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Abstract

Objective: To estimate the incremental associations between the implementation
of expanded Medicaid eligibility and prerelease Medicaid enrollment assistance on
Medicaid enrollment for recently incarcerated adults.

Data Sources/Study Setting: Data include person-level merged, longitudinal data
from the Wisconsin Department of Corrections and the Wisconsin Medicaid pro-
gram from 2013 to 2015.

Study Design: We use an interrupted time series design to estimate the association
between each of two natural experiments and Medicaid enrollment for recently in-
carcerated adults. First, in April 2014 the Wisconsin Medicaid program expanded
eligibility to include all adults with income at or below 100% of the federal poverty
level. Second, in January 2015, the Wisconsin Department of Corrections imple-
mented prerelease Medicaid enrollment assistance at all state correctional facilities.
Data Collection/Extraction Methods: We collected Medicaid enrollment, and state
prison administrative and risk assessment data for all nonelderly adults incarcerated
by the state who were released between January 2013 and December 2015. The full
sample includes 24 235 individuals. Adults with a history of substance use comprise
our secondary sample. This sample includes 12 877 individuals. The primary study
outcome is Medicaid enrollment within the month of release.

Principal Findings: Medicaid enrollment in the month of release from state prison
grew from 8 percent of adults at baseline to 36 percent after the eligibility expansion
(P-value < .01) and to 61 percent (P-value < .01) after the introduction of enroll-
ment assistance. Results were similar for adults with a history of substance use. Black
adults were 3.5 percentage points more likely to be enrolled in Medicaid in the month
of release than White adults (P-value < .01).

Conclusions: Medicaid eligibility and prerelease enrollment assistance are associated
with increased Medicaid enrollment upon release from prison. States should consider
these two policies as potential tools for improving access to timely health care as

individuals transition from prison to community.
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1 | INTRODUCTION

Formerly incarcerated adults bear a disproportionate burden of dis-
ease, including substance use disorders,! mental illness,? and HIV,®
conditions that require timely and ongoing medical care. However,
as they reenter the community from correctional facilities, the likeli-
hood of receiving treatment for many chronic conditions declines
relative to the incarceration period,* and they experience high rates
of emergency department use,*® substance use,* and elevated rates
of mortality particularly due to drug overdose.”®

Improved access to health care in the reentry period has the
potential to mitigate these relatively high rates of morbidity and
mortality.9 However, historically a key component of access, health
insurance coverage, has been largely unavailable to this population.
Before the implementation of the Affordable Care Act (ACA), 80%
of adults who were recently incarcerated lacked health insurance in
the 2-3 months following release.* The implementation of the ACA
Medicaid expansions, now operating in 37 states, increased the pro-
portion of recently incarcerated adults who are eligible for Medicaid.
Such expanded eligibility set the stage for the Medicaid program to
play a larger role in facilitating better health outcomes for adults
transitioning from correctional settings to the community.

Ensuring Medicaid coverage at the time of release from jails and
prisons is a federal policy priority articulated in the 2018 Substance
Use Disorder Prevention that Promotes Opioid Recovery and
Treatment for Patients and Communities (SUPPORT) Act.!® The
SUPPORT Act aims to combat the opioid epidemic through multi-
ple mechanisms. Among them, the Medicaid Reentry provision en-
courages Medicaid programs to test strategies that ensure Medicaid
enrollment for eligible individuals before they exit the correctional
setting. The underlying premise is that by reducing financial barriers
to care, Medicaid coverage may improve access to treatment for opi-
oid use disorder (OUD) thereby reducing the risk of drug overdose
and supporting recovery. Although motivated by a need to improve
outcomes for adults with OUD, the Reentry provision is not limited
to this subgroup. Thus, its potential to influence health care access
for adults reentering the community from correctional settings ex-
tends beyond any one diagnostic subgroup.

The rate of Medicaid enrollment among adults upon release from
correctional facilities is unknown. Initial projections estimated that
21%-34% of adults released from prison were likely to gain Medicaid
coverage because of ACA Medicaid expansions.“ However, no pub-
lished research has isolated the effect of Medicaid eligibility expan-
sions on enrollment upon release. Two recent studies assessed the
1-year impact of the ACA's implementation as a whole, including
Medicaid expansions, on health insurance status among adults with
justice-involvement in the prior year. Using the National Survey on
Drug Use and Health, they report a 5 to 8 percentage point increase
in Medicaid coverage for the justice-involved population overall'?
and the subset of that population with substance use disorders
(SUDs).®® What remains unclear is the magnitude of increase that

results from Medicaid eligibility expansions specifically, and whether

What is already known on this topic

e Eliminating financial barriers to health care, by increas-
ing Medicaid coverage, is an important step in improving
access to care during the transition from correctional fa-
cilities to the community.

e Expanding Medicaid eligibility is a key strategy for in-
creasing coverage in this population.

e Medicaid enrollment assistance has been shown to in-
crease the likelihood of coverage for adults with seri-
ous mental illness after leaving prison but has not been
evaluated in large populations reentering the commu-
nity from prison.

