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Abstract Prison inmates suffer from a heavy burden of
physical and mental health problems and have consider-
able need for healthcare and coverage after prison release.
The Affordable Care Act may have increased Medicaid
access for some of those who need coverage in Medicaid
expansion states, but inmates in non-expansion states still
have high need for Medicaid coverage and face unique
barriers to enrollment. We sought to explore barriers and
facilitators to Medicaid enrollment among prison inmates
in a non-expansion state. We conducted qualitative inter-
views with 20 recently hospitalized male prison inmates
who had been approached by a prison social worker due
to probable Medicaid eligibility, as determined by the
inmates’ financial status, health, and past Medicaid en-
rollment. Interviews were transcribed verbatim and ana-
lyzed using a codebook with both thematic and interpre-
tive codes. Coded interview text was then analyzed to
identify predisposing, enabling, and need factors related
to participants’ Medicaid enrollment prior to prison and
intentions to enroll after release. Study participants’ me-
dian age, years incarcerated at the time of the interview,
and projected remaining sentence length were 50, 4, and
2 years, respectively. Participants were categorized into
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three sub-groups based on their self-reported experience
with Medicaid: (1) those who never applied for Medicaid
before prison (n=06); (2) those who unsuccessfully
attempted to enroll in Medicaid before prison (n =3);
and (3) those who enrolled in Medicaid before prison
(n=11). The six participants who had never applied to
Medicaid before their incarceration did not hold strong
attitudes about Medicaid and mostly had little need for
Medicaid due to being generally healthy or having cov-
erage available from other sources such as the Veteran’s
Administration. However, one inmate who had never
applied for Medicaid struggled considerably to access
mental healthcare due to lapses in employer-based health
coverage and attributed his incarceration to this unmet
need for treatment. Three inmates with high medical need
had their Medicaid applications rejected at least once pre-
incarceration, resulting in periods without health cover-
age that led to worsening health and financial hardship
for two of them. Eleven inmates with high medical need
enrolled in Medicaid without difficulty prior to their
incarceration, largely due to enabling factors in the form
of assistance with the application by their local Depart-
ment of Social Services or Social Security Administra-
tion, their mothers, medical providers, or prison person-
nel during a prior incarceration. Nearly all inmates ac-
knowledged that they would need health coverage after
release from prison, and more than half reported that they
would need to enroll in Medicaid to gain healthcare
coverage following their release. Although more
population-based assessments are necessary, our findings
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suggest that greater assistance with Medicaid enrollment
may be a key factor so that people in the criminal justice
system who qualify for Medicaid—and other social safe-
ty net programs—may gain their rightful access to these
benefits. Such access may benefit not only the individuals
themselves but also the communities to which they
return.
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Introduction

It is well recognized that people in the criminal justice
system, as compared to the general population, have a
heavier burden of mental health problems, substance use
disorders, infectious diseases, and other chronic health
conditions [1]. Given this heavy burden of health prob-
lems, access to healthcare is increasingly recognized as
an important pillar in supporting successful re-entry
from correctional settings back into the community.
Possible benefits of health insurance coverage and ap-
propriate care utilization for people released from cor-
rectional environments include supporting their own
health, decreasing the use of emergency care, minimiz-
ing medical debt, and—when applicable—lowering the
risk of infectious disease transmission.

Studies conducted prior to the implementation of the
Affordable Care Act (ACA) suggest that rates of health
insurance were low among released prisoners. For ex-
ample, in a study of released Ohio and Texas prisoners,
68% of men and 58% of women were without health
insurance at 8—10 months following their release. The
ACA, and in particular, its expansion of Medicaid in 32
states, has been widely recognized as a potentially im-
portant mechanism for people involved in the US crim-
inal justice system to gain healthcare coverage when
returning to their communities [2—6]. However, with
all of the well-deserved discussion around the possible
impact of Medicaid expansion for criminal justice-
involved populations, much less attention has been giv-
en to the health of incarcerated persons with serious
medical problems who are living in one of the 18
Medicaid non-expansion states.

In Medicaid non-expansion states, eligibility remains
restricted to those who both have severe financial need
and qualify as (1) aged, blind, or disabled; (2) pregnant;
or (3) are otherwise categorical eligible through

programs such as Temporary Assistance for Needy
Families (TANF) which requires having dependents.
As a result, millions of those with limited financial
means and health problems fall within the Medicaid
“gap” in which they are unable to afford private insur-
ance and yet do not qualify for Medicaid [7, 8]. As a
result, in non-expansion states, the vast majority of those
in the coverage gap are adults without dependent chil-
dren, and men are more likely to be in the gap than
women. In the context of more restricted eligibility
criteria in Medicaid non-expansion states, maximizing
rates of Medicaid enrollment among those who qualify
may be a crucial avenue to healthcare coverage, partic-
ularly for criminal justice-involved persons who face
significant barriers to accessing public programs and
limited access to other sources of coverage. Yet, despite
the importance of Medicaid enrollment for those in-
volved with the criminal justice system who qualify
for Medicaid, little is known about this population’s
experiences enrolling in Medicaid.

