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Medicaid Expansion:
Considerations For States
Regarding Newly Eligible
Jail-Involved Individuals

ABSTRACT The expansion of Medicaid eligibility to Americans with
incomes up to 138 percent of the federal poverty level should greatly
increase access to coverage and services for people recently released from
jail and, thus, improve health outcomes and reduce recidivism in this
population. The population is disproportionately male, minority, and
poor; suffers from high rates of mental and substance abuse disorders;
and is expected to make up a substantial portion of the Medicaid
expansion population. To ensure connections to needed services after
release from jail, states could help inmates determine their eligibility and
enroll in Medicaid; take advantage of federal grants to automate systems
that determine eligibility; and include a robust array of behavioral health
services in Medicaid benefit packages. In most states, new partnerships
between Medicaid and corrections agencies at both the state and local
levels will be needed to support these activities.

T
he Affordable Care Act (ACA) ex-
pands Medicaid eligibility to in-
clude people with incomes of
up to 138 percent of the federal pov-
erty level. This expansion could

make health insurance newly available to as
many as seventeen million Americans.1 The Su-
preme Court decision in National Federation of
Independent Business v. Sebelius made the expan-
sion optional.2 As of January 2014 twenty-five
states and the District of Columbia had declared
themselves willing to expand Medicaid.3 This
means that those jurisdictions will receive the
federal match of 100 percent of the costs for
enrolling newly eligible people in Medicaid in
2014 through 2016.
States’ decisions whether or not to expand

Medicaid will have significant implications for
adults involved in the criminal justice system,
particularly the ten million people moving
through local jails.4 Ninety percent of people
who enter county jails havenohealth insurance.5

Jails are required to provide health care to in-
mates, usually through contracted providers,
with costs borne by the local corrections
agencies.
States may not use federal Medicaid funds to

provide services for incarcerated people, except
for hospital inpatient stays that last longer than
twenty-four hours.6 As a result, states either ter-
minate or suspendMedicaid enrollment for peo-
ple entering jail. Therefore, the overwhelming
majority of individuals released from jail have
no health insurance.5

Demographic data suggest that there will be a
sizable overlap between theMedicaid expansion
population and the jail-involved population,
whichwedefine as peoplewith a history of arrest
in the previous year. Before being arrested,
60 percent of the jail-involved population have
incomes less than 138 percent of poverty.7 As
many as one-third could have incomes of 100–
400 percent of poverty and thus be eligible for
premium subsidies for commercial insurance
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purchased through the new health insurance ex-
changes, orMarketplaces.However,mostwill be
eligible for Medicaid by the time they leave jail
because their income will likely have disap-
peared.
State and local officials have a compelling fis-

cal rationale to support health insurance for jail-
involved individuals upon their release into the
community, particularly given their dispropor-
tionately high rates of mental illness, substance
abuse, and other physical comorbidities.8–10 If
left untreated, these conditions can result in ex-
acerbations of disease, avoidable and expensive
hospitalizations and institutionalizations, and
repeated cycling through the correctional
system.11

For jail-involved people who remain un-
insured, health care costs upon releasewill likely
be borne by state-only programs for uncompen-
sated care, mental health care, and substance
abuse treatment. Local costsmay rise in the years
ahead, since the ACA authorized a substantial
decrease in federal funds available for dispropor-
tionate-share hospital payments as a result of the
emergence of new federally subsidized coverage
options. Meanwhile, the costs of recidivism as-
sociated with untreated mental health and sub-
stance abuse disorders areborne by local govern-
ments andby society as awhole. Theprospects of
replacing these state and local health care expen-
ditures with federal Medicaid funds, and avoid-
ing state and local corrections costs, are strong
incentives for states to elect to expandMedicaid.
In this article we examine the opportunity pre-

sented by Medicaid expansion to make sure that
jailed individuals are enrolled in health coverage
and connected to health care services by the time
they are released. Meeting that goal should im-
prove health, reduce recidivism, and lower costs
to state and local governments.
After outlining state fiscal and benefit-design

considerations associated with Medicaid expan-
sion, we describe opportunities provided by the
ACA for enrollment in and navigation through
the health system for jail-involved people upon
release.We conclude with examples of efforts to
facilitate Medicaid enrollment and continuity of
coverage for this population in Connecticut and
Rhode Island.

