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States are currently discus-

singhow(orwhether) to imple-

ment the Medicaid expansion

to nondisabled adults earning

less than 133% of the federal

poverty level, a key aspect of

the Patient Protection and Af-

fordableCareAct.

Those experiencing home-

lessness and those involved

with the criminal justice sys-

tem—particularly when they

struggle with behavioral

health diagnoses—are sub-

populations that are currently

uninsured at high rates and

have significant health care

needs but will become Med-

icaideligible starting in 2014.

Weoutline the connection

between these groups, as-

sert outcomes possible from

greater collaboration be-

tweenmultiple systems, pro-

vide a summary of Medicaid

eligibility and its ramifica-

tions for individuals in the

criminal justice system, and

explore opportunities to im-

prove overall public health

through Medicaid outreach,

enrollment, and engage-

ment in needed health care.
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STARTING IN 2014 (OR EARLIER

should states choose), the Patient
Protection and Affordable Care Act
(ACA)1 will give states the option to
expand Medicaid to most people
earning at or below 133% of the
federal poverty level (FPL). Those
experiencing homelessness will
greatly benefit from this policy
change because most nondisabled
adults were previously ineligible for
Medicaid. Of the 836 980 patients
seen in 2012 at federally funded
Health Care for the Homeless
clinics, 61.1% were uninsured (even
though the vast majority of these
individuals lived below the poverty
level).2 (Health Care for the Home-
less grantees are part of the Health
Center Program as authorized un-
der section 330 of the Public Health
Service Act, as amended, and ad-
ministered by the Health Resources
and Services Administration. They
are also sometimes referred to as
“federally funded health centers” or
“Health Resources and Services
Administration---funded health cen-
ters.”) Although the health of all
those living in poverty is a concern
to the public health community,
those who are both homeless and
involved with the criminal justice
system are even more vulnerable.
In particular, when individuals ex-
periencing homelessness with a be-
havioral health diagnosis are unable
to access broad-based mental health
treatment, untreated symptoms
can lead to incarceration.3 Focusing
attention on these subgroups could
yield wider individual and system
benefits from the Medicaid

expansion, because these groups
tend to have even lower income,
lack health insurance at a higher
rate, and need a wider range of
health care services than their stably
housed but still impoverished
counterparts.

Providers and administrators in
both the criminal justice system
and the community not only share
a common set of patients, they also
share important public health
goals. Such goals include increasing
community safety, reducing incar-
ceration and recidivism rates and
health care costs, improving pa-
tients’ health status, and increasing
the community’s capacity to deliver
needed medical and behavioral
health services to improve overall
individual and public health.

Decisions that directly influence
these goals are happening now. It is
critical for health care providers
who serve homeless populations
and persons within the criminal
justice system to inform and in-
fluence the outcomes of a changing
environment in health care access
and delivery. Because of eligibility
and enrollment changes, the ACA
creates new possibilities for stron-
ger partnerships between service
providers and policymakers, and
public health advocates can initiate
and guide this process.

HOMELESSNESS,
INCARCERATION, AND
BEHAVIORAL HEALTH

Among adults in jail in theUnited
States, 15.3% were homeless at

some point in the year before their
incarceration. This is 7.5 to 11.3
times the estimate of homelessness
among the entire US adult popula-
tion (1%---2%).4 In the state and
federal prison population, this rate
drops to 9%, with those who are
homeless more likely to be incar-
cerated for a property crime, have
had previous criminal justice system
involvement for property and vio-
lent crimes, and have mental health
problems, substance abuse prob-
lems, or both.5 Individuals experi-
encing homelessness who are
incarcerated for such offenses can
spend significant time “behind the
wall”—more than 40% of respon-
dents in a recent study in Baltimore,
Maryland, spent a combined total of
five or more years incarcerated
over their lifetime.6 These two
public health issues have a direct
relationship: homelessness can lead
to incarceration, and incarceration
can lead to homelessness.7

Community health care pro-
viders who treat homeless popula-
tions often experience patients
suddenly dropping out of care with-
out notice only to reappear weeks or
months later to report having been in
jail. During such transitions, medica-
tion regimens and treatment plans
are disrupted, possibly with adverse
health implications.

