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EXECUTIVE SUMMARY 1

For decades, research and news headlines have driven home the fact that people with
mental illnesses and substance use disorders are filling our nation’s prisons and jails.1 

Their incarceration has a tremendous impact on their futures, their families, and their 
communities, as well as the corrections and health care systems. These individuals 
tend to have costly and complex chronic health problems,2 stay incarcerated longer than 
those without behavioral health disorders,3 and are more likely to be uninsured4 and 
reincarcerated.5  Millions return to their communities after incarceration each year (more 
than 2 million adults from jails alone)6 in need of treatment and supports that can help put 
them on the path to wellness, recovery, and avoidance of the criminal justice system. Yet, 
while considerable work has been done in states and local jurisdictions across the country 
to address their needs, these efforts are often hampered by policy choices that limit this 
population’s access to health care coverage and services. 

At the same time, the health policy landscape is rapidly evolving, making it all the 
more important for state policymakers and criminal justice leaders to collaborate with 
Medicaid and other health authorities and behavioral health professionals to not only 
help reduce recidivism and improve lives, but also to use state and local resources more 
effectively.7 * Medicaid is the single largest payer for community mental health services 
and also increasingly for substance use treatment.8 In states that have expanded their 
Medicaid programs, a larger number of people leaving prison and jail are eligible for 
Medicaid. In states that have not expanded their Medicaid programs, the subset of 
people released from incarceration who have the most severe needs (i.e., those who 
meet Medicaid’s categorical eligibility as “disabled”) are eligible for Medicaid. State and 
county leaders, therefore, should be asking whether their state Medicaid programs are 
well positioned to address the distinct care needs of this population. All states have 
the opportunity to retool their programs and enrollment processes to facilitate these 
individuals’ successful reentry from prison or jail.† There is also considerable value in 
ensuring that policies encourage linking qualified people to Veterans Affairs (VA) health 
care and benefits,‡ as well as to Supplemental Security Income (SSI) and Social Security 
Disability Insurance (SSDI) that provide critical income supports when people return to 
the community after incarceration. 

Although it is clear that prisons and jails can be vital hubs for these activities, they are only 
able to succeed when they operate within a carefully crafted policy framework and have 
an adequate infrastructure with well-aligned resources. Putting these supports in place 
requires having the right people addressing the appropriate policy and implementation 
questions. Critical Connections raises those questions and provides the information 
needed to help guide focused discussions and planning efforts among state policymakers 
(including governors, legislators, corrections and health care leaders, and Medicaid and 
other benefit authorities), their professional staff, and county and community partners.

Introduction

* Although the paper focuses on behavioral health (mental illnesses and substance use disorders), a “whole-person” approach to treatment must be 
considered to address the other complex health needs of people in prisons and jails. To affect recidivism rates (e.g., reincarceration) and related 
cost savings, Medicaid enrollment must be part of a comprehensive reentry plan.

† While the discussion paper is primarily centered on reentry strategies and goals, it also emphasizes the need to use diversion options to connect 
people to community-based care and supervision, when appropriate, while also permitting continued access to Medicaid and other benefits. 

‡ Veterans health care and benefits are addressed within each of the five issue areas with suggested resources from the U.S. Department of 
Veterans Affairs (VA) for the criminal justice population, including Veterans Justice Outreach (for courts and jails), Health Care for Reentry Veterans 
(for prisons), and Veterans Reentry Search Service (for prisons, jails, and courts).
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Roadmap to the Paper and Who Should Read It
The discussion paper outlines five important issue areas to consider when developing 
plans to improve access to publicly funded behavioral health care that can advance both 
health and public safety goals. Examples of state and local strategies are offered for all 
change agents interested in transforming systems and encouraging innovation.*  

Within each of these issue areas, the discussion paper delves into relevant federal and 
state laws and guidance and the local implementation efforts of both. There are examples 
from prisons and jails and policies in more than 30 states that can help readers appreciate 
the wide range of approaches used to connect people to health care benefits and 
supports and better assess how their state’s actions align with others across the nation. 