To address this gap, we conducted in-depth qualitative
interviews with incarcerated men in a non-expansion
state who, because of compromised health and low as-
sets, were deemed by prison administrators as likely to
qualify for “traditional” Medicaid. We used the
“Gelberg-Andersen Model of Health Services Utilization
among Vulnerable Populations” as a framework to un-
derstand factors affecting respondents’ (1) pre-
incarceration Medicaid enrollment and (2) likelihood of
enrolling in Medicaid following prison release [9]. In
doing so, we also described respondents’ community
healthcare experiences and their healthcare coverage
from sources other than Medicaid. A greater understand-
ing of these healthcare coverage experiences and inten-
tions can inform resources to strengthen Medicaid enroll-
ment for qualifying incarcerated persons in anticipation
of their return to their communities.

Methods
Setting, Recruitment, and Eligibility

As of 2015, there were approximately 1.9 million North
Carolinians enrolled in Medicaid, including one in eight
NC adults aged less than 65 years. As in other non-
expansion states, Medicaid eligibility in North Carolina
is based on income level and categorical eligibility:
parents of children may qualify for Medicaid if they



earn 44% or less of the federal poverty level, and the
aged, blind, or disabled must earn no more than 100% of
the federal poverty level to qualify for Medicaid [10]. In
North Carolina, 79% of those in the coverage gap in
2016 were adults without dependent children, 60% were
in a family with at least one employed adult, and 57%
were male [8].

The North Carolina prison system operates a pro-
gram to facilitate Medicaid enrollment for state pris-
oners experiencing community inpatient hospitalization
during their incarceration. We conducted qualitative
interviews with male prison inmates who had returned
from a community hospitalization and were subsequent-
ly approached by a program social worker to assess
potential Medicaid eligibility. If the inmate is deter-
mined disabled by his local Department of Social Ser-
vices (DSS) office and successfully enrolled in Medic-
aid, the federal government’s financial contribution to
the inmates’ benefits (based on the federal medical
assistance percentage) can be used to retroactively re-
imburse the prison system for part of the hospitalization
expense; however, successful enrollment is generally
temporary (lasting less than 1 year) and does not guar-
antee that benefits will be available upon release. Post-
release Medicaid benefits require released inmates to, at
the least, activate benefits at their county DSS, and in
cases when more than a year has elapsed since their
hospitalization, submit a new application. Further de-
tails about this program are described elsewhere [11].

The researcher recruiting inmates and conducting
the interviews was a licensed professional counselor
with 8 years of correctional research experience. El-
igibility for study participation included being aged
18—64 years old, housed within the prison’s hospital
following an inpatient community hospitalization,
and approached by prison social workers to complete
a Medicaid application.

All study procedures were approved by the University
of North Carolina at Chapel Hill’s Office of Human
Research Ethics and the North Carolina Department of
Public Safety’s Human Subjects Review Committee.

Qualitative Interview Guide

We developed semi-structured interview guides in-
formed by (1) a literature review of common barriers
to Medicaid enrollment and predictors of healthcare
access and utilization and (2) interviews with prison
social workers about inmates’ experiences with

Medicaid and healthcare outside of prison [11]. Major
discussion topics covered in the interview guide were
(1) the inmate’s recent community hospitalization and
precipitating health conditions; (2) pre-incarceration
health problems, healthcare utilization, and healthcare
coverage; and (3) attitudes, barriers, and facilitators
to accessing healthcare outside of prison. To avoid
over-burdening respondents with long interviews, we
developed two similar interview guides with similar
broad topics (e.g., medical history, experience with
Medicaid enrollment before prison) but also some
complementary points of emphasis. One guide em-
phasized social security programs and interaction
with prison social workers about Medicaid, and the
other emphasized past experience with health insurance
prior to incarceration.

The study team met weekly during data collection to
discuss emergent themes and add probes to the inter-
view guides to cover new relevant issues.

Codebook Development and Transcript Coding

All interviews were audio recorded and transcribed ver-
batim for data analysis using Dedoose [12]. Our analysis
approach was guided by the “Diving In” and “Stepping
Back” process outlined by Maietta and Mihas [13]. Four
team members, including the interviewer, divided up all
of the interviews to read and inserted memos describing
major themes and potential interpretations of the text.
These memos, along with the interview guide, served to
create the foundation for a codebook. We developed
three types of codes: (1) structural codes for specific
questions from the interview guide and their immediate
answers; (2) topical codes for discussion of a specific
topic or experience such as “Paying out-of-pocket for
healthcare” or “Emergency room visits”; and (3) inter-
pretive codes for text based on concepts such as “Unmet
need for healthcare” or “Feelings and attitudes about
Medicaid.”

After developing the initial codebook, three team
members (CAG, ARM, CMB) used it to code the same
two interviews independently and used differences in
coding to inform refinement of the codebook for greater
clarity and comprehensiveness. After another round of
coding and editing, the three team members applied the
revised codebook to the remainder of the interviews,
with each interview coded by one team member and
25% (n=15) coded by all three team members to allow



for continuous comparison of codes and identification
of problems with the codebook and coding application.

