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Abstract

Although many justice-involved youth (JIY) rely on Medicaid, due to the federal “inmate exclusion” Med-
icaid is often suspended or terminated upon youth’s intake to detention, which can lead to coverage gaps
at release. We interviewed 28 experts on Medicaid and the justice system and conducted thematic analysis
to identify solutions for reducing Medicaid coverage gaps during reentry. Participants viewed coverage
gaps during reentry as a significant public health problem to which JIY are especially vulnerable. Recom-
mended solutions for reducing coverage gaps for JIY included (a) leave Medicaid activated, (b) reactivate
Medicaid before or during reentry, (c) enhance interagency collaboration, and (d) address societal context
to ensure health care access for Medicaid-eligible JIY. Doing so may improve health outcomes and reduce

cycles of youth incarceration.
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Introduction

Justice-involved youth (JIY), defined as youth who have
been arrested (Aalsma et al., 2017), have disproportion-
ately high morbidity and mortality compared with the
general adolescent population (Barnert et al., 2016; Win-
kelman et al., 2017). A high proportion of JIY come from
low-income families and rely on Medicaid for access to
health care when in the community (Albertson et al.,
2020). One study at an urban detention center found
that 66% of youth had Medicaid at intake (Aalsma
et al., 2012). Likewise, a survey of state Medicaid agen-
cies and juvenile correctional facilities found that most
participating states reported greater than 50% JIY enroll-
ment in Medicaid (Zemel & Kaye, 2009a).

When JIY with Medicaid coverage enter the justice
system, however, coverage is disrupted due to the fed-
eral ‘““Medicaid inmate exclusion policy’’ (Acoca et al.,
2014). The inmate exclusion prohibits states from using
federal Medicaid funds to pay for health care services
while an individual is incarcerated, except for inpatient
care. Consequently, states have adopted a policy of ei-
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ther terminating or suspending Medicaid when JIY
enter the justice system. Both Medicaid termination
and suspension can result in gaps in coverage after re-
lease from detention or incarceration (Acoca et al.,
2014).

Termination requires reenrollment, whereas suspen-
sion requires reinstatement of Medicaid upon reentry
into the community (Medicaid and CHIP Payment and
Access Commission, 2018). Although the prevalence
of Medicaid coverage gaps for JIY undergoing reentry
is unknown, Medicaid coverage gaps have been shown
to be more common and of longer duration for JIY than
peers who are not involved in the justice system (Aalsma
et al., 2017).

The literature on youth’s health needs during the cru-
cial reentry period is sparse (Barnert et al., 2016); how-
ever, studies of previously incarcerated adults have shown
increased rates of hospitalization and death in the first
few weeks after release (Binswanger et al., 2007; Frank
et al., 2014; Wang et al., 2013). A study in Washington
found the risk of death was 12 times higher for adults
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in the first 2 weeks after release from incarceration than
other state residents, with the leading cause of death
being drug overdose (Binswanger et al., 2007).

Like justice-involved adults, JIY have high rates of
untreated mental health problems, including substance
use disorders, which are known risk factors for recidi-
vism that, if left untreated due to coverage gaps, may
potentiate a cycle of incarceration and worsening health
outcomes (Baglivio et al., 2014; Barrett et al., 2014;
Constantine et al., 2013; Hoeve et al., 2013; McReynolds
et al., 2010; Schubert & Mulvey, 2014).

Although suspension and termination are defined
mechanisms by which Medicaid is deactivated for JIY
entering the justice system, little is documented in the
peer-reviewed literature about mechanisms for reactivat-
ing Medicaid coverage during youth reentry. Several
promising policies exist (Bandara et al., 2015; Butler &
Murphy, 2014; Jannetta et al., 2018; Patel et al., 2014;
Ryan et al., 2016; Zemel et al., 2013), but comprehen-
sive recommendations are lacking. We sought to identify
solutions for reducing coverage gaps and promoting con-
tinuous Medicaid coverage for youth during reentry.