* The examples in the discussion paper were selected to illustrate the range of policies and practices across states, but are far from exhaustive and 
are not meant as endorsements of any particular program or approach. They were compiled through a scan of the literature and feedback from 
expert reviewers. Although some examples have greater applicability in states with expanded Medicaid coverage under the Affordable Care Act 
(ACA), where there is a larger pool of eligible people in the criminal justice system, nonexpansion states can use many of the same strategies and 
are also highlighted.

Five Issue Areas for Connecting People Leaving 
Prison or Jail to Behavioral Health Care

Issue 1: Identifying Enrollment and Eligibility Status

Issue 2: Maintaining Enrollment and Reactivating or 
Reenrolling in Benefits upon Release

Issue 3: Assisting with Applications

Issue 4: Examining Medicaid-Reimbursable 
Behavioral Health Services in the 
Community and Addressing Gaps 

Issue 5: Tracking Progress
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A group facilitator, policymaker, or liaison between criminal justice and behavioral health 
agencies should talk through the discussion paper’s questions with key decision makers 
and stakeholders to assess where their state or jurisdiction stands on important policy 
issues and implementation strategies that can positively impact people with behavioral 
health needs leaving prison and jail.  

The discussion paper takes readers through the five issue areas by describing the 
process steps below in greater detail. At each step, strengthening collaborations among 
criminal justice, behavioral health, and public health care/ benefit authorities should be 
emphasized, as well as developing measures to track and report on progress. 

How to Use the Discussion Paper

Initiate and 
Complete 

Application 
for Eligible
Individuals

Maintain
Enrollment if

Possible

Not 
Enrolled 

but Eligible

Activate 
Benefits

upon Release

Reactivate 
Benefits

upon Release

TRACK PROGRESS

Connect to
Covered Community 
Treatment Based on 
Behavioral Health 

and Risk Assessments

Already 
Enrolled 

Determine 
Enrollment 

and Eligibility 
Status

Medicaid Benefit
Redetermination
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Issue 1 discusses the importance of developing the 
infrastructure and routine processes for determining 
whether people in prisons and jails are enrolled or 
are likely eligible for enrollment in Medicaid, SSI/
SSDI, and VA health care and benefits. The discussion 
questions and examples help readers appreciate the 
wide range of screening strategies being used in 
prisons and jails and how their own efforts compare. 

This section demonstrates how benefit screening 
policies and practices can influence the number 
of eligible people who are likely to be linked to 
continued health care and services in the community 
upon release. Among the factors considered are 
whether prisons and jails have mandated or voluntary 
screening, who will be screened (everyone or 
specified groups), by whom (corrections or health and human service staff), when (at 
intake or prerelease), and how (including access to benefit and correctional databases). 

It also examines policies that affect the overall scope of the screening effort, including the 
impact of state decisions about expansion or nonexpansion of Medicaid coverage on the 
scale of prison and jail efforts; how strategies will accommodate varying lengths of stay 
for people who are incarcerated; and whether funding and data-system infrastructures 
needed for implementation have been prioritized. (Discussion paper pp. 8-19)

Issue 2 examines how federal laws, state 
policies, and implementation efforts 
can significantly impact how Medicaid 
coverage for people in prisons and jails 
can be sustained in ways that promote 
recovery, help reduce recidivism, and 
make better use of correctional health care 
dollars. Whether coverage is suspended 
or terminated during incarceration, the 
discussion questions and examples focus 
on the need to develop processes that 
ensure access to reactivated or new 
benefits as quickly as possible upon 
release.

ISSUE 1: Identifying Enrollment and Eligibility Status

ISSUE 2: Maintaining Enrollment and Reactivating 
or Reenrolling in Benefits upon Release

What policies exist in 
your state to identify 
people who are enrolled in 
Medicaid, SSI, and SSDI 
when admitted to prison 
and jail, and those who 
are eligible to receive 
benefits upon release?

Consideration 1

For people who were enrolled in 
Medicaid when admitted to prison 
or jail, what policies does your state 
have in place to continue or reinstate 
enrollment so that they can access 
their benefits for allowable inpatient 
care while incarcerated, and fully 
upon release?