Analysis

During the coding process, team members created sum-
maries of main interview topics for each participant
(e.g., experience with Medicaid, reason for hospitaliza-
tion, main health conditions) in a table for ease of
reading across or within participants as needed. Four
team members examined the interview summaries along
with select code reports related to Medicaid enrollment
to classify factors according to constructs from the
Gelberg-Andersen Model, Health Belief Model, and
Theory of Reasoned Action [9, 14, 15]. The relevant
constructs identified from each model all seemed to fit
conceptually under the three main factors described in
the Gelberg-Andersen Model: (a) predisposing: factors
that exist before the onset of an illness, such as demo-
graphics, social factors, and beliefs; (b) enabling: factors
that affect an individual’s ability to secure health ser-
vices in the community, such as personal, family, and
community resources; and (c) need: individual’s actual
and perceived health problems. Summaries of these
three main factors were created for each participant,
and comparisons were made across participants. Simi-
larities clustered within three groups of participants
based on their self-reported experiences with Medicaid
enrollment prior to this incarceration: (1) never applied,
(2) applied but had an application rejected, and (3)
enrolled without significant obstacles. We reported re-
sults by cluster. For each cluster, we generally described
respondents’ predisposing, need, and enabling factors as
well as their perspectives on post-release Medicaid en-
rollment; however, enabling factors were not relevant
and therefore not presented for respondents who never
enrolled in Medicaid prior to their incarceration.

Results

Study participants consisted of 20 men with a mean age
of 50 (range 26-65); 8 identified as White, 7 as Black/
African American, 2 as American Indian, and 3 as more
than one race (2 American Indian and White, and 1
African American and White) (Table 1). At the time of
the interview, inmates had been incarcerated a median of
4 years (range 18 days to 22 years) and were projected to
be released from prison in a median of 2 years (range

1 month to 21 years). About a third of participants were
expected to be released from prison within 1 year, and a
quarter after more than 10 years. At the time of writing
this manuscript, three participants had died before their
projected release date. Participants reported a history of
multiple serious health conditions including heart attack
or stroke (n = 5); substance abuse or mental health diag-
noses including depression, psychosis, and anxiety dis-
orders (n=28); epilepsy or seizures (n=4); paraplegia
(n=3); cirrhosis (n=3); major injuries, such as from
gunshots or car accidents (n=6); late-stage cancer
(n=2); HIV (n=2); rheumatoid arthritis (n=2);
and neuropathy (n=2).

Participants were categorized into three sub-groups
based on their self-reported experience with Medicaid:
(1) those who never applied for Medicaid before prison
(n = 6); (2) those who unsuccessfully attempted to enroll
in Medicaid before prison (n = 3); (3) and those who had
Medicaid before prison (n=11).

Below, we describe the emergent predisposing, en-
abling, and need factors described by our participants;
common factors are also outlined in Fig. 1.

Context and Participant Knowledge of Medicaid
Eligibility in North Carolina

Eligibility criteria based on income and disability played
a critical role in participants’ history of Medicaid enroll-
ment and likelihood of enrollment post-release, even
though eligibility was not well understood by partici-
pants. Only about half of participants (n = 11) reported
having any basic knowledge about Medicaid, most of
whom had been enrolled in Medicaid (rn=28) prior to
their incarceration. Five participants reported they had
very little or no knowledge of Medicaid, including
eligibility criteria, despite having a history of Medicaid
enrollment.

Participants Who Never Applied for Medicaid
before This Incarceration

The six participants who reported never having applied
for Medicaid before prison varied in their past experi-
ences with insurance and healthcare. Two participants
reported having had consistent health coverage, one
through Medicare which he received through Social
Security Disability Insurance (SSDI) due to disability
from a traumatic brain injury, and the other through the
Veteran’s Affairs office (VA). Three participants spent



Table 1 Demographic characteristics and Medicaid knowledge of total sample and Medicaid history groups

Total sample Never applied for Experienced difficulties Received Medicaid
(n=20) Medicaid before enrolling in Medicaid before prison (n=11)
prison (n=06) before prison (n=3)

Age, median (range) 50 (26-65) 54 (29-63) 54 (46-58) 51 (26-55)

Race/ethnicity

White 9 4 2

Black 1

American

Indian 2 0 1 1

Multiple races 2 1 0 1

At least GED or high school graduate 16 5 3 8

Experienced a prior incarceration 12 4 3 5

significant periods of time being uninsured, with occa-
sional periods of coverage by employer-based plans
(n=2) or, in the case of the youngest participant, his
mother’s insurance. One participant reported no history
of health coverage.

Never Applied: Predisposing Factors before Prison

For the most part, these six participants did not describe
factors or attitudes predisposing them toward Medicaid

enrollment before prison. Two perceived minor barriers to
Medicaid enrollment which may have led to a negative
predisposition toward enrollment: one thought he was too
young to enroll (“Well I feel that, as young as I was, too
young to apply... The government ain’t going to take
care of me. And at the age I am, when I’m able to work, 1
don’t need physical help. So [Medicaid] was out for me
then”), and another stated a friend had difficulties enroll-
ing in Medicaid and his mother had difficulties getting
Medicaid to cover aspects of her medical care, concluding
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Fig.1 Predisposing, enabling, and need factors related to past and future Medicaid enrollment for recently hospitalized incarcerated persons

in a southern prison system



“I’d rather work.” Only one participant who received
SSDI and Medicare before prison reflected a positive
attitude toward Medicaid based on experience receiving
another type of government-funded insurance for his
children: “I don’t know what Medicaid pays for, but I
know NC Choice[insurance program for children of fam-
ilies whose income exceeds Medicaid criterial, it’s a really
good insurance because. .. I think we were paying maybe
$5.00 for a visit and $1.00 for prescription drugs.”