Method

We used a qualitative approach consisting of semistruc-
tured interviews with experts at the intersection of Med-
icaid and the justice system. We developed an initial
sampling frame based on researcher knowledge of the
field and used snowball sampling to identify additional
participants (Johnson, 2014). Our intent was to interview
experts on juvenile justice, but many interviewees recom-
mended to us also had expertise on adults. Of 44 prospec-
tive participants, 28 (64%) accepted emailed invitations
to participate.

The final sample consisted of nine health policy re-
searchers or policymakers; eight frontline providers
with expertise in pediatrics, medicine, or care coordina-
tion; three judges or probation officers; four representa-
tives from juvenile justice advocacy organizations; and
four Medicaid administrators (Table 1). Of these partic-
ipants, 24 individuals had expertise related specifically
to juvenile justice and 4 had expertise about the adult
correctional system.

We conducted phone interviews, lasting from 30 to
60 min, from November 2018 through April 2019. The

Table 1. Participant Roles

Roles N (%)
Health policy researcher or policymaker 9 (32)
Health care provider or care coordinator 8 (29)
Juvenile court judge or probation officer 310D
Juvenile justice advocacy organization representative 4 (14)
Medicaid administrator 4 (14)
Total 28 (100)

interview guide asked participants about their profes-
sional role, perceived problems associated with gaps in
Medicaid coverage for JIY, and potential solutions (Sup-
plementary Appendix SA1). We used six-step thematic
analysis to identify themes (Braun & Clarke, 2006).
Two team members coded each interview using Dedoose
software 1.3.34 (SCRC, Manhattan Beach, CA, USA)
and the team met weekly to reach consensus and identify
themes that illuminated participant perspectives and rec-
ommendations for reducing Medicaid coverage gaps for
JIY at reentry.

A second round of coding was performed to examine
issues that were unique to youth in the juvenile jus-
tice system as compared with adults. Sampling continued
until we reached and surpassed saturation of major
themes. Findings were debriefed and validated with two
experts outside of the study team. Our university’s insti-
tutional review board approved study procedures.

Results

Participants described JIY as being uniquely impacted
by Medicaid coverage gaps (Theme 1) compared with
the justice-involved adult population and identified sev-
eral opportunities for reducing Medicaid coverage gaps
for JIY during reentry. Proposed solutions (Theme 2) in-
cluded the following recommendations (i.e., subthemes):
(a) leave Medicaid activated, (b) reactivate Medicaid be-
fore or during reentry, (c) enhance interagency collabora-
tion and communication, and (d) address societal context
to ensure health care access for Medicaid-eligible JIY.
Table 2 gives recommended solutions. Overall, experts
viewed pursuing reforms to reduce coverage gaps during
reentry as necessary for protecting JIY’s rights and reduc-
ing cycles of poor health outcomes and recidivism.

Theme 1: JIY Are Uniquely Impacted
by Medicaid Coverage Gaps
Participants viewed Medicaid coverage gaps at reentry,
which several described as commonly lasting from
weeks to months, as detrimental to both JIY and justice-
involved adults but described features of JIY that make
them uniquely impacted by coverage gaps. In particular,
they discussed youth’s developmental immaturity and
malleability. They highlighted the importance of access
to health care during the vulnerable reentry period and
the potential of positive interventions to improve health
and justice outcomes and developmental trajectories.
Participants also described that youth, unlike adults,
depend on their parents or guardians to ensure the youth
have Medicaid coverage, which can create logistical chal-
lenges with reactivation as parents or guardians may
not be available to carry out reactivation processes or pro-
vide household information. This contrasts with justice-
involved adults who are present in custodial settings
and able to participate in the reactivation processes. In



Table 2. Thematic Quotes From Interviews With Experts Involved in the Juvenile Justice System and Medicaid

Theme 1: JIY Are Uniquely Impacted by Medicaid Coverage Gaps

e “Obviously juveniles in some ways, should be, even a higher priority...For kids early on, their brains are not fully developed...So
yeah. I think they should be, I think they should be a priority and I think these are practical steps.”

e “Ithink of children as still...they exist in a formative state meaning it’s possibly easier to get a 16-year-old changed than it is a 46-year-
old. In whatever, behavior, perceptions, that kind of stuff.”

e “We need to make sort of biological decisions about your care for children versus trying to fit a square peg in a round hole.”