What this study adds

e We used administrative data to evaluate sequential
natural experiments in Wisconsin, a Medicaid eligibility
expansion, and the introduction of prerelease, Medicaid
enrollment assistance.

e Medicaid enrollment in the month of release from state
prison grew from 8 percent of adults at baseline to 36
percent postexpansion and to 61 percent after the in-
troduction of enrollment assistance; results were similar
for adults with a history of substance use.

e Findings anticipate the potential effects of the 2018
SUPPORT Act's Medicaid Reentry Provision that en-
courages states to implement prerelease enrollment
assistance.

expanded eligibility increases coverage during the critical period of
reentry to the community.

The SUPPORT Act recognizes that eligibility alone is unlikely to
secure enrollment among all eligible adults returning to the commu-
nity from correctional facilities. Prerelease enrollment assistance
aims to close this gap by facilitating completion of the application
process before individuals leave the correctional setting.14

The availability of prerelease enrollment assistance is growing
but remains variable across and within states.’ In 2018, prerelease
enrollment assistance was available in prisons within 39 states and
within at least some jails in 34 states.!® Published estimates of the
effects of enrollment assistance for incarcerated adults on Medicaid
enrollment derive from studies of programs for adults with seri-
ous mental illness (SMI).7"¥ Wenzlow and colleagues found that
Medicaid enrollment on the day of release increased by 15 percent-
age points for adults with SMI who were eligible for prerelease en-
rollment assistance relative to three similar comparison groups that
were ineligible.18 Morissey and colleagues compared the likelihood
of Medicaid enrollment among adults with bipolar disorder or schizo-
phrenia who were referred to an expedited enrollment program rel-

ative to a matched comparison group.'” Medicaid enrollment upon
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release was 35 percentage points higher among the referred group
relative to the comparison group.

In this study, we provide the first population-based estimates
of the association between expanded Medicaid eligibility and pre-
release enrollment assistance, and Medicaid enrollment during the
reentry period. We identify Medicaid enrollment status in the month
of release from state correctional facilities by using a person-level
dataset that links Medicaid enrollment and corrections' data. We
provide estimates for the population as a whole, and for adults with
a history of substance use, a subgroup for whom prompt access to
care postrelease can be lifesaving.

To accomplish this, we use a quasi-experimental design that
leverages two natural experiments to estimate the separate contri-
butions of expanded eligibility and prerelease enrollment assistance
on Medicaid coverage upon release. In this framework, the treat-
ment assignment mechanism is the policy process that determined
the implementation dates for expanded eligibility and enrollment
assistance. This process is a strong approximation of an exogenous
treatment assignment mechanism which mitigates the likelihood of
bias from individual selection into Medicaid.

2 | METHODS
2.1 | Natural experiments

On April 1, 2014, the State of Wisconsin (WI) expanded Medicaid
eligibility to all adults with income below 100% of the federal pov-
erty level (FPL) notably including adults without dependent children.
Before April 2014, parents with income below 100% FPL were al-
ready eligible for Medicaid. As a consequence of this expansion, we
expect most adults released from WI state correctional facilities
are eligible for Medicaid.?>?! Funded at the state's standard match-
ing rate rather than the enhanced match afforded ACA expansions,
Wisconsin became the only “nonexpansion” state without a cover-
age gap between Medicaid and Marketplace subsidy eligibility.

Beginning in January 2015, the WI Department of Corrections
(DOC) implemented prerelease Medicaid enrollment assistance. In
the context of Wisconsin's policy to terminate, rather than suspend
Medicaid coverage upon incarceration, enrollment assistance was
offered to all individuals. The program served adults under the su-
pervision of the state's Division of Adult Institutions (DAI) incarcer-
ated within state correctional facilities; these include state prisons,
correctional centers, and DAIl-contracted beds within county jails.
Under the enrollment assistance program, individuals may apply
for Medicaid as early as the 20th day of the month prior to their
month of release which allows time for the Wisconsin Department
of Health Services to send the individual's Medicaid card to their
institution before release.

