Rural 
 
7. Have you ever been incarcerated in a: 

 juvenile detention center, camp, or ranch? ____ Yes _____ No 
psychiatric prison? ____ Yes _____ No 

 
8. How many times have you been arrested?       ____________ 
 
9. How old were you the first time you were arrested? ____________ 
 
10. How old were you the first time you were incarcerated in prison? ________________ 
 
11. How old were you at the beginning of your current incarceration? _______________ 
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12. What is your current offense? ____________________________________________ 
 
13. What is your current sentence? _____________________________ 
 
14. Do you expect that you will ever be paroled?  ____ Yes _____ No 
 
15. What types of medical services are available for an inmate with: 
 physical disability?   
  

physical illness? 
 

16. Did you ever serve in the military?  0. No  1. Yes 
16A.  IF YES, what branch in the military did you serve? 

1.  Air Force 
2.  Army 
3.  Coast Guard 
4.  Marine Corps 
5.  Navy 

  
17. Period of Service (Check all that apply) 
      1. Pre-WW II (before 12/7/1941) 
      2. World War II (12/7/1941-12/31/1946) 
      3. Pre-Korean Conflict (1/1/1947-6/26/1950) 
      4. Korean Conflict (6/27/1950-1/31/1955) 
      5. Between Korea and Vietnam Eras (2/1/1955-2/27/1961) 
      6. Vietnam Era (2/28/1961-5/7/1975) 
      7. Post-Vietnam Era (5/8/1975-8/1/1990) 
      8. Persian Gulf War (8/2/1990-9/10/2001) (unlikely with this population – but as an FYI) 
      9. OIF/OEF/OND (9/11/2001-Present) (unlikely with this population – but as an FYI) 
  
18. Did the Veteran ever serve in a war zone?    . . . . . . 0. No 1. Yes 
  
19. Military Occupational Specialty (MOS abbreviation or list duties) 
____________________________________ 

(I can help match these up later – you’ll get things like 11B, 19K, 92A for abbreviations, or I can 
try to match duty types) 
  

20. Highest rank obtained during service __________________________ (E-1 and so forth, so if they 
give rank – like PFC ask for “E-what” as a prompt). 
  
17. Did you receive any of the following disciplinary actions?                                     

               [  ]  Court Martial?                                          [  ]  Article 15’s?                   
                            [  ]  Other ______________________________ 
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18. Type of Discharge from the military: 
               [  ]  Honorable              [  ]  General                   
               [  ]  Medical                  [  ]  Undesirable 
               [  ]  Bad Conduct          [  ]  Dishonorable 
  

19. Have you ever registered or sought out services from the Department of Veterans Affairs? 0. No 1. 
Yes, eligible   2. Yes, not eligible 
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Appendix H 
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Appendix I 
 

WRAT –IV Word Reading Subtest 
 

Copyrighted material. Will be obtained by researcher at a later time. 
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Appendix J 
 

Debriefing Form 
 

The SLUMS is a brief cognitive screening instrument used to determine cognitive eligibility for 
this study. Potential participants must meet a minimum score of 15 in order to participate in the 
study. If they do not score sufficiently high enough to qualify for the interview, they will be 
informed that they cannot participate in the interview and they will be encouraged to discuss a 
possible evaluation with medical staff.  They will be informed by a senior member of the 
research team using the following script: 
 
"This is as far as we are going to go with the study today. The questions I just asked you briefly 
test thinking and memory skills. You seemed to have some difficulty with these questions. 
People may have difficulty with questions such as these for a variety of reasons. It is important 
for you to understand that we cannot tell with this test why you had some difficulty.” 
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Appendix K 
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111 
 

Appendix L 
PT RES ID:                                                               MONTH:  _____      DAY:   _____       
YEAR: _____ 
 

Charlson Comorbidity Scale 

 
Condition Assigned Weight Present/Absent Score 

 
Myocardial Infarct 

 
1 

 
Present/Absent 

 

 

 
Congestive Heart 

Failure 
 

 
1 

 
Present/Absent 

 

 
Peripheral Vascular 

Disease 
 

 
1 

 
Present/Absent 

 

 

Cerebrovascular 
Disease 

 
1 

 
Present/Absent 

 

 
Dementia 

 

 
1 

 
Present/Absent 

 

 
Chronic Pulmonary 

Disease 
 

 
1 

 
Present/Absent 

 

 
Connective Tissue 

Disease 
 

 
1 

 
Present/Absent 

 

