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Tajan: Hello everyone and welcome to today's ACE TA Center webinar. I am Tajan 

Braithwaite Renderos. I am the ACA Center's project manager and a 
consultant here at JSI. I apologize to all of you. We're having some technical 
difficulties establishing this call, but we are here. I want to tell you a little bit 
about our goal here at the ACA Center especially for those of you who are 
new to us. Our goal is really to help limelight program grantees and providers 
enroll diverse clients, especially people of color in health insurance coverage. 
 

 Today our presenters are going to describe the unique enrollment challenges 
and barriers to care that recently incarcerated people living with HIV are 
facing, like lack of awareness of coverage termination after release, or 
unfamiliarity with the limelight program, service delivery system and of course 
balancing the needs for healthcare with other really pressing needs, like 
housing and employment. Our presenters will also provide concrete 
strategies that you can help improve transition timing, engagement and 
enrollment at several levels including the state level, the program level, and 
the client level. At the end we'll have time for your questions. 
 

 Today's presenters include Karen Schneider from JSI, Jean Schexnayder 
from the Louisiana Department of Health and Hospitals and Darren Stanley 
from Philadelphia Center of Shreveport. Jean is a Corrections specialist at 
the Louisiana Department of Health, within their STD and HIV programs. 
She's been working in the HIV field since 2003. First as the limelight program 
case manager with the local community’s organization and now as a 
Corrections specialist with the Louisiana Department of Health since 2008. 
 

 Darren is a case manager that comes from Philadelphia's Center of 
Shreveport. Prior to that he worked, The Providence House, which is a 
homeless family transitional assistance program. Darren holds a Master's in 
Human Services with a focus on family counseling and intervention. 
 

 Finally, Karen is the ACA Center's senior evaluator and a senior research 
scientist at JSI. She has 12 years’ experience working as a methodologist in 
statistical consultant on several national, state and local projects as well as 
providing data related technical assistance including many focused on HIV 
service delivery. 
 

 We're really pleased to have these presenters with us today and this webinar 
was really created in response to your feedback. We take your feedback very 
seriously and are really covering this content in response to the need that we 
heard from you to learn about and understand more about we can better 
connect recently incarcerated people living with HIV to health coverage and 
care. You maybe noticed that we scheduled 90 minutes of today's session 
and that's because there is so much content for us to cover, we'll try to spend 
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about an hour on the actual presentations and then we'll spend around the 
final 15 to half an hour taking questions. Within a week or so, we'll send a 
written summary of all the questions and answers that were posed by our 
participants. I encourage you to submit your questions. Now, you can submit 
your questions at any time during the webinar using the chat feature. We'll 
stop at the end, again, to go over the questions that have come in. 
 

 We're going to get started with a few quick polls. It's an interactive webinar, 
so we do have poll questions throughout the webinar. We're going to start 
with a couple of easy ones just to get you warmed up. We want to find out 
how many of you are new to us and how many of you have attended a 
webinar with us before. I see that many of you are already jumping in, but the 
question is have you been on ACA Center webinar before? Yes or No? I'm 
going to give you another 30 seconds before we close. All right. We're going 
to close that poll. It looks like it's close to half and half. It looks like at least 
55% of you have been on a webinar before with us. Around 45% of you are 
completely new to us. Welcome. We have a lot of resources to share with 
you, including this webinar and some others that we'll get into later on in the 
call. 
 

 Now we'll jump on to our second audience poll question. This one is what is 
the biggest challenge you face connecting recently released people living 
with HIV and health coverage and care? Is it that there's a lack of trust in the 
system? Is it concern about stigma, or disclosure of their status? Is it that 
folks are unaware of coverage termination or is it being released in to this 
post ACA environment and the newness of that that's posing a challenge? Is 
it that folks are new to HIV or the Ryan White Program services or might it be 
competing priorities like housing needs, job needs? If you have any other big 
challenges, please feel free to chat them out to us. You guys have thirty more 
seconds to put in your responses. We're going to close this poll right now. 
These results are pretty significant here. It seems that most of you, at least 
half of you are stating that competing priorities like housing, employment 
needs are really posing the biggest challenge that you face when connecting 
people with coverage and care. With the rest of them running around 20%, 
including lack of trust in the system, stigma issues, lack of awareness on 
coverage termination, and them being new to the limelight program and it's 
services. 
 

 Thank you for participating in these polls. Again, this is an interactive 
webinar, so we're going to have a few other polls throughout the 
presentation. Now what I'm going to do is turn it over to Karen who's going to 
provide us with the background of the impact of incarceration nationally and 
the implications that that has for people living with HIV. Karen. 
 

Karen: Thanks Tajan and thank you everyone for joining today's webinar. The 
incarceration rate of the US is the highest in the world. Even though the US 
represents only about 4% of the world's population, it houses nearly 25% of 
the world's prisoners. In other words, one in 25 people in the world lives in 
the US and one in four of the world's prisoners resides in the US. Between 
June 2013 and June 2014, there were about 11.4 million people in jail. Jails 
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are facilities that house inmates who are awaiting trial as well as those 
convicted of misdemeanors, who are serving sentences of less than a year. 
In most states, jails are run by counties or cities. 
 

 In addition, state prisons house another 1.4 million on a typical day. Prisons 
are state or federal facilities that incarcerate convicted inmates serving 
sentences of more than a year. That is a total of almost 13 million 
incarcerated individuals. One in seven people living with HIV passes through 
the criminal justice system and the number of people living with HIV in 
prisons and jails is three to five times higher than the surrounding 
communities. Also, incarceration and HIV are both disproportionately 
common among poor people and people of color. Both share high rates of 
behavioral health conditions. 
 