In all facilities, discharge planning staff provide guidance on how
to apply for Medicaid, and individuals are given the opportunity to
call an eligibility caseworker from the correctional facility to do so.

Additionally, five facilities share three paralegal benefit specialists to
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assist with the enrollment process. The DOC selected these facilities

based on the composition of their populations. The eligibility case-
workers who field all inmates' calls are employed by regional Income
Maintenance Agencies. Typically, eligibility is determined during the
initial call. The caseworker verifies information provided by the ap-
plicant using information exchanges, collects an electronic signature,
determines eligibility, and notifies the applicant of the outcome. If
deemed eligible, the Medicaid coverage is effective upon release.

2.2 | Data

Using data accessed through data use agreements with relevant
state agencies, we link DOC and Medicaid enroliment data at the
person-level in the Institute for Research on Poverty's Wisconsin
Administrative Data Core in a secure data facility.?2 DOC prisoner
records and Medicaid beneficiary enrollment records are matched to
each other in the Data Core, using Social Security Numbers (last four
digits), names, dates of birth, and other characteristics such as gen-
der, race/ethnicity, and family relationships. The data match process
for the Data Core uses probabilistic matching methods to account
for name commonality, name variants, possible data entry errors, or

other data quality issues.

2.3 | Measures

From the DOC data, we obtain characteristics of the release facility,
the incarceration episode, and the individual. Facility- and episode-
level characteristics include the security level (ie, jail, minimum,
medium, medium/maximum, or maximum), the presence of a pa-
ralegal benefit specialist, admission and release dates, and the type
of release (ie, supervised, unsupervised, other, death, out-of-state).
Demographic characteristics include age, sex, education (ie, less
than high school/GED, at least high school/GED), marital status (ie,
married, single, other), race, and whether the county of conviction
is part of a metropolitan statistical area. Race is measured in three
categories: White, Black, and Other which includes American Indian/
Alaskan Native, Asian or Pacific Islander, and Unknown. Following
prior research,? county of conviction serves as a proxy for county of
release which was inconsistently available in our data.

To explore the consequences of eligibility expansion and en-
rollment assistance for individuals with a history of substance use,
we obtained self-reported substance use history. During the study
period, the DOC aimed to collect these data at least once during
an individual's incarceration using a risk and needs assessment tool,
the Correctional Offender Management Profiling for Alternative
Sanctions (COMPAS).>*> The COMPAS tool assesses individuals'
history of substance use and past treatment for substance use. The
COMPAS uses a proprietary algorithm to generate a score from the
responses. This score is intended to reflect the need for treatment:

24,25

unlikely, probable, or highly probable. It is one factor that de-

termines whether the DOC refers individuals to SUD treatment.
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Additional information about the COMPAS instrument and the sub-
stance use questions is provided in the appendix.

From Medicaid data, we obtained our primary outcome, Medicaid
coverage in the month of release. This binary variable is set equal to
one if the individual is enrolled in Medicaid in the month of release
and zero otherwise. We do not observe if an individual was enrolled
on the day of release. However, we observe the Medicaid application
date. Individuals obtain the eligibility decision on the day of appli-
cation. Thus, if the application date occurs before the release date,
and the individual is enrolled in the month of release, it is likely that
the individual had coverage on the day of release. We examine a
secondary outcome as a proxy measure of coverage on the day of
release. Itis a binary indicator that is set equal to one if the individual
is enrolled in Medicaid in the month of release and the date of their
Medicaid application occurred within 60 days before the release
date. We selected a 60-day prerelease window because the actual
release date may occur later than originally planned, and the original
release date triggers the application process.

2.4 | Studysample

We constructed our sample from the population of adults ages
19-64 who were incarcerated by the state and released between
January 2013 and December 2015, a total of 27 542 adults from
56 facilities. We restricted the sample to individuals released within
the state of Wisconsin after an incarceration of at least 30 days to
increase the likelihood that they completed the discharge planning
process. The sample includes 24 235 individuals released from 46 fa-
cilities (Table S1 in Appendix S1). Adults with a history of substance
use comprise our second sample, individuals whom DOC identified
as having a highly probable need for substance use treatment. This
sample includes 12 877 individuals. For individuals who had more

than one release during the study period, we include only the first.

2.5 | Study design

We use an interrupted time series (ITS) design to estimate the as-
sociation between each of two policy interventions and Medicaid
enrollment: expanded Medicaid eligibility, and the introduction of
Medicaid enrollment assistance.?

