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Access to needed healthcare, including behavioral health, is critically important in reducing the risk of recidivism among 

youth released from detention and residential placement.1,2,3 The majority of juvenile offenders when screened at 

detention and similar facilities (up to 75%) struggle with mental illness and other medical conditions, including but not 

limited to drug addiction, symptoms of trauma, anger, anxiety, depression, and suicidal ideation.4,5,6 Given that the vast 

majority of justice-involved youth are eligible for Medicaid,6 much needed services could be financed by reducing 

delays in Medicaid enrollment following release. Delays in securing Medicaid significantly impede the reentry process, 

whereas Medicaid services have the potential to successfully reintegrate prior offenders into communities, preventing 

recidivism and enhancing public safety.  

A number of evidence-based programs that reduce recidivism and generate 

cost-savings can be made eligible for Medicaid reimbursement, including 

Functional Family Therapy7,8 and Multisystemic Therapy.9,10 Despite the 

potential for treatment to aid successful reentry and reduce recidivism, many 

state agencies automatically terminate Medicaid benefits for detained youth 

and youth placed in juvenile correctional facilities,4 or allow coverage to 

lapse during confinement.6 Very few state agencies attempt to automatically 

re-enroll Medicaid eligible youth, 4 even for those youth previously enrolled 

in Medicaid. Terminating Medicaid enrollment upon juvenile detainment or 

custody requires significant staff time, costs, and delays to secure re-

enrollment (which can take 90 days or longer following release).11,12 Such 

delays mean that many youth lapse in their psychosocial or medication 

treatments, which can reverse progress made during confinement and 

increase youths’ risk of reoffending.11  

Automatic termination of Medicaid enrollment, rather than suspension, is 

guided by a common misconception about regulations that the federal 

agencies are attempting to correct.13 In fact, regulations permit states to 

suspend Medicaid coverage while the juveniles are incarcerated and reinstate 

such coverage immediately upon release. Nevertheless, state agencies have 

been slow to respond. Consequently, prior offenders’ continuity in mental 

health treatment and, in turn, overall public safety are affected by this 

misunderstanding of regulations over this federal resource. This exacerbates disparities in access and opportunities 

across communities, making rehabilitation or recidivism, therefore crime or safety, more or less likely depending on 

where one lives. Legislation that seeks to improve continuity in care via Medicaid enrollment (or re-enrollment) during 

transitions from institution back into communities, such as efforts around the At-Risk Youth Medicaid Protection Act,14 

has potential to improve fiscal and governmental responses to these issues. 

Published by members of the National vention Science Coalition: Shelby Hickman, Taylor Scott, Aaron Sawyer, & 

Robin Jenkins. The authors would also like to acknowledge contributions from Jenna Ray, Dennis Embry, Max 

Crowley, members from the Society for Community Research and Action and the National Prevention Science 

Coalition, and the Coalition for Juvenile Justice.  

For more information: Contact Taylor Scott, Research-to-Policy Project Coordinator at tbscott.npsc@gmail.com 

JUVENILE JUSTICE REFORM: 

Medicaid and Protection of At-Risk Youth 
 

 Access to behavioral and mental 

health services can reduce recidivism 

among juvenile offenders, which 

saves tax dollars and enhances public 

safety. 

 Medicaid has the potential to fund 

effective services that reduce 

recidivism, and it is likely that many 

juvenile offenders are eligible for 

Medicaid. 

 Many states and communities 

terminate Medicaid enrollment upon 

youths’ confinement, which disrupts 

reentry and adds administrative 

burden for processing reenrollment.  

 Suspending rather than terminating 

Medicaid enrollment can improve 

continuity of care that aids youths’ 

successful reintegration into the 

community. 

Highlights 

Policy Brief 
July 15th, 2016 

Translating Prevention Science for Policy and Practice 

Prepared by members of the National Prevention Science Coalition: Taylor Scott, Michael Greene, & Robin Jenkins. The authors would 

also like to acknowledge contributions from Micah Haskell-Hoehl of the American Psychological Association, and members of the Rapid 

Response Network, as part of the Research-to-Policy Collaboration Project within the National Prevention Science Coalition.  
 

For more information: Contact Taylor Scott, Research-to-Policy Project Coordinator at: tbscott.npsc@gmail.com 

 

   Medicaid and Protection of At-Risk Youth         July 15th, 2016 

mailto:tbscott.npsc@gmail.com
mailto:tbscott.npsc@gmail.com


References & Resources 

1 Bazelon Center for Mental Health Law. (2009). The Effect of Incarceration on Medicaid Benefits for People with 

Mental Illnesses. Retrieved from http://www.bazelon.org/Where-We-Stand/Access-to-Services/Medicaid/Medicaid-

Policy-Documents.aspx 

2 Clark, K., & Gehshan, S. (2007). Meeting the health needs of youth involved in the juvenile justice 

system. Washington, DC: Joint Center for Political and Economic Studies, 1-27. 

3 Zemel, S., & Mooney, K. (2013). Facilitating Access to Health Care Coverage for Juvenile Justice-Involved 

Youth. Models for Change: Systems Reform in Juvenile. 

4 National Council of State Legislators (2011). Reentry & Aftercare. Juvenile Justice Guidebook for Legislators, 18-

25. Retrieved from http://www.ncsl.org/research/civil-and-criminal-justice/juvenile-justice-guidebook-for-

legislators.aspx 

5 Zemel, S., & Kaye, N. (2009). Medicaid Eligibility, Enrollment, and Retention Policies: Findings from a Survey of 

Juvenile Justice and Medicaid Policies Affecting Children in the Juvenile Justice System. Portland, ME: National 

Academy for State Health Policy, 1-30. 

6 Acoca, L., Stephens, J., & Van Vleet, A. (2014). Health coverage and care for youth in the juvenile justice system: 

The role of Medicaid and CHIP. Henry J. Kaiser Family Foundation, Washington, DC, . 

7 Blueprints Programs. Functional Family Therapy. Retrieved on July 13, 2016 from 

http://www.blueprintsprograms.com/funding/functional-family-therapy-fft  

8 EPiSCenter. Functional Family Therapy. Retrieved on July 13, 2016 from 

http://www.episcenter.psu.edu/ebp/familytherapy 

9 Multisystemic Therapy. MST – Funding & Medicaid Standards. Retrieved on July 13, 2016 from 

http://mstservices.com/resources/funding-and-medicaid-standards 

10 EPiSCenter. Multisystemic Therapy. Retrieved on July 13, 2016 from 

http://www.episcenter.psu.edu/ebp/multisystemic 

11 Seigle, E., Walsh, N., & Weber, J. (2014). Core principles for reducing recidivism and improving other outcomes 

for youth in the juvenile justice system. Council of State Governments Justice Center, 1-94. 

12 Nellis, A., Wayman, R. A. H., & Schirmer, S. (2009). Back on track: Supporting youth reentry from out-of-home 

placement to the community. Washington, DC:  Sentencing Project, 1-48. 

13 Federal Interagency Reentry Council. (2012). Reentry Mythbuster! On Medicaid suspension vs. termination. 

Retrieved from 

https://csgjusticecenter.org/documents/0000/1181/Reentry_Council_Mythbuster_Medicaid_Suspension.pdf 

14 U.S. House. 114th Congress. "H.R. 5100, At-Risk Youth Medicaid Protection Act of 2016." (Version: 1; Version 

Date: 4/28/2016). 

                                                           