 What are the health needs of the incarcerated population? Incarcerated 
individuals are often dealing with an array of behavioral and physical health 
conditions, including PTSD and trauma, mental health issues, substance use, 
repercussions of violence and chronic conditions including HIV. For example 
about 12% of the general population is dealing with substance dependence, 
while 68% of jail inmates had a history of substance use disorders. 
 

 Similarly, the number of jail inmates with serious mental illness is much 
higher. In this figure the blueish bars show the general population and the 
orange bars shows jail inmates. As you can see, compared to the general 
population the prevalence of serious mental illness is four to five times higher 
for incarcerated men, the two bars on the left, and six times higher for female 
jail inmates, the two bars on the right. 
 

 As many of you know the HIV care continuum outlines the steps or stages of 
HIV medical care that individuals go through from initial diagnosis to 
ultimately achieving viral suppression. It shows the proportion living with HIV 
who are engaged at each stage. There are many challenges in getting to 
each of these steps, especially for people that have been incarcerated. 
Which in itself can adversely affect a person's health outcome. The care 
continuum on this slide is for the US overall in 2015. 80% of people living 
with HIV knew their status. 62% were linked to care. 41% retained in care. 
36% were on ART and 28% were virally suppressed. This continuum can 
also be calculated for specific populations and sub populations to identify 
gaps in HIV services and disparities in access. 
 

 The next slide will show the role of incarceration as people go through these 
stages. How does incarceration impact individual's engagement in HIV 
medical care? This chart shows the US average presented in the previous 
slide. That's the dark blue green bar to the far left of each group compared to 
the same stages of the continuum for those entering jail or prison. The light 
blue green bar during incarceration. The orange bar and after release the far 
right red bar. The continuum upon entering jail or prison is similar to the US 
average and the continuum during incarceration is actually better than the US 
average showing a higher percent linked, engaged, on ART, and virally 
suppressed. 
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 The concern lies in the disparities identified after release. Again, that's the 

red bar. Look how it dropped from 79% all the way to 36% from diagnosis to 
linkage. Only a third of recently released individuals are linked, retained in 
care and on ART. Only one in five are virally suppressed. This has 
implications for the health outcomes of previously incarcerated people living 
with HIV and for HIV transmission rates. It is imperative that more be done to 
support the engagement of people living with HIV in medical care and 
adherence after release. 
 

 One way to help people living with HIV get into care and adhere to ART is to 
ensure that they have health coverage. While incarcerated these same 
individuals have high rates of linkage and retention because medical care is 
provided by jails and prisons. However, once released, individuals have to 
figure out how to access care and pay for services on their own. The vast 
majority of individuals that are released from jails and prisons are very poor 
and uninsured and they have other immediate priorities including finding a 
stable place to live. Under the Affordable Care Act, or the ACA, many people 
are now eligible for affordable subsidized coverage. However, for recently 
incarcerated people, eligibility depends disposition status. 
 

 Let's start with individuals that are pending dissolution of charges, or in other 
words, they're being held without a conviction before sentencing or other final 
settlement of the case. These individuals are not eligible to enroll in 
Medicaid. If an individual's already enrolled in Medicaid, then they're benefits 
are either terminated or suspended, it depends on the state. Marketplace 
coverage is different. In fact, with Marketplace coverage an individual 
pending disposition can enroll in a qualified health plan or if already enrolled 
they can continue their coverage. 
 

 During incarceration, an individual is not eligible to enroll in Medicaid. If they 
are already enrolled in Medicaid before incarceration, then they're Medicaid 
benefits are either terminated or suspended. Again, depending on the state, 
which we will discuss more in a minute. This is also the case with 
Marketplace coverage. An incarcerated individual is not eligible to enroll in a 
plan and if they are already enrolled they're coverage is terminated for the 
period of incarceration. 
 

 Finally, now let's look at what happens after release from jail or prison. At this 
point, individuals can either reinstate or re-enroll in Medicaid, again 
depending on state rules or laws. In terms of the Marketplace coverage, 
individuals get a 60 day special enrollment period following their release. In 
other words, in the 60 days just after release, an individual can enroll in a 
Marketplace plan. Otherwise, if they don't enroll in that 60 day window, they'll 
have to wait until the next open enrollment period. At this point, people 
enrolled in ADAP may be eligible for additional financial support to cover the 
cost of the premium associated with the Marketplace coverage, if that 
support is available in their state. 
 

 Now let's take a poll. We mentioned earlier that states have different rules 
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about the status of individuals' Medicaid benefits with incarceration. Some 
states terminate benefits, which means that individuals lose benefits and 
have to completely start over with the application process after they are 
released in order to get Medicaid coverage. Other states suspend Medicaid 
benefits during incarceration and individuals get to go through a simpler 
reinstatement process after release. Does your state suspend or terminate 
Medicaid coverage for those that are incarcerated? Response options 
include suspend, terminate and I don't know. Please check I don't know, if 
you're not sure. I personally wasn't sure about my home states rule until I 
worked on this presentation. 
 

 Okay. We'll wait one more second. It looks like half of attendees aren't sure 
about their state rules regarding suspension or termination of benefits, about 
a third say their states terminate benefits, and 14% say their states suspend 
benefits. As you can see from the map, 16 states currently terminate 
Medicaid coverage altogether when someone is incarcerated. These states 
are highlighted in orange on the map. In other words, benefits are completely 
cut off when a person enters jail or prison and they must fully reapply at 
release to regain coverage. In the past, many states terminated eligibility. A 
federal law doesn't allow Medicaid to cover the cost of most services 
provided to people while incarcerated. 
 