Theme 2: Proposed Solutions

Solution—Leave Medicaid Activated
End inmate exclusion e “‘Just removing the restriction. That doesn’t cost anybody anything. It saves a lot of time in the
back end with people if they know they have it...I think it’s removing the restriction will let us
work with the greatest impact.”

Suspension rather than o “I guess ideally, I do definitely think the suspension only [i.e., instead of termination] is a totally
termination reasonable ask.”
Delayed suspension e “The second could be that people don’t lose their Medicaid until they are adjudicated so that

people that are in jail, adults that are in jail or juveniles that are in juvenile hall, would continue to
have their Medicaid continue.”

End time-limited e ““And the fact that people are terminated after a year as opposed to allowing for renewal [i.e., by
suspension maintaining suspension rather than termination status] just seems ... doesn’t seem to make a lot of
sense.”

Solution—Reactivate Medicaid Coverage Before or During Reentry

Presumptive eligibility e “‘It would be great if there were presumptive eligibility if they didn’t have insurance and then

someone needs to figure out how they get insurance within that 30 days, basically.”

Medicaid enrollment e “Once they’re out...it would be nice if it wasn’t just the families. If the juvenile justice system
or reinstatement was proactively reaching out pre discharge. And helping make sure that they were put on
assistance [Medicaid] so that they get out and first thing they already have Medicaid back enrolled.”

Solution—Enhance Interagency Collaboration and Communication

Promote a culture Breaking Down Agency Silos
of collaboration e ‘I think it definitely helps to have strong relationship with your sister agency when you’re trying
among agency staff to do these types of projects, having buy-in is really, really invaluable. But also, state Medicaid

programs have challenges but so do their sister agencies, so understanding the challenges that your
sister agencies are facing, I think, is really helpful as well. It puts things into better context.”
Forming a Task Force
e “Do we need a task force? Yeah. I mean, clearly, we do if... I think they [JIY] should be a priority
and I think these are practical steps, many of which are relatively low-cost.”

Improve information e ““‘But I think there is a need for some sort of integration or talking between those systems because
exchange systems especially for things like this the systems sort of need to talk efficiently and in a timely manner so
to facilitate interagency that the enrollment and things like that just happen smoothly without anybody really having to
communication think about it.”

Solution—Address Societal Context to Ensure Health Care Access for JIY Eligible for Medicaid

Participate in Affordable Care Act Medicaid Expansion

e “The other thing...is that with [state] being a Medicaid expansion state, it affords the opportunity
for the first time to really think about strategies for enrolling individuals while they’re still
incarcerated into a Medicaid program.”

Adopt Diversion Programs

e “I mean, I guess the other thing...is really diversion and just reducing the number of kids and
teenagers that are incarcerated at all. That would obviously reduce the number of kids who
had their Medicaid suspended or turned off.”

Provide Immediate Access to Health Services During Reentry

e ‘I think that, number one, having them leave with a prescription that covers them for at least a
month would be really important”

JIY =justice-involved youth.
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addition, experts noted that the smaller size of the JIY
population and the public’s sympathetic attitude toward
youth, compared with incarcerated adults, could be ad-
vantageous for implementing reforms to reduce gaps in
Medicaid coverage at reentry that could later be extended
to justice-involved adults.

Theme 2: Proposed Solutions

Solution—Leave Medicaid Activated. This theme re-
fers to eliminating or modifying the Medicaid ‘‘on
switch’’—in other words, a mechanism to allow JIY to
maintain Medicaid benefits and/or eligibility while
detained or incarcerated, thereby preventing coverage
gaps at release. Participants described several policy so-
lutions for achieving this goal: (a) end the inmate exclu-
sion, (b) implement suspension rather than termination
policies, (c) implement delayed suspension policies,
and (d) end time-limited suspension.

End inmate exclusion. Participants viewed the inmate
exclusion as the root cause of Medicaid coverage gaps
for JIY transitioning in and out of juvenile justice facil-
ities. One person described the inmate exclusion as
“‘archaic” and a ‘“‘flawed means of cost-sharing’ from
federal to local governments, asserting that Medicaid
should cover costs while youth are incarcerated. Partici-
pants recommended ending the inmate exclusion as the
most impactful solution to reduce coverage gaps for
JIY at reentry; however, they voiced feasibility concerns
due to the need for broad political support to change
existing federal legislation.