Overlap Between Jail-Involved And
Medicaid Expansion Populations
People with prior jail involvement are expected
to represent a substantial subset of theMedicaid
expansion population. Members of the jail-
involved population are disproportionately
young, male, minority, and poor, with low levels
of education.10 These characteristics closely mir-
ror those of theMedicaid expansion population,
as identified through national survey data
(Exhibit 1). In general, the population newly
eligible for Medicaid will be dominated by men
under age thirty-five.12 This is largely because
women are more likely than men to be already
eligible for or enrolled in Medicaid by virtue of
pregnancy or parenthood.
Analyses of individual states shed additional

light on the overlap between newly eligible low-
income childless adults and jail populations. For
example, officials in Washington State expect
that the vast majority of the approximately
160,000 adults released annually fromWashing-
ton jails will be eligible for Medicaid in 2014.13

Only 20 percent of them had a disability or other
factor that qualified them forMedicaid eligibility
prior to the implementation of the ACA, and
approximately 112,000 had no state-funded
health care coverage.13

Policymakers expect themajority of this group
to meet Medicaid expansion eligibility require-
ments, which suggests that up to 30 percent of

Exhibit 1

Demographic Comparison Of Jail-Involved And Total Medicaid Expansion Populations

Characteristic Jail-involveda Total Medicaid expansionb

Age 44% under age 25 55% under age 35

Sex 88% male 61% male

Race or ethnicity 39% black, 16% Hispanic 53% nonwhite (including 19% black,
non-Hispanic; and 26% Hispanic)

Employment 59% earned less than $1,000 per month 45% unemployedc

Education 47% did not have a high school diploma 25% did not have a high school diploma

Insurance 90% uninsured —
d

SOURCE Authors’ analysis; see sources below. aVesey BM. The intersection of public health and public safety in U.S. jails (Note 7 in text).
bKaiser Family Foundation. Expanding Medicaid under health reform: a look at adults at or below 133% of poverty (Note 12 in text). cOr
60 percent unemployed, according to Haber SG, Khatutsky G, Mitchell JB. Covering uninsured adults through Medicaid: lessons from
the Oregon Health Plan. Health Care Financ Rev 2000;22(2):119–35. dNot applicable; the data are for an uninsured population.
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the 380,000 estimated newly eligible individuals
in Washington could be in the jail-involved pop-
ulation—depending on who enrolls in the ex-
panded Medicaid coverage. These estimates
are consistent with Washington’s experience
with the state-funded general assistance pro-
gram, in which 30 percent of childless adults
with very low incomes (up to 38 percent of pov-
erty) had been arrested.14

Behavioral Health Needs Of Jail-
Involved Populations
Mental illness and substance use disorders are
often prevalent among the jail-involved popula-
tion. In the Washington State general assistance
program, claimsdata indicated that53percentof
thosewithprior jail involvement showed signsof
needing mental health treatment. Approximate-
ly one-third of this group had a diagnosis of
seriousmental illness, and the balance had anxi-
ety disorders, depression, or other related diag-
noses.14 Data about this population also suggest
that 79 percent of jail-involved people need sub-
stance abuse treatment, compared with 42 per-
cent of people with no history of jail in-
volvement.
Importantly, these data are for the lowest-

income subset of the expansion population
(those with incomes of up to 38 percent of pov-
erty), which has historically qualified for Wash-
ington State’s general assistance program. By
nature of their eligibility for this program, this
subset’s medical, mental illness, and substance
abuse needs are likely to be greater on average
than those of the overall expansion population.

State Considerations For Benefit
Design
Given the anticipated behavioral health care
needs of the expansion population, it will be
critical for states to ensure access to a broad

range of evidence-based mental health and sub-
stance abuse treatment services. To date, sub-
stance abuse treatment coverage in traditional
Medicaid has been highly variable across the
country. States often rely on their general funds,
block grants from the SubstanceAbuse andMen-
tal Health Services Administration, and other
sources of public funding to support access to
care. The ACA requires that states electing to
expand Medicaid develop “alternative benefit
plans,” which enumerate the Medicaid-covered
services available to newly eligible beneficiaries
under the expansion. Importantly, under federal
requirements, these alternative benefit plans
must includemental health and substance abuse
services that are at parity with comparable medi-
cal benefits. Accordingly,most states are looking
to expand their offerings of behavioral health
treatment services for the expansionpopulation.

Estimating The Financial Impact Of
Expansion On State And Local
Governments
National analyses predict overall cost savings
and improved population health as a result of
theMedicaid expansion.15 States have conducted
their own fiscal analyses, which have examined
thepotential returnon investment thatMedicaid
expansion would bring to various stakeholders
and the state’s economy as a whole.16 States have
reviewed several categories of impact, including
the costs, offsetting state or local government
savings, and the impact of the “woodwork” or
“welcomemat” effect (which refers to the poten-
tial increase in enrollment as the publicity about
new coverage options causes individuals previ-
ously eligible for coverage to enroll in greater
numbers than expected in the absence of this
publicity).
For example, a 2013 study commissioned by

the Oregon Health Authority estimated that
Medicaidexpansionwouldsave the state$79mil-
lion during the first six years.17 Although the
study did not focus on the jail-involved popula-
tion, the estimated savings of $79 million in-
cludes general fund savings that would result
from reductions in spending on state-funded
community mental health services (and corre-
sponding increases on theMedicaid side),which
are expected to be widely used by the jail-
involved population.13