 However, a growing number of states are now allowing for the suspension of 
benefits during incarceration. Suspending, rather than terminating Medicaid 
makes it easier for individuals to regain Medicaid coverage after release. This 
allows them to quickly access prescribed medications, physical and mental 
health services, and other needed care. It also reduces paperwork for state 
agencies. States that suspend Medicaid coverage are shown in green. The 
light green states only allow time limited suspensions, meaning the benefits 
are suspended for a short period of time. Typically between 30 days and a 
year. Individuals with short sentences can quickly reinstate their coverage 
once they are released. However, those who are incarcerated for longer 
periods, such as those serving time in prison, will have their benefits 
terminated and they'll need to fully reapply at release. The dark green states 
do not have limitations on suspension. 
 

 The Centers for Medicare and Medicaid Service, or CMS, the federal agency 
that oversees Medicaid, fully supports the suspension of benefits for the 
incarcerated population. Last month CMS released federal policy guidance 
on this very issue. We will chat out a link to the guidance to you now. It 
states, "Facilitating enrollment in Medicaid and supporting access to services 
following incarceration, has the potential to make a significant difference in 
the health of this population and an eligible individual's ability to obtain health 
services that can promote their well being. Such enrollment will also help 
individuals with disabilities obtain critical community services to avoid crises 
and unnecessary institutionalization." 
 

 Why is it important to make it easy for the incarcerated population to regain 
or get coverage after release? It is a domino effect that ultimately impacts 
their health. Gaps in health coverage or lack of coverage at release for 
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people living with HIV can lead to gaps in HIV care and challenges with 
medication adherence for HIV and other health conditions, which ultimately 
can lead to poorer health outcomes. 
 

 What do these poor health outcomes look like? People living with HIV who 
are released from jails and prisons are particularly vulnerable during their first 
year of release. Studies have found high rates of sexually transmitted 
infections including chlamydia, gonorrhea, and syphilis in the first year post 
release. Further, recently incarcerated people have been found to be 
frequent users of emergency department services and inpatient psychiatric 
services during this time. People living with HIV who have access to 
continued medical and mental health services post release are less likely to 
return to jail or prison and they also have lower rates of death, illness, and 
HIV transmission and coverage supports this access. 
 

 Now I have the pleasure of introducing two individuals who work tirelessly to 
provide access to coverage and care for people living with HIV released from 
Louisiana jails and prisons. Jean Schexnayder is a Corrections specialist with 
the state of Louisiana STD HIV program and Darren Stanley is a case 
manager for the Philadelphia Center in Shreveport. Jean and Darren worked 
together on a HRSA-funded  SPNS grant to link people living with HIV 
recently released from prisons to Ryan White case management. Jean will 
provide the state perspective, while Darren will share his experience as a 
case manager. I'm sure many of you will have questions, so please feel free 
to enter your questions into the chat box at any time. We will provide 
responses to your questions after the presentations. 
 

Tajan: Jean? 
 

Jean: Good afternoon, my name is Jean Schexnayder and just to give you a little 
background of what goes on in Louisiana, our big news here is we have 
recently expanded Medicaid. Starting July 1st we have more individuals who 
are now eligible for Medicaid. Also in Louisiana there is estimated to be about 
19,000 persons living with HIV and about 1,300 new cases at the end of 
2013. Also, Louisiana has the great title of being the highest incarceration 
rate in not only the US, but also in the world. When this program was started 
back in 2008, there were 11 state prisons. As of today there are currently 
nine. It'll update when an individual enters the prison system, their Medicaid 
is suspended, but if an offender goes to the hospital and is in inpatient care 
for more than 48 hours, their Medicaid becomes active again and Medicaid 
will cover that hospital stay. At this time it is estimated that we have about 
500 individuals who are HIV positive who also are incarcerated. This does 
not include individuals with a life sentence. This is just individuals who have a 
release date. Those are the individuals that we work with. 
 

 Before we had a Corrections specialist, how individuals who were being 
released from state prisons, how they were linked into care was, there was a 
collaboration between the Ryan White case management agency and the 
region that the prison was located in. That case manager really relied on 
medical to let them know when an individual was being released so that that 
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case manager could go to that facility, meet with the individual, figure out 
where they're going and get them linked into care. The problem with this was 
medical knows who is positive, but doesn't always know release dates. 
Records know release dates but they don't know who's positive, so 
individuals were being released who we were missing. 
 

 Starting in 2008 we started, the Louisiana Department of Public Health STD 
HIV program started doing medical release planning for the Louisiana 
Department of Corrections. In 2013 the state of Louisiana received the SPNS 
grant and at that time we were able to hire a second Corrections specialist. 
Now we have two individuals who are doing this and we have divided up the 
prisons. One individual works in four prisons and I currently work in five 
prisons. We easily work with about 150 clients each year. 
 

 One of the challenges that our client face with, most are uninsured and not 
only uninsured before but also uninsured upon leaving. The majority of our 
clients also are aware of their status before they go into prison. In 2009 the 
Louisiana Department of Corrections started doing opt out testing upon 
intake. They work really closely with our prevention department on testing. In 
Louisiana individuals go through two intake facilities, so the majority of 
individuals who go into the DOC are tested at one of two facilities. The 
problem we find is that our clients upon release from DOC, especially those 
who were diagnosed had a hard time understanding exactly how the care of 
HIV works. Not only are they dealing with HIV, but also we have mental 
health, substance abuse, trauma and chronic conditions. 
 

 Before an individual is released, one of our big accomplishment, before an 
individual is released HRSA said that we could start providing services to an 
individual 180 days before they're released. What we've done is, we have our 
huge cheerleader support system is the medical director of the Louisiana 
Department of Corrections. If there's something we need, he is usually, "Let's 
get it done for them." In order to figure out who we were able to work with, 
every month we get a list from each medical facility, a list of who is HIV 
positive and we have created a database with individuals' names. DOC has 
also given us access to their database, so we're actually able to look up and 
see when an individual's release date is. Release dates are constantly 
changed and so we are constantly updating our database with individuals 
and their release dates as they change. 
 