The first intervention is the April 1, 2014, Medicaid eligibility
expansion. The DOC introduced Medicaid enrollment assistance in
January 2015 with full implementation reached in April 2015. Our
time series is sufficiently long to identify the association of each in-
tervention with the outcome.?®?” Specifically, the design includes
33 months total, including 15 months during the baseline period of
January 2013 to March 2014; 9 months during the first interven-
tion period April 2014 to December 2014; and 9 months during the
second intervention period April 2015 to December 2015. We con-
sider the first quarter of 2015 to be a phase-in period and omit those

3 months from the regression analyses.

The chief threat to identifying the associations of interest within
the ITS design is bias resulting from a confounding concurrent event.
In our context that would be an event that is associated with the
policy implementation dates of April 1, 2014, or April 1, 2015, and is
also causally related to Medicaid enrollment among recently incar-
cerated adults. We are not aware of any such event but acknowledge
that we cannot rule out the possibility.

2.6 | Statistical analyses

We describe and compare sample characteristics in the month of
release across the three policy periods using a t test for binary and
continuous measures and the chi-square test for categorical meas-
ures. We plot average monthly Medicaid enrollment among adults
released in the month over the study period.

We implement the ITS design using segmented linear regression
with robust standard errors controlling for covariates described
above.?’” We estimate the level and slope of the outcome for each
policy period of interest: the baseline, the Medicaid eligibility expan-
sion, and implementation of enrollment assistance. We implement
our main regression models separately for the full sample and for
individuals with a history of substance use. Additional details about
the empirical model are provided in the Appendix. All analyses were
conducted with Stata version 15.

We conducted several additional analyses to assess the robust-
ness, and explore the potential heterogeneity, of our findings. We
tested the sensitivity of our results to the exclusion of individuals
who began their incarceration period on or after April 2014, when
the state expanded Medicaid eligibility, because exposure to this
policy pre-incarceration may influence the probability of Medicaid
enrollment upon release from prison. We re-estimated our models
with logit regression. We interacted race with the policy variables
in our main models and predicted the race-specific change in the
outcome associated with each policy intervention from the regres-
sion coefficients. We assessed the variation in Medicaid enrollment
across facilities by estimating the likelihood of Medicaid enroliment
after both policies were in place, April 2015 to December 2015,
adjusting for individual characteristics. With these estimates, we
predicted the proportion of individuals enrolled in Medicaid in the
month of release by facility, holding all other variables at their ob-

served values.

3 | RESULTS
3.1 | Descriptive statistics

The characteristics of the study population are presented in Table 1.
Women comprised 8%-10% of the sample across the three study
periods. Approximately two-thirds of the sample had a high school
diploma or GED, and more than 86% were single. On average, sub-

jects were approximately 35 years old. The majority of the sample
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was White with an increase over time from 53.9% to 57.6%. Among
the full sample, 57.5% of individuals had a history of substance use
in the first period which decreased to 54.6% in the last period of
the study. The mean duration of incarceration was 24.1 months
among subjects released during the baseline period and increased

to 31.0 months among those released in the enrollment assistance
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period. In each period, <1% of individuals were released to the com-

munity from state-contracted beds in county jails. After the enroll-
ment assistance program was implemented, approximately one-third
of adults were released from a facility in which a paralegal benefits
specialist was available to support the program. These staff were not

present at facilities in the prior two periods.

TABLE 1 Characteristics of adults released from Wisconsin correctional facilities, January 2013 to December 2015

Baseline

Characteristic 1/2013-3/2014

Number of individuals 11 4083 6035
Female, % 8.02 8.24"
Age 34.59 34.96"
Race“, %

White 53.88 56.80

Black 41.65 38.01

Other 4.47 5.19
Educationm, %

< High school/GED 30.78 29.41

>= High school/GED 63.38 66.59

Missing 5.84 3.99
Marital statusn, %

Single 86.71 87.92

Married/Partner 9.94 9.79

Other 8.8 2.29

Rurality of county of conviction™, %

Part of MSA 82.37 79.83
Not part of MSA 16.94 19.11
Missing 0.68 1.06
History of substance use 57.52 55.49"
Months incarcerated 2412 27.93"
Type of release”, %
Supervision 86.68 91.48
No supervision 4.31 3.07
Other 9.02 5.45
Paralegal benefits specialist 0 0
available at release facility, %
Release facility security level , %
Minimum 34.96 37.86
Medium 53.86 50.97
Medium/Maximum 2.63 3.25
Maximum 8.23 7.75
Jail 0.31 0.17