Consideration 1

https://files.csgjusticecenter.org/critical-connections/Critical-Connections-Full-Report.pdf#page=21
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States have discretion to suspend benefits (often for limited periods of time) or terminate 
enrollment for all people incarcerated in prisons and/or jails. Whether a state suspends 
or terminates coverage impacts the ease with which eligible people are able to access 
benefits when they need them most—upon release (as well as during incarceration when 
hospitalized in the community under a limited “inpatient exception”).* 

Readers are also encouraged to examine 
how their states are implementing the federal 
requirement that Medicaid eligibility be periodically 
“redetermined,”†  particularly for people in prisons 
and jails. State implementation examples, ex-parte 
redetermination processes, challenges related to 
data systems, and time-limited suspension issues 
are also reviewed. This information is meant to 
help corrections and their enrollment and reentry 
partners navigate the complexities of these issues 
and work with state Medicaid authorities to 
develop appropriate actions.

This section considers how requirements for maintaining SSI and SSDI benefits differ. 
It also examines the prerelease agreements that some states (or individual prisons and 
jails) have with the Social Security Administration. When these agreements are coupled 
with effective reapplication and reinstatement processes, they can help people who 
are eligible for benefits receive them quickly upon release. Also reviewed is the Social 
Security Administration’s reporting incentive program for correctional facilities, as well 
as recipients’ obligation to repay benefit payments if they are improperly received while 
incarcerated.9 ‡   

In 33 states plus the District of Columbia, an SSI disability determination can lead to 
Medicaid eligibility and enrollment.§ The discussion paper reviews how state policies 
and processes can help facilitate the swift reinstatement of benefits when either is 
suspended, and how Medicaid coverage can be maintained even when SSI is 
terminated if individuals qualify under other Medicaid eligibility criteria. (Discussion paper 
pp. 20-36)

* The inpatient exception allows Medicaid payments for eligible incarcerated people’s allowable costs in authorized hospitals for inpatient stays 
expected to last at least 24 hours. (See 42 C.F.R. § 435.1009, 42 C.F.R. § 435.1010  and the index in full discussion paper.)

† Federal rules state that for people who are eligible for Medicaid [based on Modified Adjusted Gross Income (MAGI) criteria or non-MAGI criteria], 
eligibility must be redetermined at least once every 12 months (but no more frequently for eligibility based on MAGI criteria). (See 42 CFR § 
435.916). For more information see “Redetermination” in the Index of the discussion paper.

‡ According to the Social Security Administration’s Program Operations Manual System (GN 02607.400-Prisoner [Inmate] Reporting Agreements), 
correctional facilities can report inmate information to the Social Security Administration with or without a formal agreement, but will only receive 
incentive payments if a formal written agreement is in place. 

§ This linkage is explored further in Issue 3 in regard to new applications and reenrollments. 

What policies or processes 

does your state have in place 

to facilitate reinstatement of 

SSI or SSDI when people are 

released from prison or jail?

Consideration 2

https://files.csgjusticecenter.org/critical-connections/Critical-Connections-Full-Report.pdf#page=33
https://files.csgjusticecenter.org/critical-connections/Critical-Connections-Full-Report.pdf#page=150
https://files.csgjusticecenter.org/critical-connections/Critical-Connections-Full-Report.pdf#page=150


6 CRITICAL CONNECTIONS Getting People Leaving Prison and Jail the Mental Health Care and Substance Use Treatment They Need: 
What Policymakers Need to Know about Health Care Coverage 

* Medicaid Administrative Claiming (MAC) provides federal reimbursement of a portion of administrative fees relating to Medicaid outreach, 
application assistance, and training if all criteria are met and an agreement is reached with the state Medicaid authority. See the Index in the full 
discussion paper for more information.

† See the Index in the full paper for more information on presumptive eligibility.

Does your state use presumptive 
eligibility provisions that allow 
entities other than hospitals to 
apply for temporary Medicaid 
enrollment for incarcerated 
people, with processes in place 
for full enrollment to follow?