 Before we got the SPNS grant, when an individual was released, we 
basically sent the referral to our Ryan White case management saying, "Hey, 
this individual is being released on this day and he'll be coming to your area." 
Because of the SPNS grant, we are now able to access the telemed 
equipment that's in each DOC facility and we are now able to schedule and 
conduct a video conference for our clients with the case management agency 
that they are going to. It's been very informative for our case managers to 
know exactly what our clients are going to be facing when they get home. 
Another thing we do, is we really work with our clients as far as their 
understanding of what HIV is. What is CD4 count? What is a viral load? How 
do the medications work? Another thing we found is the majority of our 
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clients who leave DOC have a very high CD4 count and an undetectable viral 
load. 
 

 At release, our main goal upon release is for our clients to be linked into 
ADAP. Before we were doing medical release planning, our clients would be 
released, they may have some medicine, they may have a prescription, but 
where do they get that prescription filled, especially for someone who was 
diagnosed in DOC, they did not know where to go to get those prescriptions 
filled. Our goal is to have a client ADAP application approved upon the day of 
their release. We also link them to medical care. We get medical records 
from the facility to the clinic that they are going to. Each facility is a little bit 
different as far as how much medication an individual is released with. Our 
clients are released with anywhere from a 14 to 30 day supply of 
medications. What we've been able to do is upon an individual's release we 
are able to get hard copies of their prescriptions. Once their ADAP 
application is approved, we will get those prescriptions to the pharmacy that 
they've selected and at that time the pharmacy will fill them through ADAP. 
That way the individual is not running out of medications between the time 
they're released and the time they see the doctor, because sometimes it 
takes more than 14 days for a client to see a doctor. 
 

 We're also working with DOC, right now, to create a policy because right now 
there's some that are released with 14 days and some are released with 30 
days. We want to have a policy with DOC, that everybody's being released 
with the same. 
 

 After an individual is released, we refer them to ADAP medical care and case 
management. Especially for individuals who was diagnosed in DOC, just 
getting out of DOC and trying to figure out, "Where do I go for that? What do I 
do? How do I get into medical care?" We really stress that case managers 
really help individuals, especially for those road blocks that our clients face. 
We also let our clients know that they have that 60 days to link into care, that 
knows they're release is considered a life changing event and at that time 
they're eligible to enroll into health insurance. We really stress that that's 
something that they're case manager can do on the outside. 
 

 For our program, we give our clients 90 days to link into care. The two things 
we're looking at is, for medical, we consider linked into care that they had 
labs drawn and for Ryan White that they had an intake complete. Again, that 
90 days, because we understand that upon release there's other priorities 
sometimes that take place. Checking in with parole officers, and 
reestablishing connections with family. 
 

 We would not be able to do what we're doing in DOC if it was not for the 
support from the medical director of the Louisiana Department of Corrections, 
Dr. Singh. When we went to Dr. Singh and said, "Hey, this is what we're 
finding." He said, "Whatever you need to do, let's get it done." Dr. Singh has 
been our biggest cheerleader. We've been able to really engage with clients 
prior to being released. Also a lot of our clients are diagnosed in DOC and 
they're not sure what medical terms are. We're really able to talk to an 
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individual and explain to them what actually is a CD4 count. What is a viral 
load. 
 

 Then, also we want to make sure that they maintain viral suppression post 
release, again, by making sure that they are linked to ADAP upon their 
release. Once the individual is released, we really want them linked into case 
management. One of the case managers that I work really closely with is 
Darren Stanley. He is in the Shreveport area near the third largest city in 
Louisiana. Darren, I'm going to let you go from there. 
 

Darren: Greetings everyone. As she said, I'm Darren Stanley and I am a case 
manager here in Shreveport Louisiana. The Philadelphia Center is the 
organization that I serve. Our primary mission statement is to empower those 
who are infected by HIV and AIDs and provide them with the service 
education they need to be able to do battle with the virus. We don't just stop 
with the client themselves. We also offer counseling and education to the 
family members as well. We believe that a strong support system will allow 
the clients to do their best battle routines with the support of their family and 
friends. I do my best to assure the client that they're not walking through this 
situation alone. 
 

 It is my professional opinion that we look at the stats and the polls that the 
biggest challenge to HIV and reducing the infection rate is stigma. The 
stigma and the fear of client disclosure prevents the client from even coming 
to the service centers for support. It prevents the clients from applying for 
jobs. Often if a client has a job, they won't even apply for the medical benefits 
at their jobs. Stigma is a beast of a barrier. I can't describe it any better than 
that it is a beast of a barrier. I suggest that every case manager and every 
service provider do some in depth studies on the effects of stigma on HIV. 
Clients are afraid to even order medication due to the stigma. There's even 
barriers on where to have the medication delivered, due to the stigma. When 
you add stigma to the continuum of care, those numbers, you start to wonder 
just how high they really should reflect, rather than what we actually see. 
 

 Competing priorities is another big barrier. A lot of case managers, our 
primary objective is to reduce the infection rate and make sure the client is 
medically adherent to the HIV anti-viral medication and going to their 
appointments. Often housing is more important to the client. Employment is 
more important. Seeing the parole officer is a priority. The priority is not 
always what we think they should be. I've learned as a case manager that we 
have to find a way to help that client adjust their priorities, while at the same 
time, making them to care at keeping them make their care. 
 