Medicaid eligibility expansion
4/2014-12/2014

Enrollment assistance program & eligibility
expansion
1/2015-12/2015

6797
10.30"
35.52"

57,39
37.18
5.27

29.78
66.07
4.15

86.70
10.45
2.85

79.93
19.23
0.84
54.60"
31.02"

92.95
2.56
4.49

33.69"

42.90
46.58
3.41
6.94
0.16

Note: t tests were implemented to test equality of binary and continuous variables in the eligibility expansion and enrollment assistance policy
periods relative to the baseline period. Chi-square tests were implemented to test equality of frequencies across the three policy periods. MSA refers

to metropolitan statistical area.
*P < .05.
**P < .01.

Authors' analysis of Wisconsin Department of Corrections administrative and case management data.
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FIGURE 1 Percentage of adults released from a state correctional facility who are enrolled in Medicaid in the month of release. Source:
Authors' analysis of Wisconsin Department of Corrections administrative and case management data and Wisconsin Medicaid enrollment
data. Notes: The figure plots the unadjusted percentage of adults released in the month who are enrolled in Medicaid in that same month.
The denominator is the number of adults released in each month, and the numerator is the number of individuals enrolled in Medicaid in that
month [Color figure can be viewed at wileyonlinelibrary.com]
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FIGURE 2 Percentage of adults released from a state correctional facility who are enrolled in Medicaid in the month of release and had a
Medicaid application within 60 d before the release date. Source: Authors' analysis of Wisconsin Department of Corrections administrative
and case management data and Wisconsin Medicaid enrollment data. Notes: The figure plots the unadjusted percentage of adults released
who were enrolled in Medicaid in the month of release and had a Medicaid application dated within 60 d before the release date [Color
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TABLE 2 Association of implementation of Medicaid eligibility expansion and prerelease enrollment assistance on Medicaid enrollment in
the month of release, and a Medicaid application within 60 days before release, 2013-2015

Full sample Adults with a history of substance use
(A) Medicaid (B) Medicaid enrollment and (C) Medicaid (D) Medicaid enrollment and
enrollment prerelease application enrollment prerelease application
Baseline
Predicted percentage at 7.88" 0.84" 793" 0.95"
baseline
Change in monthly outcome -0.03 0.005 0.004 -0.005
trend
Medicaid eligibility expansion
Change in level of outcome 28.67" 2.85" 29.75" 3.63"
Change in monthly outcome 0.15 0.23 0.28 0.19
trend
Enrollment assistance program
Change in level of outcome 25.09" 45.68" 2375" 47.91"
Change in monthly outcome 0.31 0.38 0.14 0.33
trend
Age 0.21" 0.07" 0.25" 0.10"
Female 15.15" 3.38" 15.04" 2.54'
Race
White (reference)
Black 3.53" -0.68 2.84" -0.81
Other -6.19" -6.45" -7.52" -6.72"
Marital status
Single (reference)
Married/Partnered -3.87" -1.90" -2.05 -0.24
Other 1.20 -1.45 4.62 -0.63
Education
< High school/GED (reference)
>= High school/GED -0.09 0.14 1.10 0.31
Missing -1.09 -1.71 1.68 0.19
Rurality of county of conviction
Part of MSA (reference)
Not part of MSA 0.98 0.77 0.49 0.67
Missing -2.07 -2.03 -7.00 -8.39°
Incarceration episode
Months incarcerated -0.03" -0.02" 0.005 0.001
Type of release
Supervision (reference)
No supervision -1.67 -1.73" -2.86 -1.75
Other 0.406 -6.14" 0.34 -6.84"
Release facility security level
Minimum (reference)
Medium 3.86" 1.65" 3.65" 117
Medium/Maximum 0.10 1.12 -3.12 -0.30
Maximum 1.14 -0.247 1.85 0.05
Jail -10.50" -5.25 -11.61" -3.00

(Continues)
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TABLE 2 (Continued)

Full sample Adults with a history of substance use
(A) Medicaid (B) Medicaid enrollment and (C) Medicaid (D) Medicaid enrollment and
enrollment prerelease application enrollment prerelease application
Paralegal benefits specialist 0.50 1.35 0.55 1.54
available at release facility
Observations 22 502 22 502 11 956 11 956
R? .274 419 .290 434

Note: Columns A and C present results for our first outcome, Medicaid enrollment in the month of release. Columns B and D present results for our
second outcome, Medicaid enrollment in the month of release and an application dated within 60 days before release. These results were generated
from an interrupted time series model using ordinary least squares and robust standard errors. We predict the percentage of adults with the outcome
at baseline by setting the time and policy variables to zero and holding all other variables at their observed values. For each independent variable, we
present the percentage point change in the outcome associated with a 1-unit change in the independent variable (ie, the model coefficient multiplied

by 100). MSA refers to metropolitan statistical area.
*P < .05.
**P < .01.