A 2012 analysis by Leavitt Partners for the
Idaho Department of Health and Welfare esti-
mated that nearly 95 percent of people released
from correctional facilities in the state each year
are ages 19–64. Given their likely income and
employment status, themajority would be newly
eligible for Medicaid if Idaho agreed to the ex-

Mental illness and
substance use
disorders are often
prevalent among the
jail-involved
population.
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pansion18 (the state has so far declined to do so).
The analysis noted that since such a large pro-
portion of the corrections population is likely to
be eligible forMedicaid, federal expansion funds
could help offset state and local costs for provid-
ing health services to these individuals.
In addition, a large portion of Idaho’s correc-

tions population has existing mental or physical
health conditions, or both, which makes it more
likely that these people would require ongoing
treatment in the Medicaid program if it were
expanded.18 A subsequent actuarial analysis sug-
gested that Idaho would save $84.6 million
across the 2014–24 budget periods if it decided
to participate in the Medicaid expansion.19

Opportunities To Support
Enrollment And Navigation
The continuing implementation of the ACA will
create opportunities to connect members of the
jail-involved population with health care cover-
age by the time they are released. It will also
support efforts to ensure that people who were
previously enrolled in Medicaid are not lost to
the system while they are incarcerated.
Federal law allows states to suspend Medicaid

eligibility for people while they are incarcerated
instead of terminating that eligibility. However,
few states have taken advantage of this opportu-
nity to keep coverage available for inmates upon
their release. This is primarily because of limi-
tations in state Medicaid eligibility information
systems and to ensure that Medicaid does not
make inappropriate payments to managed care
organizations for people who are unable to ac-
cess services because they are incarcerated.
TheACA includes anumber of changes toMed-

icaid eligibility and enrollment policies, includ-
ing the use of the Modified Adjusted Gross In-
come to determine individual and household
income and the use of streamlined and simpli-
fied enrollmentprocedures for coverage through
Medicaid, the Marketplaces, and other health
and human services programs. These changes
have forced states to upgrade their existing in-
formation technology infrastructures.
In April 2013 the Centers for Medicare and

Medicaid Services advised states that increased
federal funding will be available to support new
systems to determine Medicaid eligibility and
maintain records related to it.20 With this fund-
ing and a new federal data hub for the electronic
verification of applicants’ financial and nonfi-
nancial information,21 states could automate
and simplify eligibility determination processes
for jail-involved people and connect them with
coverage throughMedicaid or theMarketplaces.
As noted above, federal law has long allowed

states to suspend rather than terminate eligibili-
ty for Medicaid for incarcerated people, al-
though information system barriers have con-
tributed to states’ inability to exercise this
option. System upgrades could reduce these bar-
riers, allowing states to maintain an open eligi-
bility record for peoplewhile they are in jail. This
wouldmake it easier to connect them to coverage
upon their release.
ThroughMedicaid section 1115 waivers, states

can also implement twelve-month continuous
eligibility for adults, limiting the number
of times a person’s eligibility status is scruti-
nized—for example, because of a change in in-
come or incarceration—in a given year.22 The
ACA also allows incarcerated people who have
not been sentenced to enroll in ormaintain their
coverage through Qualified Health Plans in the
health insurance Marketplaces. These strategies
can help maintain enrollment among high-need
individuals in the transient jail-involved popu-
lation.
In cases where automated eligibility and en-

rollment processes are not available, or in states
that have chosen not to implement continuous
eligibilityduring incarceration, theACAincludes
provisions to facilitate enrollment in Medicaid
and the Marketplaces. For instance, the act
awards grants to navigators to provide education
about themarketplaces and the choices of health
plans available there, and help individuals select
the appropriate plan for their circumstances.
In addition, states should consider adopting

training and certification requirements for exist-
ing Medicaid outreach programs that promote
out-stationing—that is, locating outreach work-
ers at corrections facilities—or maintain other
means of in-person contact with this population.

Early Observations From The Field
A number of states have recognized the value of
integrating Medicaid outreach and enrollment

Federal law has long
allowed states to
suspend rather than
terminate eligibility
for Medicaid for
incarcerated people.
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activities for jail-involved individuals with dis-
charge planning. The policy question underscor-
ing these state efforts is how to use Medicaid
dollars to ensure continuity of care for people
upon their release from custody. Below we high-
light examples of activities in Connecticut and
Rhode Island.