 
Ulcer Disease 

 

 
1 

 
Present/Absent 

 

 
Mild Liver Disease 

 

 
1 

 
Present/Absent 

 

 
Diabetes 

 

 
1 

 
Present/Absent 

 

 
Hemiplegia 

 

 
2 

 
Present/Absent 
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Moderate or Severe 

Renal Disease 
 

 
2 

 
Present/Absent 

 

 

 
Diabetes with End 

Organ Damage 
 

 
2 

 
Present/Absent 

 

 
Any Tumor 

 

 
2 

 
Present/Absent 

 

 
Leukemia 

 

 
2 

 
Present/Absent 

 

 
Lymphoma 

 

 
2 

 
Present/Absent 

 

 
Moderate or Severe 

Liver Disease 

 
3 

 
Present/Absent 

 

 
Metastatic Solid 

Tumor 
 

 
6 

 
Present/Absent 

 

 
AIDS 

 

 
6 

 
Present/Absent 

 

   Total Score 
______ 

7/8/2013   Z:\Gerontology\Projects\Audiotape\Forms\Charlson Comorbidity 
Scale.doc 
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Appendix M 

Trust in Prison Healthcare 
 
Please consider your experiences with the healthcare in the prison system on the whole when 
answering these questions. Healthcare staff should be taken to mean doctors, nurses and nursing 
aides.   
 

1. Healthcare staff in general do not care about their patients’ health. 
O O O O O 

Strongly Disagree Disagree Unsure Agree Strongly Agree 
      
2. Often healthcare staff care more about what is convenient for them than about their 

patients’ medical needs. 
O O O O O 

Strongly Disagree Disagree Unsure Agree Strongly Agree 
 

3. Healthcare staff are rarely thorough and careful. 
O O O O O 

Strongly Disagree Disagree Unsure Agree Strongly Agree 
 
4. You never trust healthcare staffs’ decisions about which medical treatments are best.  

O O O O O 
Strongly Disagree Disagree Unsure Agree Strongly Agree 

 
5. Healthcare staff rarely are honest in telling their patients about all of the different 

treatment options available for their conditions.  
O O O O O 

Strongly Disagree Disagree Unsure Agree Strongly Agree 
 
6. Healthcare staff often do not think about what is best for their patients. 

O O O O O 
Strongly Disagree Disagree Unsure Agree Strongly Agree 

 
7. Often healthcare staff do not pay full attention to what patients are trying to tell them. 

O O O O O 
Strongly Disagree Disagree Unsure Agree Strongly Agree 
 

8. Healthcare staff rarely use their very best skill and effort on behalf of their patients. 
O O O O O 

Strongly Disagree Disagree Unsure Agree Strongly Agree 
 
9. You have many worries about putting your life in the hands of healthcare staff.  

O O O O O 
Strongly Disagree Disagree Unsure Agree Strongly Agree 
 

10. Healthcare staff would mislead you about most things. 
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O O O O O 
Strongly Disagree Disagree Unsure Agree Strongly Agree 

 
 
11. All in all, you do not trust healthcare staff.  

O O O O O 
Strongly Disagree Disagree Unsure Agree Strongly Agree 

 
 
12. You are free to ask your healthcare staff any questions you want?  

O O O O O 
Strongly Disagree Disagree Unsure Agree Strongly Agree 

 
13. In deciding what treatments you will get, do you feel that your healthcare staff protect 

you? 
O O O O 

Always Expose to 
Unnecessary Risk 

Often Expose to 
Unnecessary Risk 

Sometimes Expose to 
Unnecessary Risk  

Rarely Expose 
Unnecessary Risk  

    
14. How likely is it that you, or people like you, might be used as guinea pigs without your 

consent ? 
O O O O 

Very Likely Somewhat Likely Not at all Likely Don’t Know 
 
 

15. Do you believe that because you are a prisoner you do not get adequate healthcare?  
O O O O O 

Strongly Disagree Disagree Unsure Agree Strongly Agree 
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Appendix N 
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Appendix O 
MOCTS 

 
This measure has statements that describe possible ways you may think about yourself, others, and life 
in general.  Please respond to each of the statements below by showing how much that statement has 
been like your beliefs over the past two weeks.  Your answer should reflect how much you personally 
agree with the statement. 