Consideration 2

ISSUE 3: Assisting with Applications

Issue 3 reviews who is authorized or 
permitted to complete applications on behalf 
of individuals who are incarcerated, the 
mandates related to accepting completed 
applications from people in prisons and jails, 
and information about Medicaid Administrative 
Claiming.* 

As with screening for enrollment and eligibility 
status (Issue 1), many of the same questions 
arise for application processes, though the 
answers may differ. These questions include 
who should help applicants (e.g., trained 
corrections staff, health or human services 
personnel, other “assisters” in the community); when (e.g., at intake, for inpatient stays, 
or prerelease); how (e.g., automated, paper, telephone, applicant- or assister-driven), and 
with what funding. The examples in this section illustrate the many ways application 
processes are implemented and how they may be shaped by factors such as length of 
stay, available staffing, state and county data infrastructures, and the ability to access the 
necessary data systems while complying with privacy mandates. 

Presumptive eligibility is a mechanism that 
states and local jurisdictions have used for 
qualified entities to enroll people who are likely 
to meet the eligibility criteria. It is used to 
ensure immediate, but temporary, access to 
health care coverage and is most often used 
by schools, clinics, hospitals, and local health 
departments. Application processes vary, but 
require a follow-up application for full, longer-
term Medicaid coverage if one has not already 
been completed. This section examines how 
some states are exploring allowing corrections 
agencies to make these immediate eligibility 
determinations for time-limited coverage as 

well, particularly when people are poised to leave prison or jail and no final eligibility 
determination has been received prior to their release.† 

An estimated 32 percent of people in state and federal prisons and 40 percent of 
those in local jails have at least one disability, underscoring the need to help ensure 
their enrollment in SSI and SSDI benefits.10 The discussion paper outlines whether a 
state allows successfully enrolled SSI recipients to receive Medicaid coverage without 
submitting a separate application based on their SSI disability determination (see 50-state 
table). If an individual qualifies for Medicaid on the basis of a disability, not income, the 

What policies and processes 
does your state have in place 
to help ensure that applications 
are appropriately filed so that 
eligible people will leave 
facilities with access to 
Medicaid and SSI/SSDI benefits?

Consideration 1

https://files.csgjusticecenter.org/critical-connections/Critical-Connections-Full-Report.pdf#page=66
https://files.csgjusticecenter.org/critical-connections/Critical-Connections-Full-Report.pdf#page=65
https://files.csgjusticecenter.org/critical-connections/Critical-Connections-Full-Report.pdf#page=155
https://files.csgjusticecenter.org/critical-connections/Critical-Connections-Full-Report.pdf#page=155


benefits offered are often more robust and are 
frequently accompanied by income supports. This 
may be of particular importance in nonexpansion 
states, where people may not qualify based 
on income criteria. This section also examines 
whether states facilitate enrollment in Medicaid 
while SSDI enrollees are waiting to be enrolled in 
Medicare.* Some eligible people may be reluctant 
to apply or are unaware of all of these benefits. As 
a result, a number of states are highlighted that 
provide health insurance and treatment literacy 
programs to encourage the completion of applications.† Training for parties who can help 
educate and enroll people in SSI/SSDI is also described.

In addition, Issue 3 addresses improving data systems and application processes; 
changing policies to allow sufficient time for eligibility determinations to be made; 
aligning benefit activations with release dates; and partnering with community groups, 
managed care organizations, and community supervision agencies when applications 
are not completed during incarceration or require follow up. States with the greatest 
successes in achieving high enrollment rates and coordinated benefit activation have 
dedicated liaisons at both Medicaid and corrections agencies, as well as prerelease 
agreements with the Social Security Administration and referral procedures for veterans. 
(Discussion paper pp. 37-55)

Issue 4 proposes that if policymakers, 
corrections leaders, and state agency 
professionals want to help people 
leaving prison and jail who have 
behavioral health needs and other health 
problems get the care they need, they 
should address:‡ (1) state plan design—
ensuring that Medicaid state plans cover 
the types of behavioral health services 
and supports needed by people leaving 
prisons and jails; (2) service delivery—
shaping service delivery to encourage 
a “whole person” integrated approach 
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What policies, if any, does 
your state have to link SSI 
and SSDI determinations 
to Medicaid and Medicare 
enrollment?

Consideration 3

ISSUE 4: Examining Medicaid-Reimbursable Behavioral Health  
Services in the Community and Addressing Gaps

* All SSDI recipients are eligible for Medicare 24 months after their SSDI benefits have begun. While they are waiting for Medicare benefits, they 
may qualify for Medicaid and can complete a separate Medicaid application. This is possible because people who are dual-eligible for SSI and 
SSDI can also be eligible for both Medicaid and Medicare. Consequently, their Medicaid enrollment can continue even after their SSDI triggers 
Medicare enrollment. 