Connecticut Connecticut’s Department of
Social Services is using a shortened Medicaid
application form for inmates with identified
medical or behavioral health needs to expedite
the process of determining their eligibility and
enrolling them. In 2005 the state began an ini-
tiative in its jails to identify incarcerated people
with serious mental illnesses who would need
services immediately after their release.23 With
funding from the state’s Department of Mental
Health and Addictions Services, these people re-
ceived assistance in applying for Medicaid and
securing eligibility determinations prior to re-
lease. Within two years the state had expanded
the program to include all inmates in prison and
jail and parolees who had been high users of
health andmental health serviceswhile incarcer-
ated (Colleen Gallagher, director of quality
assurance, health and addiction services, Con-
necticut Department of Correction, personal
communication, January 3, 2014).
Department of Correction officials began

working with officials in the Department of
Social Services and the Department of Men-
tal Health and Addictions Services to create an
expedited, centralized application process
(Gallagher, personal communication). Key ele-
ments includeddischargeplanners, employedby
correctional health providers and based in cor-
rectional facilities, who assisted inmates in com-
pleting Medicaid applications prior to their
release; reentry counselors, who offered classes
for inmates on filling out applications; entitle-
ment specialists, based at the Department of
Social Services, who determined eligibility for
Medicaid; a short-form application, represent-

ing a more limited array of public benefits than
those available through the standard state appli-
cation; and access for the Department of Social
Services to daily electronic feeds from the De-
partment of Correction to identify people about
to be discharged, so that benefits could be
“switched on” in a timely manner.
Because of the expedited application process,

60 percent of people who routinely sought
health care services in correctional facilities
completed an application for Medicaid. The
number of applications rose from a few hundred
in 2006 to more than four thousand in 2013
(Gallagher, personal communication, Janu-
ary 17, 2014). Given the success of the initiative,
the state continues to build upon this effort, add-
ing additional reentry counselors in correctional
facilities and expanding the population targeted
for application assistance.
Rhode Island Toprepare forMedicaid expan-

sion, Rhode Island designed and implemented a
new eligibility and enrollment system that sup-
ports both its Executive Office of Health and
Human Services, the agency that administers
Medicaid for the state, and HealthSource RI,
the new state-based Marketplace. The new sys-
tem incorporates features that would facilitate
coverage and continuity of care for vulnerable
populations, including the jail-involved. The
new systemalsoprovides stakeholders at various
state agencies with better information through
improved data sharing and access, together with
appropriate privacy safeguards. In addition, the
Rhode Island Department of Corrections is
working with the Bureau of Justice Affairs in
the US Department of Justice to develop and
pilot best practices for correctional facilities to
handle inmates’ protected health information.
Extensive collaboration among the state’s De-

partment of Corrections, Medicaid agency, and
HealthSource RI has helped facilitate inmates’
enrollment in appropriatepost-release coverage.
Cross-agency discussions seek to enable the De-
partment of Corrections to assist inmates in es-
tablishing their eligibility and in enrolling three
to six months before being released.
To facilitate the identity verification require-

ments of the new system, the Medicaid agency
andHealthSource RI agreed that former inmates
can submit the thirty-day photo ID issued by the
Department of Corrections as valid identifica-
tion for enrollment. The Medicaid agency and
HealthSource RI also agreed that the release let-
ter provided to each inmate at release will be
valid proof of income for enrollment.
Rhode Island is still clarifying its policy for

incarcerated people enrolled in Qualified Health
Plans who have not been sentenced. Under the
ACA, these people remain eligible for health plan

Medicaid officials
need to forge new
partnerships with
corrections officials at
the state and local
levels.
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coverage as long as they qualify for it. However,
the savings that this provision could represent to
a jail facility come with potential costs.
For example, a jail can only charge a Qualified

Health Plan for medical services offered to a de-
tainee if the jail is an approved provider for that
plan. Health plansmandate compliance with the
complex privacy and security provisions of the
Health Insurance Portability and Accountability
(HIPAA) Act of 1996, and that compliance would
require the state’s unified prison and jail system
to use dedicated staff or consultants’ time.

Conclusion
States pursuingMedicaid expansion have an un-
precedented opportunity to provide jail-involved
people with health insurance and access to
health care services. Given the high prevalence
of mental health and substance abuse treatment
needs among this population, timely enrollment

and access to services after release have the po-
tential to greatly improve the outlook for these
very vulnerable people. Enrolling jail-involved
people inMedicaid or connecting them toQuali-
fied Health Plans through the health insurance
Marketplaces during or immediately following
incarceration could increase access to high-qual-
ity care, reduce reliance on emergency depart-
ments and other costly acute care settings, im-
prove health status, and reduce rates of
recidivism by addressing root causes of incar-
ceration.
To take full advantage of this opportunity,

Medicaid officials need to forge new partner-
ships with corrections officials at the state and
local levels.With full implementation of the ACA
in2014, the year ahead is a good time to build the
organizational and system-level bridges that
would enable the full access to coverage and ser-
vices intended under the new law. ▪
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