 
      1 = Strongly Disagree 
      2 = Disagree  
      3 = Mixed or Neutral 
      4 = Agree 
      5 = Strongly Agree  
 

1. I have often felt worthless or inadequate because of what others have said about 
me. 

 
1   2   3   4   5 

2. I expect that I will be the best at whatever I do. 
 

1   2   3   4   5 

3. I can be very professional when it comes to things I care about. 
 

1   2   3   4   5 

4. The closer I got to doing something illegal or socially unacceptable, the more 
confident I became. 

 
1   2   3   4   5 

5. I wouldn’t do illegal or socially unacceptable things if life were more fair to me. 
 

1   2   3   4   5 

6. When my partner (spouse, lover) and I get into a fight, I know it is because she/he 
wants to leave me.  

 
1   2   3   4   5 

7. I am often filled with rage and anger.   
 

1   2   3   4   5 

8. I don’t stop to think before I act, I just act.   
 

1   2   3   4   5 

9. I am always angry.   
 

1   2   3   4   5 

10. I am always thinking of ways to make life more exciting.  
 

1   2   3   4   5 
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11. I find myself quitting tasks regularly; they just aren’t worth the time I put into 
them.   

 
1   2   3   4   5 

12. When people tell me I’m good at something, I find it hard to believe them.   
 

1   2   3   4   5 

13. I am so different from other people that no one truly understands me.   
 

1   2   3   4   5 

14. I tend to focus on negative things and forget about what is good in my life.   
 

1   2   3   4   5 

15. I start out with good intentions, but then things go wrong.   
 

1   2   3   4   5 

16. Each day should be lived to the fullest, because it could be your last.  
 

1   2   3   4   5 

17. A real man/woman doesn’t feel afraid.  
 

1   2   3   4   5 

18. I feel worthless if I don’t do well.   
 

1   2   3   4   5 

19. I have trouble keeping things stable in my life.   
 

1   2   3   4   5 

20. I think of myself as one of a kind.  
 

1   2   3   4   5 

21. I find myself looking for ways to gain power.  
 

1   2   3   4   5 

22. No one tells me what I can and can not do in a relationship.  
 

1   2   3   4   5 

23. I am #1 in everything I do.  
 

1   2   3   4   5 

24. Even if I do something right, I still feel I am a failure.   
 

1   2   3   4   5 

25. I tend to see the worst in situations.   
 

1   2   3   4   5 

26. When things go well, it’s usually because of luck.   1   2   3   4   5 
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27. Without power, you have nothing.  
 

1   2   3   4   5 

28. I am always in command.  
 

1   2   3   4   5 

29. I tend to blow little things out of proportion.   
 

1   2   3   4   5 

30. No matter how much good stuff is said about me, if one “negative” thing is said, 
that is what I will remember.   

 
1   2   3   4   5 

31. I despise people who do not treat me fairly.   
 

1   2   3   4   5 

32. You are either a “top dog” or you’re nothing.  
 

1   2   3   4   5 

33. I only try to make changes in my life if I feel things are awful or I am emotionally 
upset (e.g., angry, anxious, depressed).   

 
1   2   3   4   5 

34. I would rather have the power of doing illegal or socially unacceptable things than 
the power of doing legal and socially acceptable things.  
 

1   2   3   4   5 

35. When it comes to things I care about, I am a perfectionist.  
 

1   2   3   4   5 

36. When I was a kid I wanted to be ruler of the world.  
 

1   2   3   4   5 

37. I don’t think before I act; I usually act based on how I feel at that moment.   
 

1   2   3   4   5 

38. I tend to expect that the worst will happen.   
 

1   2   3   4   5 

39. I have to control other people’s emotions so I can keep a handle on things.  
 

1   2   3   4   5 

40. I haven’t done anything to anyone that they didn’t deserve.  
 

1   2   3   4   5 
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41. I live for today, because I could die tomorrow.  
 

1   2   3   4   5 

42. People would say I have “macho” hobbies.  
 

1   2   3   4   5 

43. My mind is always racing with ideas.  
 

1   2   3   4   5 

44. When I am thinking of doing something illegal or socially unacceptable, I can’t let 
fear or worries stand in my way.  
 