† Education programs for helping people understand how to use their benefits once enrolled and when to properly access emergency care is covered in 
Issue 4.

‡ The focus of this section is on increasing access to comprehensive Medicaid-reimbursable behavioral health services and supports for people returning to 
the community as part of a reentry plan. (Several resources are cited in the discussion paper that directly address transition plans and care engagement.) 

Are the treatments and services 
associated with positive outcomes 
for people with behavioral health 
needs leaving prison and jail covered 
by your state Medicaid program? If 
not, how can the benefit plan(s) be 
shaped further to cover gaps?

Consideration 1

https://files.csgjusticecenter.org/critical-connections/Critical-Connections-Full-Report.pdf#page=50
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to health care; and (3) community capacity—inventorying and expanding services as 
well as the number, range, and availability of behavioral health treatment providers in 
the community who have the requisite skill set and experience to work with the reentry 
population.* States may consider using the complementary mechanisms outlined in  
Table 1 of the discussion paper (including State Plan Amendments, waivers, and financing 
options) and in related examples to improve state Medicaid benefit plans, service 
delivery, and treatment capacity.11 

Although all states cover behavioral health services for certain Medicaid beneficiaries, 
the scope, duration, and intensity of services vary considerably, especially as a state may 
have multiple benefit packages.12  The discussion paper calls for an examination of the 
state Medicaid benefit plans to determine which behavioral health treatments and related 
services are currently covered, and whether they employ evidence-based practices. 

The discussion questions in this section are meant to stimulate thinking about how 
state plan amendments and waivers can be used to change Medicaid state benefit 
plans, within federal parameters, to address important gaps in covered behavioral 
health services. Examples illustrate how states have used these mechanisms together 
with legislation, regulations, and policies to help clarify and extend (consistent with the 
Centers for Medicare & Medicaid Services [CMS] requirements) coverage of behavioral 
health services under state Medicaid benefit plans. These mechanisms are highlighted 
for such services as Medication-Assisted Treatment (MAT), tele-psychiatry, peer support 

services, and longer inpatient psychiatric care.    

The discussion paper features a number of 
models used to coordinate and improve Medicaid 
service delivery, as well as to realize cost 
savings. Some of these models require changing 
the state plan. Other approaches effectively 
clarify which services are covered under benefit 
plans’ existing allowable categories. For example, 
Health Homes (authorized by Section 2703 of the 
ACA) can be developed in both expansion and 
nonexpansion states.† They are used to integrate 
and coordinate the many treatments and services 
needed by people who have chronic, serious, and 
complex health problems, including behavioral 
health needs. 

In addition, this section reviews the ways states can use financial mechanisms and 
payment models to improve coordination of care among all providers and better define 
reimbursable services, particularly through managed care organization (MCO) contracts, 

* Federal and state law and local actions related to each of these efforts is reviewed, including (1) required and optional Medicaid benefits, 
Alternative Benefit Plans and Essential Health Benefits for expansion states, as well as new opportunities for inpatient services provided in 
“Institutions for Mental Disease” (IMDs); (2) improved service delivery by implementing mental health parity mandates, using Medicaid managed 
care systems, and creating health homes; and (3) access to care requirements and incentives for managed care organizations and providers.

† Health homes are not a physical place, but a team-based clinical approach offered in primary care or behavioral health care providers’ offices. 
States have the flexibility to determine who is eligible to be a health home provider. According to CMS, “health home providers can be an 
individual provider, a team of health care professionals, or health team that provides the health home services and meets established standards 
and system infrastructure requirements.” States can receive enhanced federal matching rates for specific health home services, which include 
comprehensive care management, care coordination, and transitional care/follow up. See CMS’ “Health Homes (Section 2703) Frequently Asked 
Questions” and the full report for more information.

What mechanisms can 
your state use to improve 
the delivery of Medicaid-
reimbursable behavioral health 
services for people who have 
returned to the community 
from prison and jail?