Suspension rather than termination. Several partici-
pants reported that termination, compared with suspension,
lengthens coverage gaps and recommended suspension
over termination policies. One participant cited the recent
passage of the federal Substance Use-Disorder Preven-
tion that Promotes Opioid Recovery and Treatment
(SUPPORT) for Patients and Communities Act of 2018
(SUPPORT, 2018), which prohibits Medicaid termina-
tion practices at intake and prescribes that Medicaid
may be suspended. Although participants agreed that
enacting a suspension policy in states that continue to ter-
minate Medicaid for JIY would be impactful, only a few
participants were aware of the SUPPORT Act provision
before the interview.

Delayed suspension. Participants stated that although
most JIY are detained for short periods of time before re-
lease, their Medicaid coverage is often suspended regard-
less of their length of stay. This practice was viewed as
unreasonable and inefficient as it creates disproportionate
administrative burden on JIY and their families to get
Medicaid coverage reinstated. As an alternative, partici-
pants recommended delaying suspension for a specific

period of time, ranging from weeks to months after start-
ing detention. They viewed delayed suspension policies
as feasible and worthwhile to pursue.

End time-limited suspension. Several participants
noted that in some states with suspension rather than ter-
mination policies, the suspension status is time limited,
meaning that an individual’s Medicaid coverage is termi-
nated after a specified duration of time, often 1 year. They
indicated this stipulation stems from the need for annual
Medicaid eligibility redeterminations. Participants sug-
gested that the annual need to redeterminine Medicaid el-
igibility should not be enforced during incarceration and
that JIY’s Medicaid coverage should remain in suspen-
sion status throughout the duration of incarceration.

Solution—Reactivate Medicaid Coverage Before or
During Reentry. Participants emphasized the value of
reactivating Medicaid before release and, if not, doing
so during reentry. Recommendations for promoting reac-
tivation included (a) presumptive eligibility and (b) Med-
icaid reactivation assistance.

Presumptive eligibility. Participants discussed ‘‘pre-
sumptive eligibility’” policies, which allow an individual
who meets basic eligibility criteria for Medicaid to re-
ceive temporary coverage for health care services after
release until a final determination of eligibility can be
made (Bandara et al., 2015). Participants explained that
these policies allow JIY to fill prescriptions and attend
appointments in the immediate postrelease period and
for Medicaid to be billed retroactively once coverage is
officially turned back on. Although several participants
raised implementation concerns due to a perceived ad-
ministrative and logistical burden of presumed eligibility
policies, the majority of participants who commented on
presumptive eligibility viewed it favorably.

Medicaid enrollment or reinstatement assistance. Par-
ticipants expressed that Medicaid reactivation procedures
during reentry are difficult for JIY and their families to
navigate and, at times, confusing for justice and health
agency staff, as well. To increase the likelihood of Med-
icaid reactivation and simplify the process, participants
recommended providing prerelease planning services
to help JIY fill out Medicaid applications. They also rec-
ommended having more navigation support and resour-
ces for JIY and their families applying for Medicaid
postrelease. Participants raised concerns regarding fund-
ing and staffing constraints as barriers but were overall
broadly supportive of such programs.

Solution—Enhance Interagency Collaboration and
Communication. To decrease Medicaid coverage gaps
for JIY, participants recommended greater collaboration
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among Medicaid agencies, juvenile detention facilities,
and community health care organizations through (a) pro-
moting a culture of collaboration among agency staff and
(b) improving health information exchange systems.

Promote a culture of collaboration among agency staff.
Participants indicated that Medicaid, juvenile detention
facilities, and community health agencies often operate
as ‘“‘silos,”” and that lack of collaboration among agencies
delays Medicaid reactivation during reentry. Reported
barriers to improving interagency collaboration inclu-
ded lack of funding, regional differences in Medicaid ad-
ministration, lack of person-to-person communication
between agencies, and lack of knowledge about how
other agencies or jurisdictions function.