 I think the third largest barrier is probably the disengagement from case 
management. Often when these guys or ladies get out of prison, they have 
fears or concerns and once those fears and concerns subside a little bit they 
tend to drift away from care. I think as my job as a case manager to make 
sure that I embrace the clients needs that their concerns, make them my own 
to a professional degree, while trying to keep them engaged with the HIV 
medication and treatment adherence through education. 
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 I try to use very simple allegories, if you will, to help the client understand 

what HIV is. I've learned that the more that the client understands HIV and 
what it does to their body, the more likely they are to stay engaged with the 
treatment. The examples I like to use, especially for our clients coming out of 
prison, is I use, if you look at the bottom right hand side of the screen, you 
see police cars. The police cars represent the CD4 count. The good cells, the 
good cops that protect your body. The upper left hand corner you see the 
mob there, and their goal is to attack your body and to destroy your body in 
different ways. The more good cops, CD4 count, that you have, the higher 
your count is, the more apt you are to keep that mob away from you. What 
the antiviral medication does, this is what I tell the client, is it also reduces the 
size of that mob, while at the same time strengthening your police force that's 
protecting your body. 
 

 I found that those simple types of allegories helps the client understand why 
it's important to take your medication. The medication does more than just 
keep you well. It lowers your viral load and it improves the CD4 count and it 
also keeps the bad cops, where the virus may replicate and look like a good 
CD4 cell, but it's really not, that allows the mob to come through. It also 
keeps the virus from replicating CD4 cells. That's the type of allegory I 
choose to use when I talk to the client or describe to the client what's 
happening to their bodies. 
 

 Relationship building is a real big deal. I think every case manager out there, 
and every therapist out there will tell anyone that establishing rapport with our 
client is a top priority. Sometimes, in a lot of cases, once the client trusts you, 
then they'll trust the system and they'll become medically adherent to the ant-
viral drug routine regiment, as well as going to their appointments. You can 
only establish so much rapport through the video conference. That's why it's 
important to find out, if you can, through motivational interviewing, what's 
important to that client. Also establish firm dates when they get out to come 
meet you. I don't care to have a client be out of the system more than a week 
and not come see me. Again, their priorities are different and they may even 
change when they get out of prison so it's really good to have a firm date 
established when they first get out of the prison system. 
 

 It's also important for us as case managers to understand every aspect of 
HIV. We have a moral and ethical duty to understand stigma, understand the 
job market, understand the housing market, the availability for housing. We 
should network with all the different non-profit organizations out in your area, 
so you understand what resources that are available to you to help that client 
make a transition from prison into the civilian population. I would also like to 
say that their priorities, again I know I've said it once and I'll say it again, their 
priorities are not always what our priorities are. If a client is in need of a job, I 
provide them with resume and cover letters. I sit down with the client, 
interview them, find out what their strengths are, what their weaknesses are 
and I tailor make a resume to help them. I also will partner them up with other 
agencies like Goodwill, and Rescue Mission, local places to help that client 
address their concerns. 
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 The ADAP application is very complicated. I've been filling that thing out now 

for three years and as many times I filled that application out, it still tends to 
be a little complicated. When the client is released, Jean has already 
completed that process form. Every six months, their application has to be 
updated in the state of Louisiana. It's important that I don't allow the client to 
be overwhelmed by looking at that application and drifting away from care. I 
make it my responsibility to sit down with that client and complete the 
application. If they try to do it themselves, which that rarely happens, then I 
allow them to do it themselves. If they can't, I complete the application with 
them present so they can see that the application is not bigger than they are. 
 

 When a client doesn't have health insurance, ADAP pays for their medical 
care. Also, the Marketplace allows us to drop in and find affordable 
healthcare for that client. The State of Louisiana through the ADAP program, 
will pay for that coverage. Marketplace enrollment's very important. If you 
don't know how to manipulate the Marketplace insurance, navigate through 
the insurance through the Marketplace, you really need to take some 
courses. There are courses out there you can take to learn how to 
manipulate that environment. 
 

 It's very important also to make sure that the client understands that it's their 
responsibility to check the mail, because when these applications expire, or if 
there's some follow up information required from the Marketplace, the client 
will be contacted and not the case manager. That's part of the new laws out 
there. It's important to communicate with the client to stay on point with 
registering with the applications. 
 

 Case managers really need to understand the importance of supporting their 
clients. The education piece cannot be overstated. I really believe, through 
my experience, that the quality of a client's care is proportionate to their 
knowledge of HIV. It's really important that the client and the case manager 
gets the client all the education support they can give them. 
 

 Also, coverage and care for other non-HIV related health problems. Many of 
our clients suffer with diabetes, cancer, and other diseases that rival the HIV. 
It's also important to be able to link them with the healthcare systems that 
they need to take care of their diabetes and other situations. Medical 
coverage through the HAP covers HIV medication only. Anything outside of 
that is up to the case manager to troubleshoot that and help that client 
navigate through those type of difficulties and those barriers. Even 
transportation can be a barrier for staying with the care, especially in the rural 
areas. The case manager needs to be aware of what Medicaid transportation 
might be available. If a client is not eligible for Medicaid, what Ryan White 
fund available transportation. You really need to be on top of the 
transportation aspect particularly those in the rural areas. 
 

 Getting the client linked to things like pain management becomes also 
important as well. Medicaid provides access to non medical needs, well if 
they're not eligible for Medicaid, as a case manager you have to find out 
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through the other networking, what you can do to get that client from their 
home to their medical appointments, because if they're not able to take care 
of their diabetes, their cancer, or whatever situation they're having. If they 
don't have Medicaid then it's really up to the case worker to make that 
happen. 
 