Consideration 2

https://www.medicaid.gov/state-resource-center/medicaid-state-technical-assistance/health-homes-technical-assistance/downloads/health-homes-faq-5-3-12_2.pdf
https://files.csgjusticecenter.org/critical-connections/Critical-Connections-Full-Report.pdf#page=46
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*  MCOs typically have some discretion regarding the services they determine to be reimbursable within categories set out in the state Medicaid 
plan. MCOs can include a more detailed range of allowable services, provider types and settings, duration, and frequency than what is found in a 
state benefit plan.

† States with Accountable Care Organizations (ACOs) participating in a Medicaid-shared savings program could also include incentives in contracts to 
focus on achieving better outcomes or cost savings for people in the justice system (see http://www.chcs.org/media/ACO-Fact-Sheet-32515-ak.pdf).

where applicable.* Medicaid agencies can enter into contracts in which MCOs agree to 
have network providers offer a specific suite of services to particular groups of people. 
Provisions in these managed care contracts can require health plans to engage with 
eligible people while they are still incarcerated to connect them to a managed care plan 
as part of their reentry preparation and to conduct outreach and coordination upon their 
release.13   

The discussion paper considers two tiers of changes 
required to address community behavioral health 
treatment capacity: (1) systems-level change that 
focuses on the adequacy of provider networks (i.e., 
whether there are enough providers in all areas of the 
state to offer the range of needed services for the 
target population); and (2) qualified provider availability, 
particularly Medicaid providers who already have or will 
acquire the necessary skills and training to work with 
people with complex behavioral health and other needs. 

Recognizing that the onus should not rest solely on Medicaid agencies and providers 
or the behavioral health system to address the treatment and support needs of people 
returning to the community after incarceration, the discussion paper also examines 
how criminal justice agencies can serve as strong contributors  and partners with the 
other systems. As a significant step toward breaking down system silos, criminal justice 
and health agencies can focus on tackling data systems and sharing health records to 
advance progress. The paper discusses federal funding that is available for improving 
Health Information Exchanges and some information-sharing resources that can enhance 
continuity of care. Collaborations with Social Security Administration offices and VA 
representatives can also help close gaps in the needed health care and income supports 
for eligible people leaving prison or jail.

The discussion questions in this section probe possible ways that states can increase 
community treatment capacity while promoting quality services through payment and 
service-delivery models, particularly MCO contracts.† States that have existing pay-for-
performance models may encourage or require health plans to include a special focus 
on people with complex needs who require more intensive coordinated care. States can 
also explore how value-based incentives can be linked to providers’ performance on a 
set of defined measures related to services for people in the criminal justice system.14 
Still, states will need to contend with the reality that Medicaid reimbursement rates and 
the requisite administrative infrastructure to participate in Medicaid programs present 
challenges to capacity building, particularly in rural areas. (Discussion paper pp. 56-86)

How can community-
based treatment 
capacity be expanded 
at both the network 
and provider levels?

Consideration 3

https://files.csgjusticecenter.org/critical-connections/Critical-Connections-Full-Report.pdf#page=69
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Data should be collected at each step in the enrollment/access-to-benefits process 
to guide resource allocations and comprehensive reentry planning. Much of the data 
identified in the discussion paper may already be collected by various agencies but 
might not be analyzed or used to inform policy and practice. Too often, policymakers, 
agency leaders, and professionals working directly with the reentry population receive 
information that is hard to interpret or lacks context for making meaningful decisions. 

Tracking how many people in prisons and 
jails are screened for prior Medicaid and SSI/
SSDI enrollment or eligibility, how many 
then submit applications, and how many 
are successfully enrolled or have remained 
enrolled in these programs (and referred 
to the VA if applicable) can be surprisingly 
complex—especially when states and 
counties lack adequate automated data 
systems or information-sharing processes. 
It has also been challenging for individuals 
trying to track progress to gauge if benefits 
are activated/reactivated on or soon after 
release dates. Taken together, data for these 
measures are often scattered across corrections, the Social Security Administration, 
Medicaid, VA, and health service agencies, underscoring the need to do an inventory 
of which agencies have information and how it might be more efficiently collected and 
analyzed. Prisons and jails consistently report that it is very difficult to get information 
about the application status and benefit reactivation efforts once a person has been 
released to the community, particularly if she or he is not on probation or parole.