Never Applied: Need Factors before Prison

Most participants reported having little need for Medic-
aid enrollment prior to incarceration. Two participants
described being generally healthy before their incarcer-
ation and not seeking healthcare frequently; one said
“...if your health real good and you feel real good about
yourself, you don’t have the money, you’re not just
going to go and make bills that you can’t pay.” Howev-
er, this participant also reported that he had trouble
affording yearly checkups and medical care for his
dentures without insurance. Two other participants de-
scribed needing minor healthcare but having it covered
by the VA and their mother’s insurance, respectively.
One participant had significant medical need due to a
brain injury but received SSDI and Medicare and re-
ported receiving “great care” outside of prison.

One participant struggled considerably to access the
mental healthcare he needed due to inability to pay
during lapses in his employer-based insurance coverage.
Although he received SSDI for a short time, he lost it
when he returned to work; he also had trouble getting
insurance coverage for his pre-existing conditions:
“Yeah, there were several times that I didn’t have any
insurance, and with pre-existing, when I did get insur-
ance, I’d have to pay in for like two years before I was
ever covered.” He even attributes his lapse in insurance
and mental health medications for his current incarcer-
ation: “I didn’t have the money to go back [to my
psychiatrist], so then I ended up getting committed and
then ended up getting in trouble with the law.... I figure
if Obamacare would’ve went through a year earlier, I
wouldn’t be here [in prison].”

Never Applied: Intentions to Enroll in Medicaid
after Prison

Participants anticipated their need for healthcare and
coverage after release from prison would be higher than

their need before prison. One believes that he will need
health insurance when he is released because he is
getting older and having more health issues, and does
not anticipate being able to find a job or afford going to
the doctor on his own. “I’m going to need [insurance]
real bad.... I really ain’t had too many medical issues
over my life, I’'ve been in pretty good health. But after I
turned 50, everything started turning around. So I'm
going to need the insurance now. I'm going to need
Medicare or something.” Another was diagnosed with
terminal lung cancer in prison and does not think he will
be able to work, but intends to return to receiving care at
the VA: “If this medical release would come through,
I’m lucky, very lucky that I’ve got the VA, and I would
probably just go back there. That would be the best thing
for me, because I know what to expect there.” The four
remaining participants reported that health insurance
(one specified Medicaid, and one their Medicare
from pre-incarceration) would be useful after release
in helping them pay for current medications and
treatment.

Participants Who Encountered Obstacles to Medicaid
Enrollment before Current Incarceration

Three participants said they tried to enroll in SSI or
Medicaid and failed multiple times before their current
incarceration. One participant had his SSI application
denied twice because “[DSS] didn’t have enough
information,” before prison doctors from a previous
incarceration assisted with a successful application to
help cover care for his kidney problems and liver cancer
after a prior release from prison. Another applied unsuc-
cessfully on his own several times to cover care for
neuropathy and injuries before he successfully enrolled
in SSI and Medicaid with assistance from a local hos-
pital following a stroke. The third participant applied for
Medicaid several times to help cover care for multiple
chronic conditions, cocaine addiction, and a MRSA
bone infection, but was always denied because, as he
explained, “...If you had kids you would qualify. For a
single white male not working to support himself,
there’s really nothing out there.”

Obstacles to Enrollment: Need Factors before Prison
All three participants described significant need for

healthcare coverage prior to incarceration. One was
employed for 17 years as a truck driver and had



employer-based insurance before becoming self-
employed and developing health problems he could
not pay for, which resulted in inability to work and
significant financial loss: “I had a home, a swimming
pool, a new Chevrolet pickup; I had to let it all go....
And ended up living in public housing.” Only after
having a stroke was he able to start receiving SSI and
receive enough money to move out of public housing.
The participant who never successfully enrolled in Med-
icaid had always been self-employed as a contractor and
was only periodically able to afford private insurance,
resulting in inconsistent treatment for a lifelong cocaine
addiction (to which he attributes his current incarcera-
tion) and work-related infection (to which he attributes
his current disability and amputated toe).

All three participants made statements reflecting con-
cern about worsening health conditions resulting from
lack of health insurance. Two stated that they received
poor healthcare while they were uninsured, one of
whom explained how lack of coverage led to inadequate
treatment that ultimately worsened his health condition:
“If someone had the finances or was able to commit me
into a hospital where I could’ve gotten the six weeks of
intravenous Vancomycin... then the [MRSA] problem
would’ve ended a long time ago. No one wanted to
invest that in me.” Conversely, another participant re-
ported receiving good care even when he was unin-
sured: “It wasn’t about the money. And [the local hos-
pital] let me know that right quick.... ‘Even if we never
get paid—you’re gonna hear from us from time to time,
but even if you can’t pay it, we’re not worried about it—
we’re worried about you.””

However, in spite of receiving good healthcare and
benefitting from charity programs at local hospitals, this
participant also reported having accumulated several
thousand dollars in medical debt from his time spent
uninsured. The participant who never successfully en-
rolled also described debt resulting from being
uninsured:

I’'m financially ruined.... I spent probably 20
days.... in the hospital and they — I’'m still getting
letters every — you know, I haven’t gotten a letter
in a while because I’ve been [in prison] but for
creditors coming after me and it’s just destroyed
my credit. And it wasn’t stellar to begin with
but... they’d laugh at me if I applied for a credit
card now.... [the hospital] still sends me bills and
quite rudely calls me demanding their money

when the bastards gave me [a serious infection]
and then refused to treat me for it properly and...
still has the gall to call and complain and say they
need their money and turn me over to bill collec-
tors and everything else.