Karen: Thank you Jean and Darren, for telling us about the work that you do. Now 
let's do another audience poll. Which of the following strategies would you be 
most interested in implementing at your agency. The response options are 
pre-release relationship building, training case managers in behavioral 
health, starting enrollment of clients in benefits as part of discharge planning, 
referring clients to Ryan White programs for care before release and if you 
have an other response, please type it in to the chat box. Okay. We'll wait 
one more second. It looks like close to 40% of attendees are interested in 
pre-release relationship building. Benefits enrollment pre-release, 36% are 
interested in pre-release referrals to the Ryan White program and 30% are 
interested in case manager training in mental health and substance abuse 
disorders. There seems to be interest across the board in the different 
strategies. 
 

 Now I will quickly summarize some of the challenges and best practices 
discussed by our presenters today, before we conclude the presentation part 
of the webinar and take your questions. Engaging and enrolling people who 
are incarcerated or recently released can be challenging. Jean and Darren 
both discussed clients lack of trust in government and systems in general 
after their experiences with the criminal justice system. This mistrust can be a 
barrier to engaging consumers in coverage and care after release. 
Individuals released may not be aware that they're coverage ended with 
incarceration and some may think that it automatically starts back up at 
release. Also, some may have started their sentences before the ACA was 
implemented, so they may be newly eligible for a variety of coverage options. 
Navigating this new environment and understanding what they are eligible for 
can be difficult and confusing. 
 

 As Jean discussed, testing is done upon entering jail or prison in some 
places. People living with HIV, that are being released, may have been 
unaware of their status when they initially entered jail or prison. This means 
that when they are released, they are unfamiliar with HIV service delivery 
system including Ryan White HIV AIDS program. They may need support as 
they learn to manage their HIV care after release and also as they think 
about how and when to disclose their HIV status. 
 

 Finally, as Darren discussed, most people are focused on the basics at 
release, like getting stable housing and employment. Healthcare may not be 
at the top of their priority list. Jean and Darren also provided a number of 
best practices that have been used in Louisiana to connect people living with 
HIV to coverage and care after release. As we discussed, states could 
decide to suspend instead of terminate Medicaid benefits and CMS supports 
this shift. Suspension is less of a burden for people to get their coverage 
started when they're released. HRSA allows state ADAP program to provide 



  
 

 

 

ACE TA Center webinar transcript | Page 13 

those being released with a short term supply of ART. This short term 
medication supply can help people stay on their regimen and keep their viral 
load suppressed, while they work on getting back into routine HIV care. It is 
also important to cultivate a statewide system or network of agencies to 
support recently released people living with HIV. In the state of Louisiana the 
STD HIV program and the Department of Corrections work together, sharing 
information and communicating to ensure a smooth transition from prison to 
community HIV medical care and to make sure no one gets lost in the gap. 
 

 It can be just as important for community based programs to develop 
relationships with Corrections. By connecting with Corrections, programs can 
begin their work with clients behind the walls and provide transitional care 
and discharge planning pre-release. HAP guidance states that clients can 
begin to receive limelight services up to 180 days pre-release. We are going 
to chat out a link to that policy notice now. Also, Ryan White programs should 
make sure case managers are trained as enrollment assistors whenever 
possible. If that's not an option, then they can develop partnerships with local 
enrollment assistors, but make sure that these enrollment assistors 
understand the coverage needs of clients living with HIV, including 
medications, preferred providers, and any financial help provided by the 
Ryan White program in their state. 
 

 Case managers work hard to build trusting relationships with their clients and 
support clients as they navigate through the health insurance and medical 
care systems. As we heard from Darren, it works best when that connection 
with case management is made before release. The transitional care or 
discharge planning process is also a great time to get started on benefits 
enrollment, including enrollment for ADAP as well as Medicaid or 
Marketplace coverage. 
 

 Case managers can also connect the recently released with HIV medical 
care as well as support services like housing and employment. They can 
provide a list of provider names, phone numbers and even accompany a 
person to his or her medical appointments. 
 

 In conclusion, improved access to coverage and care from the ACA can have 
positive long term effects on the health of recently incarcerated people living 
with HIV. Coverage is an important part of effective engagement in care, but 
by itself does not ensure accessibility and availability. The patient's ability to 
successfully navigate healthcare and social support systems requires support 
and collaboration across agencies. The ultimate goal is continuity of care for 
those people living with HIV being released from jails and prisons and the 
strategies provided by Jean and Darren during this webinar support that end. 
For more information about coverage eligibility for individuals released from 
jails and prisons, please visit healthcare.gov, also NASHP or the National 
Academy for State Health Policy recently released a tool kit that is not HIV 
specific but it does share best practices from states using a variety of 
enrollment strategies, in diverse geographic and health reform environments. 
ASPE the office of the Assistant Secretary for Planning and Evaluation 
recently released two issue briefs to help community based organizations 
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connect their clients to coverage and care. Finally the AIDS Education and 
Training Center, or AETC national coordinating resource center has some 
great resources for programs that serve criminal justice involved people living 
with HIV as well as people at risk for HIV. We have just chatted out the links 
to all of these resources to you. 
 

 Finally, this is a reference slide that provides a list of some resources that we 
used in developing this presentation. These slides are available on Target if 
you want to review the list more closely. I want to thank Jean and Darren for 
working with me these past few months and participating in today's webinar. I 
personally found their knowledge and on the ground experience to be very 
valuable in identifying client challenges and best practices. I will now turn the 
webinar back over to Tajan for the question answer period. 
 

Tajan: Thanks Karen. I'd like to invite you all to participate in our upcoming webinar 
around health literacy, health insurance literacy and consumer activation. 
That's scheduled to occur on July 21st at three p.m. We also have a basics 
of health coverage enrollment for Ryan White program clients webinar that's 
scheduled to happen August 10th at three p.m. Also, I want to encourage you 
to sign up on our mailing list so you don't miss any of our webinars, any of 
our updates to our tools, or any news that we release. We really don't send 
out too many emails, so you don't have to worry about us spamming you, just 
find out what's really important. 
 