Authors' analysis of Wisconsin Department of Corrections administrative and case management data and Wisconsin Medicaid enrollment data.

Figure 1 illustrates the unadjusted monthly trend in Medicaid
enrollment in the month of release for the full sample and the subsa-
mple of adults with a history of substance use. The trends are nearly
identical. During the baseline period, <10% of adults were enrolled
in Medicaid within the month of their release. That figure increased
abruptly in April 2014 with the introduction of expanded Medicaid
eligibility to 35% for the full sample and 37% for adults with a history
of substance use. After full implementation of the enrollment assis-
tance program, 59% of all subjects and 60% of those with a history
of substance use were enrolled in Medicaid within the month of re-
lease. At the conclusion of the study period, in December 2015, the
percentage of all adults enrolled in Medicaid in the month of release
was 65%; for adults with a history of substance use, it was 67%.

The percentage of adults released each month who also had a
Medicaid application dated within 60 days before release is shown in
Figure 2. During the baseline period, <1% of the full sample and 1%
of those with a history of substance were enrolled in Medicaid and
had completed the application in the 60 days before release. After
the Medicaid expansion, those figures increased to approximately
5% and 7%, respectively. As of April 2015, the first month in which
the enrollment assistance program was fully implemented, 48% of
all adults and 49% of adults with a history of substance use were
enrolled in Medicaid in the month of release and had an application
dated within 60 days before release. By the end of the study period,
December 2015, that figure increased to 58% of the full sample and
59% of the sample with a history of substance use.

3.2 | Regression analyses

Tables 2 and 3 summarize the results from our segmented regres-
sion models. All reported changes are statistically significant at a
P-value of <.05. In Table 2, columns A & C present the estimated
association between expanded eligibility and enrollment assis-

tance, and Medicaid enrollment in the month of release. For the

full sample shown in column A, 7.88% of adults were enrolled in
Medicaid within the month of release at baseline. The implemen-
tation of the Medicaid eligibility expansion was associated with
a 28.67 percentage point increase in the percentage of adults
enrolled in Medicaid within the month of release. After full im-
plementation of the enrollment assistance program, that grew by
an additional 25.09 percentage points. As shown in column C, at
baseline, 7.93% of adults with a history of substance use were en-
rolled in Medicaid in the month of release. The increases in en-
rollment associated with expanded eligibility and the enrollment
assistance program were 29.75 and 23.75 percentage points, re-
spectively. There was no significant change in the monthly trend
in enrollment across periods.

In columns B and D of Table 2, we present the results for our
second outcome, Medicaid enrollment in the month of release with
a Medicaid application dated within 60 days before release. For the
full sample in column B, at baseline, 0.84% of adults were enrolled in
Medicaid in the month of release and had a Medicaid application date
within 60 days before release. After implementation of the Medicaid
eligibility expansion, an additional 2.85% of adults released were en-
rolled in Medicaid in the release month with a Medicaid application
within 60 days before the release. The full implementation of enroll-
ment assistance was associated with an additional 45.68 percentage
point increase. Among the sample of adults with a history of sub-
stance use presented in column D, 0.95% at baseline were enrolled
in Medicaid in the month of release and had a Medicaid application
date within 60 days before release. The increase in this outcome
associated with expanded eligibility and the enrollment assistance
program was 3.63 and 47.91 percentage points, respectively. The
monthly trend in Medicaid enrollment in the release month after a
Medicaid application dated within 60 days before release increased
for the full sample by 0.23 percentage points.

Women were 15 percentage points more likely than men to be
enrolled in Medicaid in the month of release (Table 2, column A).