Obstacles to Enrollment: Predisposing Factors
before Prison

The three participants with obstacles to enrollment men-
tioned attitudes toward Medicaid that were closely
linked to their medical need and their experiences en-
rolling in and receiving Medicaid. One participant who
successfully enrolled in Medicaid after a period without
insurance reported that he received poor healthcare
when he did not have Medicaid, but that once he en-
rolled, Medicaid benefits were “100% helpful.” The
participant who was never enrolled in Medicaid before
his incarceration, on the other hand, harbored negative
attitudes toward Medicaid that are reflected in this ex-
planation of why he was successfully enrolled in prison:
“I think that’s the only reason [Medicaid accepted my
application] is because the state owes another depart-
ment of the state money... It’s not because they give a
[expletive] about [me].”

Obstacles to Enrollment: Enabling Factors
before Prison

Two participants had significant enabling factors for
Medicaid enrollment in the form of assistance from
medical providers in completing an SSI application.
After one inmate’s stroke, his local hospital helped
him fill out paperwork for disability that was ultimately
accepted; it is unclear whether it was the assistance from
the hospital or the increased eligibility from the stroke,
or both, that resulted in his application being accepted
after repeated past denials. Another was released from
prison shortly after he was diagnosed with stage 2 lung
cancer, and his prison doctors helped him enroll in
disability and Medicaid for after release: “They done it
in an amazing time, because [DOCTORS’ NAMES]
had set me up for getting disability and Medicaid and
all that. They took very good care of me.... They got it
started... in less than five months.” The participant who
never successfully enrolled in Medicaid was encouraged
to apply by a medical provider who predicted he would
be eligible, but completed the application without



assistance and was denied several times: “There’s al-
ways a reason why I specifically [was denied] — ‘well,
you would qualify but you didn’t make at least
$11,600.00 for Obamacare, or you don’t have children,
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or you this, or you that’.

Obstacles to Enrollment: Intentions to Enroll
in Medicaid after Prison

These participants anticipated their need for healthcare
and coverage after release from prison would be high.
One stated that he could not work or go to school after
release and so would need another source of health
coverage. Another stated that when he is released, he
assumes he will go to the Social Security office and re-
start his disability and Medicare, which is what happened
4 years earlier when he was released from a previous
incarceration. The participant who never successfully
enrolled in Medicaid expressed doubt that the Medicaid
he acquired in prison would continue after release if he
applied for himself: “When I get out in June, I’ll have
Medicaid until December probably and then right back in
the same boat.... I don’t know what the hell I’ll do. Just
hope I don’t get sick, I guess, you know?”

Participants Who Enrolled in Medicaid with Minimal
Difficulty before Prison

Eleven participants said they enrolled in Medicaid with
no failed attempts before their current incarceration. Four
were covered by Medicaid, Medicare, and disability be-
fore prison; three had both Medicaid and disability; and
four had Medicaid only. Most (n = 8) of these participants
reported working before receiving Medicaid; however,
they had varied experiences with insurance coverage
before enrolling in Medicaid. Six participants had a his-
tory of employer-based insurance before enrolling in
Medicaid, one of whom also received VA benefits.

Two participants spent their adult lives uninsured
despite having an employment history before enrolling
in Medicaid; one was able to access needed HIV care in
spite of being uninsured, but the other often went with-
out needed healthcare. It is unclear whether another two
participants worked before enrolling in long-term Med-
icaid: one of them was uninsured and mostly accessed
healthcare through the emergency department before
Medicaid enrollment, and the other enrolled in Medicaid
as a young adult. Another participant received Medicaid
since childhood.

Enrolled without Difficulty: Predisposing Factors
before Prison

Three participants made statements reflecting some am-
bivalence toward accepting Medicaid coverage. Two of
these believed that some people enroll in Medicaid who
do not really need it, but those who really need Medicaid
should be able to get it. One explained:

If I was able to walk and to take care of myself, I
wouldn’t never applied for it [Medicaid]. I would
try to get a job if it had to be somewhere low until I
could get myself up. That’s what I would have
chose. But I feel like, being in my condition, I can
understand what Medicaid things is. But I feel that
some people can get off Medicaid, and Medicaid
just still takes care of them.

Similarly, the other said, “There’s been Medicaid if
that’s the one I’'m thinking about the ones that really
need it should of got it, but there was a whole bunch that
didn’t need it, but they got it.” A third participant
believed he could have gotten private insurance if he
needed it and preferred to work rather than receive
Medicaid.

Enrolled without Difficulty: Need Factors before Prison

Although two participants described little need for Med-
icaid enrollment prior to incarceration, including one
participant who had Medicaid since childhood, the ma-
jority (n=9) described significant need due to debilitat-
ing health conditions, inability to work, difficulty in
accessing healthcare, and trouble in paying medical
bills.

One explained that he needed health insurance
because he could not obtain employment due to
difficulties arising both from health issues and his
status as a felon: “I couldn’t have a job. I couldn’t get a
job to get the money to pay for insurance.” Another
participant described how he was often forced to go
without basic medical care without insurance: “You
would have to have some kind of insurance card or
something. So, basically, if I needed help, I would just
heal myself.”