 Also, we have a number of enrollment resources on our webpage. The link to 
out webpage is what you're seeing on your screen right now. We're also 
chatting out that link to you of where you can find the resources from today's 
webinar. 
 

 With that we're going to go ahead and begin our question and answer portion 
of the webinar. I'm going to go ahead and look at what questions are coming 
through the chat functionality. Again, don't worry if we're not able to answer 
your questions today, during this Q and A period. We will be creating a Q and 
A document that will include any questions that we couldn't answer on the 
webinar because we didn't have enough time. We'll release that to all of our 
participants within the next few weeks. 
 

 The first question that came through on the chat was, CMS issued guidance 
in April 2016 stating that Medicaid is not allowed to terminate coverage of 
Medicaid pays for inpatient fees while incarcerated, are you referring to 
termination or suspension from the Medicaid management organization? I'm 
going to ask Karen to just clarify the CMS guidance again for us. 
 

Karen: Sure. It's my understanding that federal law doesn't prevent individuals who 
are incarcerated from being enrolled in Medicaid, but many states, as I think 
we discussed, have historically terminated coverage for enrollees who 
became incarcerated and currently, I think it was 16 states still terminate 
coverage with incarceration. The rationale behind that is that it reduces 
inappropriate billing for services that are provided to incarcerated individuals, 
since only really the inpatient hospitalizations are covered by Medicaid when 
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they're incarcerated. I think Medicaid does encourage states to suspend 
rather than terminate and that terminating eligibility it really just means that 
individuals would have to completely reapply for Medicaid which can delay 
access to services upon release. I think a lot of this has kind of changed in 
the past few years with the implementation of the ACA where more 
individuals are likely covered by Medicaid before incarceration. I think the 
whole termination versus suspension of benefits is more of an issue now and 
that's why more states are moving towards suspension. 
 

Tajan: All right. The next question I'm going to do it to Jean and that is what about 
copies of their most recent lab work or medical records, does that in anyway 
expedite getting them connected with a new HIV specialist? Jean? 
 

Jean: When we send referrals, the medical records we send are most recent labs, 
provider notes. We also have access to the DOC does their labs through Lab 
Corp, we also have access to those labs. It doesn't always expedite them 
getting a medical appointment. Example, right now, we have one clinic that 
had four doctors, they're now down to one doctor. It doesn't necessarily get 
them expedited into medical care, getting those records to them. Another 
case right now, we have a doctor who's on vacation, so it's just taking a little 
bit longer to get those clients into care, but when we do send their referrals 
for medical care, we include lab work, labs, medical provider reports, but 
again, sometimes other things outside of our control is what causes those 
individuals to get delayed into care. 
 

Tajan: Thanks Jean. The following question is, do you have any thoughts or tidbits 
that you could share on how to get the medical provider treating the 
incarcerated individual to sign the medical documentation that's required for 
ADAP? What's happening for this person that asked the question is that 
currently all medical providers in their state refuse to sign as the incarcerated 
individual is not their responsibility after release. What's happening is that's 
greatly delaying the ADAP enrollment. 
 

Jean: Yeah. We had that problem too, in the beginning, but we really had to sit 
down, and I think it was because we were coming from the Louisiana 
Department of Health versus a CBO, they took us sometimes a little bit 
seriously when it's the office of public health. We explained to them, "Hey, 
you're not continuing their medical care. We're just the bridge that's getting 
them from DOC to the free world and we want to be able to keep them as 
healthy as they were when they leave her." Since that was such a problem 
not only for our clients, but the medical documentation, our ADAP program 
no longer requires that documentation. As long as they have current they are 
able to look at their labs through, I believe it's E-Heart system. I may be 
wrong, because I don't deal too much with that part of it but as long as they 
can see that, yes, this individual is in care, our program no longer requires 
the medical documentation. 
 

Tajan: Thanks Jean. I'm going to direct this question to Darren, and that is do you 
experience any coordination issues with the local county jail using local 
health department for care or prisons run by National Correctional Health 
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Organizations? If so, how did you successfully navigate those challenges? 
 

Karen: Darren? 
 

Darren: Yes. I've had some challenges a couple years ago, but I no longer deal with 
those challenges. Legwork is the key. You have to find out who runs the 
infirmaries and go meet them. I don't do case management from behind my 
desk. I think I spend about 25% of my time behind my desk doing paperwork, 
and the rest of the time I'm at a clients house or I'm networking with a non-
profit organization, with the jails. I try to put my hands and my face in the 
hand and face of those who can provide services to my clients. You got to 
get from behind your desk and go meet these people, network with them. 
Again, it's about selling yourself to the population, the community. 
 

Tajan: Thanks Darren. This is a question for both Karen and Darren, that is for 
Karen, what is the homeless rate of people that are HIV positive released 
from prison? The second part of the question is do you have a model that 
you use to help those folks get into housing? Again, the first part for Karen is 
what's the homeless rate of people that are HIV positive releasing from 
prison? 
 

Karen: I don't think there's currently national data on this, however, there was one 
study of people being released from prison to a community in Connecticut. 
With that study they found that about a quarter of the individuals were 
homeless and a little over half were near homeless, so had unstable housing. 
Obviously this is a very large and real problem facing people living with HIV 
who are being released from jails and prisons. 
 

Tajan: Thanks Karen. To Darren, I'm wondering if you can weigh in around what 
model you're using to help those people get into housing? 
 