1   2   3   4   5 

45. Life is much easier when I control how other people think and feel.  
 

1   2   3   4   5 

46. Having one good thing happen doesn’t mean anything when the majority of things 
that happen to me are bad.   

 
1   2   3   4   5 

47. I tend to have “tunnel vision,” where I only see things in a negative light.   
 

1   2   3   4   5 

48. I’m not like everyone else.  
 

1   2   3   4   5 

49. I find that if I make one mistake on the job, I can’t let it go.   
 

1   2   3   4   5 

50. I prefer to do things myself, that way I know they will be done right.  
 

1   2   3   4   5 

51. I can’t enjoy the present, because of all the bad things in my past.   
 

1   2   3   4   5 

52. When people give me negative feedback, I realize how inadequate I am.   
 

1   2   3   4   5 

53. By the time I actually do something illegal or socially unacceptable I know 
everything will work out as planned.  

 
1   2   3   4   5 

54. I love power so much that I will do anything to get it, even if I have to be 
manipulative or conning.  
 

1   2   3   4   5 

55. It seems my mind is always racing.  1   2   3   4   5 
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56. I find myself always wanting to be the leader in everything.  
 

1   2   3   4   5 

57. Once I make a judgment about someone, there is little chance of my changing my 
mind.  

 
1   2   3   4   5 

58. I’m not very good about following through on things that require a lot of time and 
effort.   

 
1   2   3   4   5 

59. I need power and control to function in life.  
 

1   2   3   4   5 

60. I will not tolerate things that I don’t like.  
 

1   2   3   4   5 

61. Awful things from the past will always haunt my future.   
 

1   2   3   4   5 

62. Power is the most important thing a person can have.  
 

1   2   3   4   5 

63. Even though people don’t tell me, I know they think bad stuff about me.   
 

1   2   3   4   5 

64. I do illegal or socially unacceptable things to survive.  
 

1   2   3   4   5 

65. The sexual conquest is more important to me than the quality of the sex.  
 

1   2   3   4   5 
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Appendix P 
DEATH ANXIETY SCALE (DAS)- 

 

Directions: If a statement is true or mostly true as applied to you, circle “T.”  

If a statement is false or mostly false as applied to you, circle “F.” 

 

 

T  F  1. I am very much afraid to die.   

T  F  2. The thought of death seldom enters my mind.  

T  F  3. It doesn’t make me nervous when people talk about death.  

T  F  4. I dread to think about having to have an operation.  

T  F  5.  I am not at all afraid to die.  

T  F  6. I am not particularly afraid of getting cancer.   

T  F  7. The thought of death never bothers me.   

T  F  8. I am often distressed by the way time flies so very rapidly.  

T  F  9. I fear dying a painful death.   

T  F  10. The subject of life after death troubles me greatly.  

T  F  11. I am really scared of having a heart attack.  

T  F  12. I often think about how short life really is.   

T  F  13. I shudder when I hear people talking about World War III.   

T  F  14. The sight of a dead body is horrifying to me.   

T  F  15. I feel that the future holds nothing for me to fear.   
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Appendix Q 
Hastened Death Scale 

Please answer the following questions with (T) true or (F) false.   
 

___1. 
 
I am afraid to die in prison.  
 

 
___2. 

 
I feel confident that I will be able to cope with the emotional stress of being in 
prison.  
 

 
___3. 

 
Being in prison has drained me so much that I do not want to go on living. 
 

 
___4. 

 
I expect to suffer a great deal from physical problems in the future because I am in 
prison.  
 

 
___5. 

 
Unless I am able to reduce my sentence or get out of prison, I will consider taking 
steps to end my life.  
 

 
___6. 

 
Dying seems like the best way to relieve the pain and discomfort of being in prison.  
 
 

 
___7. 

 
Despite being in prison, my life still has purpose and meaning.  
 
 

 
___8. 

 
I want to continue living no matter how much pain or suffering being in prison 
causes. 
 

 
___9. 

 
Although I am a prisoner I believe I will have enough medical care. 
 
 

    ___10. I hope my health will fail rapidly because I would prefer to die rather than continue 
living in prison.  
 
 

___11. 
I am able to cope with the stresses of being in prison and have no thoughts of ending 
my life.  
 

    ___12. 

I enjoy my present life, even with being in prison, and would not consider ending it.  
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Appendix R 
The Concept of a Good Death Measure 

 
Please indicate how important each of the following is to your conception of a “good” death. 
 
      Not    

necessary 
Desirable Important Essential 

1. That it be painless or largely pain-
free. 

 
2. That the dying period be short. 
 
3. That it be sudden and unexpected. 
 
4. That family and doctors follow the 

person’s wishes. 
 
5. That it occur naturally, without 

technical equipment. 
 