To promote a culture of collaboration among agen-
cies, participants recommended increasing direct contact
and interagency knowledge-sharing among corrections,
health, and social service agency staff. Participants also
recommended forming task forces to systematically
strengthen interagency partnerships and share best prac-
tices across agencies regarding Medicaid coverage for
JIY during reentry.

Improve information exchange systems to facilitate
interagency communication. Participants described a
need for better technological infrastructure to facilitate
electronic information exchange among local and state
Medicaid agencies, juvenile detention facilities, and com-
munity health care organizations so that gaps in Medicaid
coverage at release could be avoided. Each agency type
was described as having its own record system, which
participants viewed as ‘‘not very integrated’’ or ‘‘com-
pletely apples and oranges” and designed to facilitate
communication within agencies but not between agencies.
Perceived barriers to improving health information ex-
change systems across agencies included cost, privacy
concerns regarding sharing health or criminal records,
and feasibility concerns due to the need for multiple
data use agreements from participating jurisdictions.

Solution—Address Societal Context to Ensure Health
Care Access for JIY Eligible for Medicaid. Outside of
addressing Medicaid coverage gaps, participants dis-
cussed several broader mechanisms for expanding or
maintaining access to health care for JIY eligible for Med-
icaid. For example, to increase enrollment for low-income
youth, experts noted that more states should participate in
the Affordable Care Act’s Medicaid expansion. Partici-
pants also discussed the importance of preventing youth
incarceration, such as by expanding diversion programs,
which would not only prevent Medicaid deactivation
but also avoid negative health effects of incarceration.
Finally, experts supported efforts to provide immedi-
ate access to health care services for JIY during reentry,

such as issuing a temporary Medicaid card, providing a
short-term supply of medications at the time of release,
and assisting with scheduling appointments with commu-
nity providers. Participants noted that providing Medic-
aid for JIY was not sufficient to guarantee access to
care and that other reforms needed to be put in place to
strengthen the linkage between providing health care cov-
erage and access to health care services.

Discussion

Overall, participants indicated that JIY are a vulnerable
population that are negatively impacted by Medicaid cov-
erage gaps during reentry, with a high potential for ben-
efit if the problem is resolved. Most participants viewed
Medicaid coverage gaps as a significant but solvable pub-
lic health concern that warrants action at the federal,
state, and local level. Participants indicated that promot-
ing continuous Medicaid coverage for youth during reen-
try could improve youth’s health outcomes, reduce
recidivism, and, in doing so, improve youth’s life course
trajectories.

Priority Solutions

Study participants proposed four types of solutions to
the problems catalyzed by the inmate exclusion: (a) im-
plementing mechanisms that leave Medicaid active at
entry into the justice system, (b) implementing mecha-
nisms to ensure Medicaid is reactivated during reentry,
(c) enhancing cross-sector collaboration and communica-
tion, and (d) addressing contextual factors that prevent
JIY from accessing services. Given perceptions of the in-
tractability of ending the inmate exclusion, participants
prioritized more incremental solutions.

They favored suspension-based (rather than termination-
based) policies, which aligns with the endorsement of sus-
pension by the Centers for Medicare and Medicaid and
the National Commission on Correctional Health Care
(NCCHC, 2019; Schwalbe et al., 2012) and with the
recent passage of the federal SUPPORT Act, which pro-
hibits termination of Medicaid for justice-involved indi-
viduals under the age of 21 years (SUPPORT, 2018).

Of note, the SUPPORT Act also mandates each state,
““prior to the individual’s release from such a public insti-
tution, conduct a redetermination of eligibility”” for
JIY. However, the legislation does not prescribe specific
pathways for reactivation and lacks an enforcement
mechanism (SUPPORT, 2018). Only a small number of
participants in our study were aware of the SUPPORT
Act, indicating that policymakers and health and juve-
nile justice leaders will need to work closely together
to ensure effective implementation.

As participants noted, improving cross-sector collabo-
ration may facilitate effective solutions that improve
Medicaid coverage for JIY. Efforts to better integrate
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corrections, Medicaid, and health systems in the adult set-
ting provide successful examples of how juvenile justice
facilities can enhance interagency collaboration and com-
munication to decrease Medicaid coverage gaps at reentry.