MEDICAID ELIGIBILITY
AND HOMELESSNESS

One of the most important pro-
visions of the ACA is the option for
states to expand Medicaid to most
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low-income people. Starting Janu-
ary 1, 2014, nonpregnant, non-
disabled adults aged 19 to 64
years who earn at or below 133%
FPL will become eligible for Med-
icaid (a 5% income disregard
makes the actual eligibility limit
138% FPL).1 Using 2012 FPL
guidelines, 138% FPL is equivalent
to an individual earning $15 856
per year, or about $26 951 for
a family of three. For the first three
years, the expansion is 100% fed-
erally funded (dropping to 90% in
2020 and thereafter).

An Urban Institute analysis
found that if all states expand
Medicaid to individuals at or be-
low 138% FPL, more than 15
million adults will be eligible to
enroll.8 Although the Supreme
Court upheld the ACA as consti-
tutional, it determined that the
Medicaid expansion would be
a state option rather than manda-
tory.9 At the same time, 4.3 mil-
lion adults in the United States are
currently eligible for Medicaid but
not enrolled.10 Because of state
expansion variance and past ex-
periences with enrollment among
eligible populations, the Congres-
sional Budget Office has projected
that only eight million will enroll
in the first year (2014) and only 11
million two years after implemen-
tation (2016).11Of those remaining
uninsured after 2014, just more
than one third are projected to be
eligible for Medicaid but not en-
rolled (36.5%).12 These reports
have demonstrated that eligibility
does not automatically equate to
enrollment; hence, it is important
for all states to expand and im-
plement strong outreach and en-
rollment practices.

Indeed, the ACA requires states
to establish procedures to conduct
outreach to and enroll vulnerable
and underserved populations
eligible for medical assistance
and to include racial and ethnic

minorities, individuals with mental
health or substance-related disor-
ders, and individuals with HIV/
AIDS (among others).13 Individ-
uals with these characteristics are
overrepresented in the adult
homeless population and have
encountered historic barriers to
enrollment and accessing care. In-
dividuals in these populations may
currently be eligible for Medicaid
because of disabilities but are not
enrolled. For example, the 2011
Annual Homeless Assessment Re-
port to Congress found that 38%
of those staying in homeless shel-
ters were disabled, compared with
only 15% of the total US popula-
tion.14 As expansion efforts unfold,
these individuals no longer have
to demonstrate disability to gain
access to health insurance.

MEDICAID ELIGIBILITY
AND CRIMINAL JUSTICE

Nearly all (90%) persons enter-
ing local and county jails and de-
tention centers in the United States
are uninsured.15 One profile of jail
inmates found that 69% engaged
in regular drug use, 60% earned
less than 133% FPL in monthly
income, and 29% were unem-
ployed at the time of their arrest.16

Of all those potentially eligible for
Medicaid under the ACA, more
than one third (35%) had prior
criminal justice involvement.17

Those who are enrolled in Medic-
aid traditionally have coverage
terminated on incarceration on the
basis of a federal law that prohibits
Medicaid expenditures within cor-
rection environments (the ACA
does not alter this policy). Federal
guidance recommends suspension
of benefits during incarceration,
rather than termination,18 because
it simplifies and accelerates re-
sumption of Medicaid coverage on
discharge; however, many states
still terminate. Although the

criminal justice system in general
has made efforts to improve con-
nections to health services as part
of reentry planning—particularly
for those serving longer terms in
prison—greater eligibility for health
insurance once released can help
bolster those community connec-
tions to care.

Jails and Detention Centers

At midyear 2010, nearly
750 000 individuals were incar-
cerated in county and city jails in
the United States on a single day;
of these, 61% were awaiting court
action on the current charge (e.g.,
the pretrial population).19 In 2010,
12.9 million people were admitted
to these types of facilities, making
them a prime population to target
for Medicaid enrollment and ser-
vices on release. This policy de-
velopment offers a wide range of
possibilities for increasing access
to community health care, reduc-
ing recidivism, improving the
reentry process, and engaging
criminal justice agencies in Med-
icaid enrollment.

The size of the jurisdiction’s jail
or detention center may affect the
opportunities for intervention,
because this population has a wide
range of average weekly turnover
(51.5%---136.7%). Overall,
smaller jails see greater turnover
than larger jails (Table 1), so the
time needed for enrollment and
other reentry planning will need to
be tailored to the length of time an
individual is incarcerated.