6. That it be peaceful. 
 
7. That loved ones be present. 

 
8. That the person’s spiritual needs be 

met. 
 

9. That the person is able to accept the 
death. 

 
10. That the person had a chance to 

complete important tasks. 
 

11. That the person had an opportunity 
to say “good-bye.” 

 
12. That the person lived until a key 

event. 
 

13. That death occurs during sleep. 
 

14. That there be mental alertness until 
the end. 

 
15. That there be control of bodily 

functions until death. 

1 
 
 
1 
 
1 
 
1 
 
 
1 
 
 
1 
 
1 
 
1 
 
 
1 
 
 
1 
 
 
1 
 
 
1 
 
 
1 
 
1 
 
 
1 
 

2 
 
 
2 
 
2 
 
2 
 
 
2 
 
 
2 
 
2 
 
2 
 
 
2 
 
 
2 
 
 
2 
 
 
2 
 
 
2 
 
2 
 
 
2 
 

3 
 
 
3 
 
3 
 
3 
 
 
3 
 
 
3 
 
3 
 
3 
 
 
3 
 
 
3 
 
 
3 
 
 
3 
 
 
3 
 
3 
 
 
3 
 

4 
 
 
4 
 
4 
 
4 
 
 
4 
 
 
4 
 
4 
 
4 
 
 
4 
 
 
4 
 
 
4 
 
 
4 
 
 
4 
 
4 
 
 
4 
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16. That the ability to communicate be 

present until death. 

 
1 

 
2 

 

 
3 

 
4 
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Appendix S 
Patient Health Questionnaire (PHQ-8) 

 
Over the last 2 weeks, how often have you been bothered by any of the following problems? 

 

 
Not at all Several days 

More than half 
the days 

Nearly every 
day 

Little interest or pleasure in doing 
things 

    

Feeling down, depressed, or 
hopeless 

    

Trouble falling or staying asleep, or 
sleeping too much 

    

Feeling tired or having little energy     

Poor appetite or overeating     

Feeling bad about yourself – or that 
you are a failure or have let yourself 
or your family down 

    

Trouble concentrating on things, 
such as reading the newspaper or 
watching television 

    

Moving or speaking so slowly that 
other people could have noticed. Or 
the opposite – being so fidgety or 
restless that you have been moving 
around a lot more than usual 
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Appendix T 
Prisoner Social Support Scale 

 
The following statements refer to social support while in prison.  Please decide how much you 
agree or disagree with each statement and choose the number that best fits your choice. 
 

1 = Strongly Disagree 
      2 = Somewhat Disagree  
      3 = Neither Agree or Disagree 
      4 = Somewhat Agree 
      5 = Strongly Agree 
 

1. I am carefully listened to and understood by family members, friends, or other prisoners. 
2. Among my friends, relatives, or other prisoners, there is someone who makes me feel 

better when I am feeling down. 
3. I have problems that I can’t discuss with family, friends, or other prisoners. 
4. Among my friends, relatives, or other prisoners, there is someone I go to when I need 

good advice. 
5. People at home just don’t understand what I have been through while in prison. 
6. There are people to whom I can talk about my prison experiences. 
7. My friends, relatives, or other prisoners would lend me money if I needed it. 
8. Other prisoners would help me move my belongings if I needed to. 
9. When I am unable to attend to daily chores, there is someone who will help me with these 

tasks. 
10. When I am ill, other prisoners will help out until I am well. 
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Appendix U 
ICRQL 

1.  Please tell me about your life in prison related to: 
a. getting from one place to another by yourself (Mobility/Disability) 

 
 

b. visiting the infirmary or seeing the doctor (Health Care)  
 
 

c. need for help (Need) 
 
 

d. getting help from others (Provision)  
 
 

2. Tell me what a “good life” in prison would look like for an inmate who has trouble with: 
a. getting from one place to another by yourself (Mobility/Disability) 

 
 

b. visiting the infirmary or seeing the doctor (Health Care)  
 
 

c. need for help (Need) 
 
 

d. getting help from others (Provision)  
 
 

3. Describe what your idea of a “good death” in prison. 
 
 
 
 

4. What are some problems a prisoner might have getting the help he needs for physical 
health problems?  (Alzheimer’s disease, memory impairment, chronic pain, COPD) 
 
 
 
 
 

5. What are some problems a prisoner might have getting the help he needs for mental 
health problems?  (depression, suicidal thoughts, anxiety, PTSD, substance abuse) 

 