For example, the New York City jail system uses an
electronic medical record system to share patient records
between jail and community providers, facilitating com-
munication that can be used to identify and remedy cov-
erage gaps (Martelle et al., 2015). Agencies in Arizona,
California, Maryland, and Washington states have also
undertaken efforts to improve linkages between health
care and criminal justice organizations (Mallik-Kane
et al., 2018; Wishner & Mallik-Kane, 2017).

Given the much smaller number of incarcerated youth
compared with adults (Kaeble & Cowhig, 2016; OJIDP
Statistical Briefing Book, 2020), successful reforms in
the adult correctional setting can serve as templates for
similar reforms for JIY and may, in fact, be easier and
less costly to implement. Furthermore, participant insight
that diversion programs could prevent Medicaid gaps by
preventing entry into the justice system reflects prior re-
search on the societal benefit of diversion interventions
(Wilson & Hoge, 2013).

Impact of Policy Change
The solutions suggested by participants to strengthen
Medicaid coverage for JIY during reentry could have
short-term and long-term public health benefits for JIY
and their families (Albertson et al., 2020). Policies
aimed at reducing the time and logistical requirements
of Medicaid reactivation could reduce the immediate ad-
ministrative burden on health, social service, and justice
agencies, as well as decrease the burden on JIY and fam-
ilies. In addition, ensuring Medicaid coverage is reacti-
vated at the time of release would make it more likely
for JIY to have access to medical and mental health
care services and prescribed medications, which may
improve youth’s health outcomes and reduce recidivism.
The transition from adolescence to adulthood is a crit-
ical period of intervention (Loeber et al., 2013). Inter-
vention programs for JIY during reentry, including both
mental health and substance use treatment programs,
have been shown to reduce the risk of reoffending and
provide long-term cost benefits (Sabol & Listenbee,
2014). Strengthening continuity of Medicaid coverage
for JIY would help ensure access to these evidence-
based interventions so that youth have the best chance
to thrive.

Research Priorities

Findings indicate a need for future research to better
describe the baseline characteristics of the Medicaid-
eligible JIY population and current coverage patterns,
and to measure how coverage and health outcomes are af-

fected with implementation of reform. Although JIY are
presumed to be predominantly low income with most
qualifying for Medicaid, few published studies have mea-
sured the percentage of JIY who are reliant on Medicaid
coverage as their primary source of insurance (Aalsma
et al., 2012; Zemel & Kaye, 2009b).

In addition, studies describing the prevalence and
duration of Medicaid coverage gaps for JIY at reentry
are lacking, as are studies quantifying the resultant im-
pact of health care utilization and related health or justice
outcomes. Furthermore, developing metrics capturing de-
creased prevalence and length of Medicaid coverage gaps
at reentry, improved health status, decreased recidivism,
and cost savings due to implementation could be useful
for determining which policies are most successful and
lead to more widespread adoption.

Limitations

Several limitations warrant mention. The purposive sam-
pling approach may have introduced biases. Although we
continued interviews until we reached and surpassed the-
matic saturation, it was not possible to account for all
the nuances of Medicaid policy and practices by state
and local jurisdictions. Since these were telephone inter-
views, rather than in-person interviews, trust may have
also been an issue. Also, because the inmate exclusion
impacts justice-involved adults as well, at times it was
unclear which facets of the data were unique to JIY ver-
sus both JIY and justice-involved adults. Nevertheless,
clear themes and policy recommendations emerged that
participants felt warranted immediate attention in policy
and practice.

Conclusions

Findings from the study suggest that feasible and impact-
ful solutions for reducing Medicaid gaps for JIY during
reentry exist. Moreover, these solutions could improve
youth’s health, reduce the risk of recidivism, and posi-
tively influence the developmental trajectories of JIY.
Ultimately, reducing Medicaid coverage gaps for JIY
may lead to not only more efficient health care use but
also a more just approach. Promoting continuous Medic-
aid coverage at reentry for JIY signifies an opportunity
to alleviate the underlying health disparities that lead to
cycles of repeat incarceration.
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