Prison and Community

Corrections

Those released from prison are
also likely to benefit from the
expansion of Medicaid to childless
adults starting in 2014. Although
1.6 million adults were incarcer-
ated in federal and state prisons in
2009, 730 000 were released that
year (21% higher than releases in

2000).20 A recent study has esti-
mated that as many as one third
(33.6%) of those released from
prisons annually could enroll in
Medicaid after the expansion be-
comes effective.21Of the nearly five
million people already involved in
community corrections, most are
on active supervision (which may
require participation in some type
of treatment).22 (“Community cor-
rections” refers to the supervision
of criminal offenders in the resi-
dent population, as opposed to
confining them to secure correc-
tional facilities; the two main types
of community corrections supervi-
sion are probation and parole.)
Hence, opportunities also exist to
expand Medicaid enrollment for
those reentering from prisons and
those already in the community
but still in need of services. Those
able to access adequate treatment
may be at reduced risk of proba-
tion violation or re-arrest for be-
haviors related to untreated mental
health problems or addictions.

IMPROVED ENROLLMENT

The new Medicaid enrollment
guidelines include a number of
changes that should make it much
easier to enroll in the program than
the current process.23 In general,
the new system is designed to
enable individuals to apply inde-
pendently (including via a home
computer connection), although
many of those in the homeless
population will want or need assis-
tance in doing so. Improvements
include moving to a modified
adjusted gross income, faster deter-
mination timelines, electronic
verification of information, more
flexible residency and address op-
tions, limited use of paper documen-
tation, a 12-month renewal process,
and application assistance if needed.

These improvements should
make applying for Medicaid (and
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reenrollment) easier for both clients
and those assisting them. Because
under the new system an applica-
tion can be submitted online with
electronically verified information,
personnel working in jails and
prisons now have a greater oppor-
tunity to participate in the enroll-
ment process as part of reentry
standard operating procedures.

HEALTH STATUS OF THE
CRIMINAL JUSTICE
POPULATION

A wide body of literature has
focused on the health status of
those involved with the criminal
justice system, who demonstrate
poorer health than the general
population, increased rates of
chronic and infectious disease, and
very high rates of behavioral
health disorders.24,25

Chronic and Infectious

Disease

One report on medical prob-
lems of jail inmates found that half
of women (53%) and one third of
men (35%) reported a current
medical problem; the most com-
monly reported conditions were
arthritis (19% and 12%, respec-
tively), hypertension (14% and

11%, respectively), asthma (19%
and 9%, respectively), and heart
disease (9% and 6%, respec-
tively).26 One study conducted in
Maryland jails found that nearly
7% tested positive for HIV, and
the prevalence of HCV reached
nearly 30% and that of hepatitis B
reached just more than 25%.27

Overall, persons released from
criminal justice venues (both jails
and prisons) have been found to
represent 17% of the total AIDS
population, 13% to 19% of those
with HIV, 12% to 16% of those
with hepatitis B, 29% to 32% of
those with HCV, and 25% of those
with tuberculosis.28 These condi-
tions pose important public health
implications, as well as significant
fiscal expenditures for criminal
justice agencies responsible for
providing needed health care.

Behavioral Health

Behavioral health conditions
are particularly prevalent in
a criminal justice setting. One
study found that 64% of those in
jail have some form of mental
illness,29 and another study found
serious mental illnesses in nearly
15% of the men and 31% of the
women, which is more than three
to six times those rates found in

the general population.30 Other
research has found that 10% to
15% of those in state prisons also
have severe mental illness.31 The
prevalence of substance use is
even higher. More than two thirds
of jail inmates are dependent on or
have abused alcohol or drugs
(with men and women having
similar rates).32 The rates of sub-
stance abuse among jail inmates
can be as much as seven times that
of the general public.33 Often,
mental illness and substance abuse
are co-occurring conditions in this
population. In jails, an estimated
72% of individuals with serious
mental illness have a substance
use disorder.34 In prisons, indi-
viduals with co-occurring disor-
ders ranged from 3% to 11% of
the total incarcerated popula-
tion.35 Clearly, addressing mental
health and substance use disor-
ders must be a priority for both
community health care providers
and the criminal justice system.

ESSENTIAL HEALTH
SERVICES

The ACA requires Medicaid
coverage for the newly eligible
population to include 10 categories
of services: ambulatory services,
emergency services, hospitaliza-
tion, maternity and newborn care,
mental health and substance use
disorder services (including behav-
ioral health treatment), prescription
drugs, rehabilitative and habilita-
tive services, laboratory services,
preventive and wellness services
and chronic disease management,
and pediatric services, including
oral and vision care.1