On average, Black adults were 3.5 percentage points more likely to
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TABLE 3 Comparison of the association of Medicaid eligibility expansion and prerelease enrollment assistance on Medicaid enroliment in
the month of release, and a Medicaid application within 60 days before release across race, 2013-2015

Full sample, N = 22 502

History of substance use, N = 11 956

White
Panel A: Medicaid enrollment
Baseline
Predicted percentage at baseline 6.58
Change in monthly outcome trend -0.02
Medicaid eligibility expansion
Change in level of outcome 28.41
Change in monthly outcome trend 0.26
Enrollment assistance program
Change in level of outcome 26.17
Change in monthly outcome trend 0.12
Panel B: Medicaid enrollment and prerelease application
Baseline
Predicted percentage at baseline 0.6
Change in monthly outcome trend 0.04
Medicaid eligibility expansion
Change in level of outcome 2.97
Change in monthly outcome trend 0.36
Enrollment assistance program
Change in level of outcome 46.63
Change in monthly outcome trend 0.09

Black Other White Black Other
9.65" 8.80 7.56 8.61 9.28
-0.02 -0.18 -0.04 0.12 -0.22
29.9 21.69 29.22 33.07 16.75
-0.10 0.80 0.50 -0.48 2.07
25.49 8.73 24.79 25.64 1.76
0.67 -0.29 -0.09 1.05 -2.06
1.05 1.07 0.84 1.06 0.91
-0.02 -0.03 0.02 -0.03 -0.005
2.52 3.37 3.59 3.94 2.27
0.10 -0.41 0.37 -0.18 -0.20
45.08 38.06 47.64 50.74 37.50
0.86 0.20 0.14 0.87 -0.10

Note: Panel A includes results for our first outcome, Medicaid enrollment in the month of release. Panel B presents results for our second outcome,
Medicaid enrollment in the month of release and an application dated within 60 d before release. Other race includes American Indian/Alaskan
Native; Asian or Pacific Islander; and Unknown. These results were generated from an interrupted time series model using ordinary least squares
including all covariates shown in Table 2 and robust standard errors. Each policy variable is interacted with race; White race is the reference
category. We predict the percentage of adults with the outcome at baseline by setting the time and policy variables to zero, and the race variable

to the identified category, holding all other variables at their observed values. For each independent variable, we use the regression coefficients to
predict the race-specific change in outcome. The table displays the prediction multiplied by 100 to yield the percentage point change in the outcome
associated with a 1-unit change in the independent variable. We test the equivalence of the predicted change relative to the change observed for the

White reference category.
*P < .05.
**P < .01.

Authors' analysis of Wisconsin Department of Corrections administrative and case management data and Wisconsin Medicaid enrollment data.

be enrolled in Medicaid in the month of release than White adults.
Adults of other races were 6 percentage points less likely to be
enrolled in Medicaid in the month of release than White adults.
Relative to those released from minimum security facilities, individ-
uals released from medium security facilities were 3.9 percentage
points more likely, and those released from county jails were 10.5
percentage points less likely, to be enrolled in Medicaid in the month
of release.

Table 3 presents results from our regression models in which
the policy variables were interacted with race. We tested the
equivalence of the predicted change associated with each policy
intervention for Black adults and adults of other races to the pre-
dicted change among White adults. The only statistically significant
difference in findings across the racial subgroups is the baseline

percentage of Black adults enrolled in Medicaid within the month

of release (9.56%) relative to White adults (6.58%). This difference
is consistent with the main results noted above in which Black
adults were more likely to be enrolled in Medicaid than White
adults. While the point estimates for adults of other races are sub-
stantially lower than those among White adults, we interpret these
findings with caution because the confidence intervals are very
wide (results not shown).

The main results were robust to the exclusion of individuals in-
carcerated after April 2014 and to estimation using logit regression
(Tables S2-S4 in Appendix S1). There was considerable variation in
Medicaid enrollment within the month of release across facilities,
after both policies were in place (ie, April 2015 to December 2015).
The point estimates range from 1% to 79% with wide confidence in-
tervals in many instances due to relatively small sample sizes at some

facilities (Figure S1 in Appendix S1).
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4 | DISCUSSION

We examined the separate contributions of two policies to the
likelihood of Medicaid coverage for adults released from state cor-
rectional facilities: expanded Medicaid eligibility and prerelease en-
rollment assistance. There are three key findings. First, each policy
was associated with substantially increased Medicaid enrollment
in the month of release. Second, prerelease enrollment assistance
was associated with a higher likelihood that individuals applied for
Medicaid before their release date. Third, the increases in Medicaid
coverage associated with eligibility expansion and enrollment assis-
tance were generally the same for the full sample and for those with
a history of substance use.