Several participants described onset of a serious or
debilitating health condition as precipitating the need
for Medicaid. One explained: “Yeah I wanted some
help.... I can’t afford the high dollar amount. I had a



case [of medicine] about that long and about that
wide and about that tall.” One needed health insur-
ance only after experiencing an expensive hospitali-
zation for cryptococcal meningitis, and another felt
that his health insurance through his employer and
family “was just a waste of money” until he started
dialysis. Other participants found themselves no lon-
ger able to work and receive employer-based insur-
ance due to complications from rheumatoid arthritis,
AIDS, and mental health conditions.

Enrolled without Difficulty: Enabling Factors
before Prison

All 11 participants had significant enabling factors for
Medicaid enrollment in the form of assistance from their
local Department of Social Services or Social Security
Administration (SSA), their mothers (n =3), medical
providers (n = 2), and prison personnel during a previous
incarceration (n=1).

Those who went to the SSA reported that the office
provided what they needed to enroll in Medicaid. One
stated he received not only Medicaid but other services
as well: “I was introduced to Medicaid when I got out
[...] of the military. When I went and had to get a Social
Security card and all that stuff, my driver’s license. They
actually had everything right there at the Social Security
department.” One participant applied through SSA with
the help of his disability caseworker: “Disability put me
on it.... They told me a couple weeks before it started it
about a month before I started on it. They told me to go
out there fill out for her to see and everything.” Another
participant successfully enrolled in Medicaid multiple
times through the SSA: “Sometimes when I really
couldn’t work, they gave me a temporary Medicaid card
through social service. That took care of a lot of things.”

Three participants stated that their mothers took
care of their Medicaid application process. One de-
scribed how his mother stepped in when he lost his
job: “I lost my job and my insurance and everything.
And mama just went and got help to pay for that”;
another mother enrolled her son so that he could
access care, “My mother was a big help when she
was living. And she had got me Medicaid started so
that I could take the Medicaid card and go to her
doctor or the emergency room.” The third participant
acknowledged that he understood little about the pro-
cess himself: “My mama got me on Medicaid. I don’t
know how. I just all of a sudden was getting a little blue

card. I don’t know, it would come through the mail
every month. That’s all I know. I don’t know nothing.
I don’t know about going to the mental health — I don’t
go to the Medicaid building or nothing like that. I mean,
I don’t know how she got me on that.”

Two participants received significant help from their
medical providers in applying for Medicaid. A
healthcare provider signed one participant up for Med-
icaid while he was in the hospital: “I signed up for it
when I was in the hospital when they told me that I was
paralyzed. So that’s when one of the healthcare pro-
viders at [NAME OF HOSPITAL] come around, and
she signed me up for that, and to get me checked, and
then all of that stuff, to try to make sure that I was all
right.” Another received help from his HIV doctor to
apply for Medicaid after he contracted cryptococcal
meningitis: “[DOCTOR’S NAME] helped me out and
got me on Medicaid and Medicaid went back two years
and paid all my medical bills.”

One participant described how a prison case manager
from a previous incarceration helped him apply for
disability, which in turn helped him apply for Medicaid:
“The case manager that I had in [NAME OF PRISON],
they applied for [disability] before I got out of prison...
And then by applying for disability, you could get
Medicaid.” Upon his release from prison, he went to
social services to complete his application and quickly
enrolled in Medicaid: “Right when I got released, I had
to go to the offices and do the — fill everything out and
all that. But I had it within a week, I’m pretty sure.”

Enrolled without Difficulty: Intentions to Enroll
in Medicaid afier Prison

All of the participants who had Medicaid before their
current incarceration mentioned factors predisposing
them toward Medicaid enrollment after prison. Several
stated that the Medicaid enrollment process is relatively
easy. Many described perceived benefits of having Med-
icaid such as access to care and ability to afford medical
expenses. One participant felt that he received medical
care in a “timely fashion” and “smoothly” while having
Medicaid, and that with Medicaid, “They treat you the
same as if you had insurance. They don’t treat you no
different.” Another mentioned several perceived bene-
fits to having Medicaid, including the opportunity to
receive treatment for his Hepatitis C: “When you’re on
the street they might say something about the cost but if
you got Medicare and Medicaid most doctors out there



will figure out a way to get you treated.” One participant
explained how Medicaid helps avoid debt for medical
expenses by giving recipients access to preventive care:
“It allows you an avenue to get the care that you need
so that your problems don’t become a $500,000.00
hospital bill because they was ignored, left alone or
overlooked until it ended up being a huge problem,
and you ended up being in a really bad medical
situation where you almost die, and it runs up this
huge hospital bill.”

A few participants mentioned negative aspects of
Medicaid enrollment, including that Medicaid enroll-
ment limits which providers recipients can see, or does
not cover all necessary medical expenses, or denies
coverage for experimental treatments for paraplegia.
For example, one explained:

they might be a specialist that deals with the stuff
that's going on with my nerves. He might be able
to fix it because he's really good at it, and he's on
the edge of'this, that, or the third. He might want to
do a surgery or something like this or whatever.
But you can't see him because they don't accept
Medicaid.

All participants anticipated their need for healthcare
and coverage after release from prison would be high.
Some participants anticipated that they would need
Medicaid after prison until they could get another type
of health coverage, such as through employment or
Medicare benefits. One stated that he needs Medicaid
now but prefers to 1 day have private health insurance:

If I didn’t have my condition, I would want to try
to get health insurance. That’s why I'm like, ['ve
been wanting to try to work to try to get some-
thing. And I still might go. I don’t want to be on
Medicaid forever. I want to try to get off of it, get
myself together, and be an entrepreneur, and give
it to somebody that actually needs it. But right
now, I do need it.