Many of those who have crimi-
nal justice system involvement—
and those individuals who might
experience homelessness—will
have access to insurance that
covers a wide range of health care
services, particularly behavioral

health care. Increasing the avail-
ability of ongoing community-
based health care services has the
potential to improve health and
stabilize behavior, thereby de-
creasing the risks of (re)arrest, in-
carceration, and homelessness. It is
possible that those who do enter
the justice system could have im-
proved health status, and those
who leave could be better con-
nected to community care that
helps maintain stability after re-
lease. As one example, a Washing-
ton State study found that rates of
rearrest were 21% to 33% lower
in three groups treated for chem-
ical dependency than among other
adults needing, but not receiving,
treatment. This reduction saved
$5000 to $10 000 for each person
treated.36,37 At the same time,
future funding for services targeted
to this population such as mental
health and substance abuse treat-
ment grants, Services in Supportive
Housing, and Ryan White HIV/
AIDS programs are uncertain.
Framing the conversation in
terms of cost savings and a larger
public health interest may help
engage a broader range of support
among public policymakers.

A CALL TO ACTION

Rarely are the needs of those who
are homeless and those who are
involved with the criminal justice
system incorporated into policy de-
cisions unless those who work most
closely with these vulnerable popu-
lations make a concerted effort. In-
deed, a major challenge may be first
to convince corrections officials that
improving health care should be
a priority issue to which they should
dedicate resources. State and local
governments—along with myriad
partners—are (or should be) cur-
rently attempting to redesign the
health care system, and they are
likely focused on the health and

TABLE 1—Daily Census and Turnover Rate of Adults Incarcerated

in the United States, Based on Size of Jail: US Bureau of

Justice, 2010

Jurisdiction Size,

No. Inmates

Average Daily

Population

Weekly Turnover

Rate, %

< 50 21 875 136.7

50–99 38 041 96.1

100–249 87 508 80.6

250–499 104 076 78.0

500–999 121 611 61.1

‡ 1000 375 442 51.5

Total 748 553 64.9

Source. Minton.19 (Data from demographic information from inmates at mid-year report,
accessed December 10, 2012.)
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service utilization patterns of the
general public in their quest to meet
federal deadlines and other man-
dates. Because Medicaid expansion
is initially 100% federally funded
and current health services in cor-
rection settings are 100% state and
locally funded, officials in these
venues should take note of the
significant cost savings possible if an
adequate community services sys-
tem can be developed. The public
health community can add to that
conversation by taking 12 key steps:

1. Educate state health reform
policymakers about the con-
nections among homelessness,
behavioral health, and the
criminal justice system.

2. Work with the criminal justice
system to develop its commit-
ment to improving the health
status of individuals who are
incarcerated and who are be-
ing released.

3. Develop new protocols for
screening incoming detainees
for health insurance enroll-
ment and ensuring connection
to community care at dis-
charge.

4. Incorporate data links between
community providers and jails
and detention centers to better
coordinate health care and re-
entry services.

5. Commit to adequately funding
a wide range of behavioral
health programs and introduce
greater service flexibility so
that treatment can be accessed
on demand.

6. Develop a health care system
and trained workforce that can
meet the needs of those with
severe, multiple morbidities
(especially behavioral health).

7. Reduce the connection between
homelessness and incarceration
by decriminalizing activities re-
lated to homelessness, such as
nuisance crime arrests.

8. Encourage states to suspend—
not terminate—Medicaid ben-
efits for those who are incar-
cerated.

9. Ensure each state fully ex-
pands Medicaid to 133% of
the FPL.

10. Ensure jail and detention cen-
ter administrators are aware of
policy changes and the poten-
tial financial implications for
their operations and are active
in state decisions.

11. Track public health data re-
lated to these populations and
tie them to state health reform
outcome measures.

12. Commit to the larger goal of
ending homelessness by
investing in adequate housing,
particularly for individuals af-
ter release, so they are not
released to the streets.

Criminal justice administrators
and health care providers for the
homeless share goals related to
reducing recidivism and improv-
ing public health, especially for
populations with high rates of
chronic and communicable dis-
ease, and are particularly in need
of ongoing behavioral health ser-
vices. The recommendations in-
cluded in this article are intended
to increase awareness about the
needs of a vulnerable group,
maximize outreach and Medicaid
enrollment levels, and identify
opportunities for which stronger
connections to care are possible.
Striking now while the proverbial
iron is hot will help ensure that
system changes include provisions
tailored to these special popula-
tions. Not only will individual and
community health benefit from
such an approach, but significant
cost savings are possible when
investments in health care can
offset savings in the criminal jus-
tice system. Galvanizing these
changes will require a wide range

of stakeholders who can see across
fences and walls—figuratively and
literally—to the common goals that
are possible through effective
Medicaid expansion policies. j
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