Medicaid enrollment increased by 28 percentage points in
the month of release after the expansion of Medicaid eligibility to
adults with income at or below 100% FPL, resulting in 36% of re-
cently incarcerated adults having coverage in the month of release.
For Medicaid expansion states, this estimate can inform policy
discussion about the relative need for, and value of, additional in-
tervention(s) to increase coverage during the reentry period. For
nonexpansion states, it provides an estimate of what they may antic-
ipate, in terms of Medicaid coverage rates, following an eligibility ex-
pansion that applies to this highly vulnerable group. Nonexpansion
states continue to debate the merits of Medicaid expansion.?® This
finding contributes to a more comprehensive valuation of a Medicaid
expansion for the state's population and policy priorities.

Among the sample as a whole, implementation of the enrollment
assistance program was associated with an additional 25 percentage
point increase in enrollment in the month of release. The sharp in-
crease in the likelihood of applying for Medicaid before release after
its implementation suggests a possible explanation as there was
no such change after implementation of the eligibility expansion.
Reducing the transaction costs of enrolling in Medicaid (eg, travel
and time) is associated with higher rates of enrollment in other pop-
ulations.??° Providing enrollment assistance on-site before individ-
uals face the many practical challenges of reentering the community
from prison may be a means of doing so for this population. The large
magnitude of change in enrollment associated with the assistance
program also reinforces the potential impact of the SUPPORT Act's
Reentry Provision that encourages states to implement enrollment
assistance for adults leaving correctional facilities. An important
next research step is to assess the degree to which Medicaid cover-
age upon release improves health care access and outcomes.

At the conclusion of this study, approximately one-third of in-
dividuals released were not enrolled in Medicaid. Several explana-
tions may account for this incomplete enroliment. According to the
WI DOC, roughly 10% of the incarcerated population are income
ineligible for Medicaid. Additionally, individual preferences and pri-
orities may play a role. There may also be opportunities for program
modification. For example, we observe relatively higher rates of en-
rollment among individuals released from medium security facilities
relative to minimum security facilities. Additionally, the variation

across facilities in the proportion of adults enrolled in Medicaid in

the month of release after both policies were in place suggests an
avenue for further inquiry (Figure S1 in Appendix S1). Other states
have engaged peers as resources®* and health insurance navigators
in their enrollment assistance programs.®? The increasing availability
of prerelease enrollment assistance programs, and the variation in
their designs, creates a timely opportunity to identify the features
that are most effective.

Medicaid coverage upon release is critical for individuals that
may require health care in the immediate days postrelease such as
individuals with substance use disorders, particularly opioid use dis-
order. Thus, it is important to determine the extent to which enroll-
ment assistance programs are effective for this population. These
programs are critical whether they support new enrollment or acti-
vation of suspended enrollment. While we could not identify individ-
uals with OUD specifically, we found that the expansion of Medicaid
eligibility and implementation of enrollment assistance was asso-
ciated with similar gains in Medicaid enrollment for those with a
history of substance use. This finding suggests that a relatively low-
intensity intervention may work equally well for a population that is
increasingly at the center of enrollment and care transition initiatives
nationwide.®®

Our study has limitations. Our definition of a history of sub-
stance use derives from the COMPAS tool's substance use treat-
ment need score. This score has not been validated relative to a
clinical or diagnostic tool. However, the prevalence of history of
substance use that we observe in our sample is consistent with
published estimates within state prison populations suggesting
reasonable face validity.>* We required an incarceration duration
of at least 30 days; thus, our results may not generalize to individ-
uals who have less opportunity to participate in the discharge pro-
cess. Additionally, this study's results may understate the impact of
an ACA Medicaid expansion on Medicaid enrollment for recently
incarcerated adults. Medicaid expansions under the ACA have an
income eligibility threshold of 138% FPL; however, the Wisconsin
expansion limited eligibility to adults with income below 100% FPL.
Thus, in the states operating ACA expansions, we might expect
higher Medicaid enrollment.

5 | CONCLUSIONS

States are increasingly exploring strategies to connect individu-
als leaving prisons and jails with needed health care services.®®
Ensuring Medicaid enrollment upon reentry to the community is a
foundational step in that process. Adults leaving correctional fa-
cilities face different enrollment opportunities depending on the
Medicaid expansion status of their state, and the availability and
type of enrollment assistance at their correctional facility. Without
effective enrollment strategies in place, coverage rates for recently
incarcerated adults will likely remain low. For states and jurisdic-
tions that seek to ensure coverage for recently incarcerated adults,
our findings demonstrate the promise of two available strategies

to do so.
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