However, many acknowledged that they would need
Medicaid in the long term due to an inability to work or
to needing intensive medical treatments. When asked
about how useful health insurance would be after prison,
a dialysis patient who had Medicare, Medicaid, and SSI
before his incarceration replied ““Yeah. I mean, I have to
have that. ’'m on dialysis. I mean; I would die without
any kind of health insurance.”

Almost all (n=10) mentioned factors that would
enable their enrollment in Medicaid after incarceration.
Some understood that prison personnel will start the
Medicaid application process before they are released
from prison, but that they will need to go to social
services to complete their enrollment: “I know my social
worker, last time I talked to her, that was a couple years
ago. But she say when I get out, she’ll get back with me
and then would give me a package with everything to
take to social service and Social Security place.” An-
other stated that his mother would need to help him with
his Medicaid application again after release. And three
participants mentioned that having enrolled in Medicaid
either before prison or while in prison should make it
easier to get Medicaid after prison. One stated, “I'm
pretty sure I can reapply for it [Medicaid] when I get
out, and it won’t be no problem getting it then. [ mean, it
ain’t hard to do, I don’t think. I mean, once [ had it, I can
always get it again.”

Discussion

Despite the widely acknowledged importance of
healthcare for formerly incarcerated persons, few stud-
ies have sought to understand the contextual factors that
might facilitate or impede Medicaid enrollment follow-
ing prison release. As a first step in addressing this gap,
we sought to explore the past healthcare and Medicaid
experiences among incarcerated persons who had seri-
ous medical conditions and were—based on prison sys-
tem assessment—Iikely to qualify for Medicaid upon
their release. Compounding the restrictive nature of the
traditional Medicaid eligibility criteria in non-expansion
states, our respondents’ experiences generally suggest
the need for greater enrollment assistance among those
likely to qualify for Medicaid.

Among the 20 respondents we interviewed, about half
had been enrolled in Medicaid prior to their imprison-
ment, and more than half reported that they would need to
enroll in Medicaid to gain healthcare coverage following
their release. In examining their experiences using the
Gelberg-Andersen Model, we found that these clustered
within three groups based on respondents’ pre-
incarceration Medicaid experience: never applied, en-
countered obstacles, and enrolled with little difficulty.
Synthesizing the finding across these groups, we found
that most respondents had a high level of medical need—
particularly those in the latter two groups—but there was



wide variation in their (a) predisposing factors such as
Medicaid knowledge and attitudes, and (b) enabling fac-
tors, such as familial and institutional support.

Enabling factors seemed to be most closely related to
past successes or failures enrolling in Medicaid. Those
who successfully enrolled in disability or Medicaid
received help with their application from (or had the
application submitted on their behalf by) their mother,
an employee of a hospital or prison at discharge from
those facilities, or a DSS employee. Eleven inmates
received such help with their first application and en-
rolled without difficulty, but two applied unsuccessfully
on their own before receiving help, which enabled their
enrollment. One respondent who never enrolled in Med-
icaid despite multiple attempts was advised to apply for
Medicaid by a medical provider, but did not receive
tangible help on an application. Given the inconsistency
of available family advocates, these findings illustrate
the importance of agencies helping individuals with
their SSI and Medicaid applications. In theory, all par-
ticipants who had applied for Medicaid prior to incar-
ceration would have had access to assistance from a
DSS officer; however, our prior interviews with prison
system personnel tasked with submitting Medicaid ap-
plications on prisoners’ behalf suggest that there is wide
variation in the resources and responsiveness of county
DSS offices in North Carolina. Nevertheless, agency
support may be especially important to incarcerated
individuals who are often less educated and stable than
the overall Medicaid-eligible population. These findings
also highlight the role of socially supportive resources
for sustaining men’s connection to formal healthcare
systems.

For many respondents, attitudes toward and knowl-
edge of Medicaid likely had a more distal impact on
Medicaid enrollment than the availability of enrollment
support, as there were some respondents who had low
levels of knowledge or conflicting attitudes, but with
assistance still enrolled in Medicaid. Respondents’ atti-
tudes seemed to be largely influenced by medical need.
Those with few significant pre-incarceration health
problems often had formulated ideas, positive or nega-
tive, about Medicaid based on family members’ experi-
ences with the program. Most of those who had enrolled
in Medicaid before their incarceration expressed posi-
tive experiences with the program, and we found little
evidence of stigma associated with needing Medicaid
benefits. However, a few respondents believed that
many Medicaid enrollees have little medical need for

this coverage, and stated that they preferred to receive
employer-based insurance over Medicaid. It is impor-
tant to note that employment is not necessarily an ex-
clusion criteria for Medicaid; however, many partici-
pants reported that Medicaid was more applicable for
them after they lost the income from their job or were
sick enough that they could not work. This phenomenon
also may be reflected nationally, in that about 60% of
non-elderly Medicaid-enrolled adults without SSI work
either full or part time, but among enrollees who are
disabled and have SSI, only 7% work [16, 17].