Darren: We don't actually have a model. However, comma there's an organization 
called Hope Connections. They are the go to non-profit organization here in 
Shreveport Louisiana and they work very closely with United Way. They have 
coordinated with all the CEOs and directors of the non-profits here in 
Shreveport and they coordinate those kind of things. What we do, is we take 
our clients to Hope Connections and they manage the process. We just make 
sure the client shows up and we stay connected and walk them through the 
process. Walk through the process with them. We don't have a model per se. 
 

Tajan: Thanks Darren. Those strategies are still really helpful on the networking 
piece. A comment that came through from a participant was that it's 
interesting to know that another state has to redo their ADAP every six 
months and our project officer can bring that in and say that this is HAB 
requirement under the national monitoring standards and have HAB PCN 13-
02. I just wanted to share that comment, just to make a little note of that and 
encourage you all to make sure that that in fact happens. The next question I 
have is for Darren. That is that most of the CMSs treat HIV like a nine to five 
job. In fact, it's up to us, the peer advocacy navigators in their areas to assist 
those who reach out for help. Her question is if this is happening at the CMS 



  
 

 

 

ACE TA Center webinar transcript | Page 17 

level, I can't imagine who's falling out of care or not having the system 
support that they need, what can they do? Any recommendations that could 
speak to that question Darren? 
 

Darren: What's the question one more time? I'm sorry, I misunderstood the question. 
 

Tajan: Sure. The question says, most of the case managers treat HIV like a nine to 
five job. In fact, it's up to them, in their area to assist those who reach out for 
help and the question is if this is happening at the case manager level, 
they're saying that they can't imagine who's falling out of care when not 
having the support that they need, and what can they do? I'm thinking 
perhaps you could weigh in around what kind of groups and support might be 
available? 
 

Darren: There are case managers that I've worked with in the past and present that 
may not be as professional as they should be and they do treat their job as a 
nine to five, and they're not interested in advocacy or social change. There's 
nothing you can do with those people. I don't focus on them. You waste 
energy on those kind of employees and coworkers then you can't put the 
proper energy on your clients. I try to lead by example. If a coworker is not an 
advocate or a leader for social change, I try to make suggestions to them in a 
very polite way. There's no need to have conflict in your own house. 
 

 If you think the client really needs some support and you're that concerned, 
then that person should take that to their supervisor. I've known clients that 
were suicidal and the case manager did not seem to be very, didn't care. 
After presenting those ideas to case manager respectfully and professionally, 
I would take it to my supervisor and at that point I have to turn my focus back 
to those that I'm responsible for. Groups, it's very important to know in your 
city, in your community, who has alcohol and substance abuse groups, 
cancer groups, cancer survivor groups, domestic violence survival groups, 
sexual assault survivor groups. Find out where those groups are located, go 
meet the people that lead the groups and make it work. 
 

Tajan: Okay. Thanks Darren. The next question that came through I'm going to 
direct to Jean, and that is why do you think the incarceration rate in Louisiana 
is one of the highest in the world? Do you think other factors lead in to this 
high prevalence in incarceration contribute to the lack of trust in the system? 
 

Karen: Jean? 
 

Jean: Yes. That is part of it. Also, by the end of 2013, there was an estimated over 
50,000 individuals incarcerated in jails or prisons. When we do the follow up, 
I can send out the link to the articles that back up that. 
 

Tajan: Okay. A follow up question that came through Jean was are you also 
performing pre-release activities for clients that are leaving the regional or 
local jails, or are you just focused on the state prison system only? 
 

Jean: Right now, we're only focused on the state prisons. Part of our SPNS grant 



  
 

 

 

ACE TA Center webinar transcript | Page 18 

was to recreate what we do in local jail, county area and we realized that jail 
and prisons are really two totally separate entities. What works in prison, 
does not work in jail. The biggest thing was the turnover rate in jails. That is 
one thing we want to be able to do is how do we do what we do in prisons in 
the jail systems. 
 

Tajan: Okay. We have about one minute left in the webinar, so we have time for just 
maybe a few questions. The next one I'm going to direct to you, Jean, which 
is what is the best way to build a relationship with a prison to allow us to get 
referrals from them? They're in a one county and two state prison context 
and the county prison is short term. 
 

Jean: I guess, you need to start with who is the medical director. We're just very 
lucky that the medical director of the Louisiana Department of Corrections, he 
was a doctor at one of our facilities before he became the medical director 
and he was seeing what was going on with these guys, that individuals were 
being released and weren't linking into care and then would come back to the 
system. When we reached out and said, "Hey, this is what we'd like to do," 
he was like, "Yes." You got to start with medical, and again I think it's better if 
it comes from the state level, versus a community based. 
 

Tajan: Thanks Jean. One last question for you Darren and then we're going to wrap 
up. That is what are some strategies for continuing to engage clients in care 
when they're halfway house parole officer only allows them to search for a 
job during the day time? Any insight around that? 
 

Darren: Yes. The key is the more applications a person puts in, the more likely they 
are to find a job. Just because there's a limitation on the time of applying, 
doesn't mean that there's going to be a limitation on the availability of jobs. In 
Shreveport Louisiana, there's a place called Neighbor Ready. They will hire 
anybody, regardless of your background, and they pay daily or weekly. They 
have jobs that span 24 hours a day. If you have a labor ready type of 
organization in your area, find out who runs it, network and put your people to 
work. 
 

Tajan: Thank you so much Darren. We're a little over time, so we're going to end 
with the questions for now. I just want to remind you to keep your webinar 
window open to complete the evaluation when it pops up and to sign up for 
our mailing list if you haven't already done so. If you can think of any further 
questions after this session ends, you can always send us an email at 
acetacenter@jsi.com. I want to thank you all for your active participation. 
Have a great afternoon. Goodbye. 
 

 