ISSUE 5: Tracking Progress  

Does your state track how many 
eligible people in prison or jail are 
successfully enrolled in Medicaid 
and SSI/SSDI benefits that they 
can access upon release, as well 
as how many veteran referrals 
were made, when applicable?

Consideration 1

Federal, State, and Local Funding Sources for Services  
Not Covered by Medicaid

Even after the most robust efforts are made to provide more Medicaid–
covered behavioral health services in the community, there will inevitably 
still be gaps in needed care. However, there are federal, state, and local 
resources highlighted in the paper (see Table 5) that can be used to 
address those gaps. In some cases, grant programs and other sources 
have funded services that have been so effective in producing positive 
results, they have subsequently been added to a state Medicaid benefit 
plan’s scope of covered services.

https://files.csgjusticecenter.org/critical-connections/Critical-Connections-Full-Report.pdf#page=91
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* SOAR is a national program with a presence in all 50 states that works to improve access to Social Security benefit programs for eligible adults 
facing homelessness, including those who have a mental illness, medical impairment, and/or a co-occurring substance use disorder. States, 
counties, and agencies can implement the SOAR approach for submitting and processing applications, train case managers to complete the 
applications, and track outcomes (e.g., number of approved applications). 

It may also be useful to capture information on why applications have not been filed for 
individuals who likely meet Medicaid and other benefit eligibility criteria. For example, 
high rates of refusal to complete an application may be due, in part, to lack of information 
about the value of the benefits. Snapshots of progress-tracking efforts are provided from 
Massachusetts and Cook County, Illinois, to demonstrate how a state and county are 
monitoring their Medicaid enrollments to make improvements. Examples from Oklahoma 
and Miami-Dade County, Florida similarly illustrate how a state and county are tracking 
Social Security Administration benefit enrollments using the SSI/SSDI Outreach, Access, 
and Recovery (SOAR) program approach.* 

Jurisdictions are encouraged to monitor systems-level changes and policy shifts in 
addition to individual-level data related to people who are being released from prison 
or jail. To inform treatment and placement decisions, a growing number of corrections 
agencies are using validated screening and assessment tools to identify people who have 
mental illnesses and co-occurring substance use disorders and higher risks of recidivism 
that can also help define priority populations for tracking. Although analyzing enrollment 
and access to benefit efforts is only the first step, it is foundational. With more people 
enrolled over time, correctional agencies’ focus may expand to better gauge whether 
people are actually engaging in treatment and services that have been accessed through 
public benefits. These inquiries—which are the focus of a small number of intensive 
studies—will ultimately help determine whether improved access to publicly funded 
health care and benefits are helping to lower recidivism rates, improve individuals’ 
recovery, and reduce health care costs for states. (Discussion paper pp. 87-99)

https://files.csgjusticecenter.org/critical-connections/Critical-Connections-Full-Report.pdf#page=100


Conclusion

States have widely varying policies on Medicaid suspension, termination, the scope of 
coverage, and benefit plans, but all can agree that continuity of coverage and care is 

critical for people with behavioral health needs who are returning to their communities 
from prisons and jails. Other public health care and income supports are similarly 
essential to advancing wellness and successful reentry to the community. Critical 
Connections  provides the structure for conducting meaningful dialogues within states 
that can help advance innovative policies and practices by leveraging investments in 
Medicaid, SSI/SSDI, and VA health care and benefits. 

The discussion paper is meant to help leaders navigate the policy decisions related to 
Medicaid and other health care reforms. It can help readers explore important issues 
and recognize the benefits of jumping in, wherever their state or county may be in 
its processes, to better connect people leaving prison and jail to needed community 
behavioral health care. Getting started involves putting policies and practices in place 
to identify people in prison and jail who are likely eligible for Medicaid and other public 
benefits; facilitating or reinstating their enrollment; and improving Medicaid coverage of 
behavioral health care in the community by increasing provider capacity so that quality 
care can be more easily accessed. By working through the discussion questions and 
related information provided in the paper, cross-systems planning can generate better 
outcomes for people in need of care and supportive services following incarceration and 
make better use of investments by the behavioral health and criminal justice systems.
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