The most favorable attitudes about Medicaid en-
rollment were expressed by those with significant
health problems who had difficulty enrolling in Med-
icaid pre-incarceration. For these respondents, the
perceived consequences of not having Medicaid ben-
efits were severe and grounded in actual experiences
with lack of medical treatment, worsening health
conditions, and financial hardship. Beyond attitudes,
we found that Medicaid knowledge among respon-
dents was very low overall, even among those who
had Medicaid for multiple years prior to their incarcer-
ation. A lack of knowledge about the Medicaid program
is not unique to correctional populations [18, 19]. Nev-
ertheless, incarceration may provide an opportunity to
educate prisoners about Medicaid. We are currently
conducting a systematic survey of inmates regarding
Medicaid and other social safety net programs to more
thoroughly assess their knowledge of these programs
and to identify content areas for which they would like
more information.

Part of our rationale for examining respondents’
pre-incarceration enrollment in Medicaid was to gain
insights into their future barriers and facilitators
accessing Medicaid following their release from pris-
on. Most respondents anticipated needing Medicaid
or other sources of healthcare coverage at the time of
their release. However, we speculate that similar to
their pre-incarceration experiences, their ability to
enroll may in large part hinge on whether they re-
ceive support in the enrollment process. There is a
small but growing literature demonstrating that sup-
port provided in preparation for inmates’ release can
be effective in fostering enrollment in Medicaid. For
example, in a small study in Oklahoma of released
prisoners with severe mental illness, those who were
provided assistance enrolling in Medicaid (n=77)
during discharge planning were more likely to use
Medicaid-funded mental health services within the first



90 days post-release than those without assistance [20].
And Morrissey et al. found that Washington state pris-
oners who were referred for expedited Medicaid enroll-
ment in anticipation of release had greater rates of
Medicaid enrollment and community healthcare than
those without referral [21, 22]. Despite the potential
impact of Medicaid enrollment, assistance remains un-
common, even in prison systems located in Medicaid
expansion states. For example, a 2016 survey found that
only six state prison systems in Medicaid expansion
states were submitting applications for greater than
25% of their released inmates [23, 24].

In addition to providing context around prisoners’
pre-incarceration Medicaid enrollment experiences, our
findings illustrate the dire consequences of failure or
delayed enrolling in Medicaid for those who need it.
Those in need of Medicaid who did not receive it
experienced extreme financial hardship, unmet medical
need, and worsening health conditions and even attrib-
uted their imprisonment to a lack of behavioral
healthcare. Without post-release enrollment in Medicaid
or other sources of healthcare coverage, our respondents
are at risk for experiencing these same poor outcomes
when they return to the community. Since conducting
the interviews, at least three of our respondents died
while still incarcerated, further emphasizing the extreme
healthcare needs of this population during their incar-
ceration and following release.

Even with optimal predisposing, enabling, and need
factors, North Carolina as a non-expansion state has
restrictive income and disability eligibility require-
ments, and childless adults without a disability are not
typically eligible for Medicaid. Less restrictive eligibil-
ity criteria such as those implemented in states that
expanded Medicaid under the ACA would serve as an
important facilitator of enrollment.

This study has several limitations. We initially
explored the use of several models to understand
factors impacting Medicaid enrollment. Of these,
we found that the Gelberg-Andersen Model provided
the most useful framework, but we acknowledge that
the model was designed to describe access to
healthcare rather than enrollment in healthcare cov-
erage. Given the importance of healthcare coverage
as a means to access healthcare and minimize
medical-related debt, we recommend the develop-
ment of new models that are specific to healthcare
coverage. Second, the number of respondents in our
sample was limited. Nevertheless, this population

was sufficient to convey a wide array of health and
healthcare coverage experiences, expanding our under-
standing of the complexity of these issues among those
involved in the criminal justice system. In fact, to our
knowledge, the current analysis represents the only
qualitative examination of community healthcare cov-
erage experiences among justice-involved persons. Our
study was cross-sectional and subject to recall bias.
Although some respondents had been incarcerated for
several years at the time of their interview, we found that
many were able to relate detailed information about their
experiences, particularly if the respondents had difficul-
ty accessing healthcare coverage and care. In the future,
we will build upon our current findings by employing
population-based methods using existing data to exam-
ine the long-term trajectories of Medicaid coverage
among criminal justice-involved populations with seri-
ous medical conditions. North Carolina is one of the
majority of states that has a 1115 Waiver application for
a Medicaid Reform Demonstration pending approval.
North Carolina’s model includes managed care plans
specifically tailored for high-utilizing populations such
as Medicaid enrollees with behavioral health care needs.
This and other proposed plan features could affect
the take up of Medicaid coverage as well as access to
covered services for criminal justice-involved adults.
Finally, our study is limited by its focus on only one
US state. Our results may not be generalizable to
other states, particularly those who have expanded
Medicaid or are located outside of the US South. At
the same time, the lack of Medicaid enrollment of
criminal justice-involved populations in other
states—including in Medicaid expansion states—
suggests that our results may have wider applicability
than only North Carolina.

In summary, we found that in a Medicaid non-
expansion state, inmates with serious health conditions
reported a wide range of health and healthcare coverage
experiences. Most had limited knowledge of Medicaid,
even though about half had relied on Medicaid as an
adult for healthcare coverage. Although more
population-based assessments are necessary, the current
findings indicate that greater assistance with Medicaid
enrollment may be a key factor so that people in the
criminal justice system who qualify for Medicaid—and
other social safety net programs—may gain their rightful
access to these benefits. Such access may benefit not
only the individuals themselves but also the communities
to which they return.
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