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Objectives 
• Overview of statistics for the aging population 

 
• Discuss best practices for cost containment 

strategies during incarceration 
 
• This session will focus on promising reentry 

approaches for aging and end of life offenders 
 





Profile of Elderly Prisoner vs. “Free” 
Population 

Prisoners 

• Most age quicker due to substance 
use, inadequate preventive and 
primary care prior to incarceration 

• Develop chronic illness 10-15 years 
earlier than the rest of the 
population 

• 85% have 1 chronic condition 
• 61% have two or more chronic 

conditions (Study from Texas 
System) 

• Harvard Study, 2009, compared to 
other Americans the same age 
▫ 31% more likely to have asthma 
▫ 55% more likely to have diabetes 
▫ 90% more likely to have a heart 

attack 
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Cost of Elderly Prisoner 

• In 2011, states spent $7.7 billion (20% of total 
budget) to provide health care to U.S. prisoners 
(Bureau of Justice Statistics) 

• Spending on elderly prisoners cost the state on 
average at least 2 – 3 times more than other 
prisoners.   

• In Michigan, a state study found that in a single 
year (2009) health care for inmates ages 55 to 59 
cost more than four times more than for those 
aged 20 to 24. 
 



Best practices while incarcerated for 
cost containment and providing quality 
care 

• Inpatient Stays 
• Emergency Room visits 
• Medication cost 
• Trips 
• Diagnostic testing 
• Staffing 



Medicaid Approval for Inpatient Stays 

• Medicaid Rate – $5,000 per day 
 

• During the FY 14-15, 60 % of all inpatient 
admissions were covered by Medicaid  
 

• Medicaid paid approximately $10 million  
 
 



Cost Containment for Medications  340-B Pricing  

• Costly chronic disease medications  
• Offenders 60 years of age and older typically 

require more medications 
▫ 12% on 2 medications 
▫ 27% on 3-4 medications 
▫ 37% on 5 or more medications 
Source, CDC/NCHS, National Health & Nutrition Survey  

• Current prescriptions cost $4.9 million. Same 
drugs would cost $12.7 million without the 340-
B rate 

• Savings to Louisiana DOC is $7.8million for one 
year (18,000 offenders) 



Hospice / End of Life and Palliative 

Care Programs 

 Hospice inception in 1998 and at LSP is certified 
by Louisiana Dept. of Health and Hospitals.   
 

 All other facilities have End of Life / Palliative 
Care 
 
 



What’s the  
program 

for? 

Who are  
the patients? 

Program 
Highlights 

Housing Visitation 
Changes 

Hospice 
 

To comfort 
terminally 
ill patients 
and their 
families 
during the 
patients’ last 
days. 

Patients with 
less than six 
(6) months to 
live. To 
provide help 
for the patient 
and his family 
in dealing 
with a 
terminal 
illness. 

Treatment 
focus shifts 
from CURE to 
CARE. 
24 hour care 
on Nursing 
Unit 1or 2. 
Education and 
support for 
patient 
families. 
Expanded 
visitation. 

Give up their 
housing 
assignment and 
bed. 
Primarily for 
pain and 
symptom 
management.  

 Special visits are 
given frequently 
to help the 
patient and his 
family deal with 
his illness.  

Palliative 
Care 

To provide 
comfort 
while 
supporting 
decision to 
stay in 
population 
for as long as 
possible 
 

Terminally ill 
patient who 
wishes to 
remain in 
population.   

The patient can 
stay in his 
living area 
longer. The 
patient desires 
to pursue 
aggressive 
curative 
treatment. 
 

If needed for 
respite stay 
usually 3- 5 days 
of treatment at the 
infirmary. Keep 
bed assignment.  
 

Special visits are 
given, but not as 
often as with 
hospice.  The 
family will visit in 
their usual place.  
 



Volunteers 
• Provide support 

and assistance to 
hospice and 
palliative care 
patients and their 
families.   

• The volunteers 
participate in this 
program in 
addition to their 
regularly assigned 
jobs 



Hospice and End of Life Care 

• At Angola, where 
a large number of 
inmates are 
destined to only 
be released after 
death. Inmates 
are given proper 
burials. Family 
and friends are 
allowed to attend 
along with 
inmates. 
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Re-Entry Efforts, 
Challenges and Options 



Reentry for the Elderly 

• Face obstacles and heightened complexities for 
reentry into the community 
▫ Increased rates of homelessness 
▫ Low employment ability 
▫ Community and family ties 
▫ Chronic medical conditions 
▫ higher mortality rates within 2 years for elderly 
 
www.ncib.nlm.nih.gov/pmc/articles/PMC3464842 



Evidence Based Practices for 
Addressing Health Care Needs Upon 
Release 

• Improve access to affordable health care, mental 
health and substance use treatment in the 
community 
▫ Medicaid / Affordable Care Act / Health Insurance 
▫ Veterans Administration Benefits 
▫ SSA/Disability 
▫ Behavioral Health 
▫ Housing 
▫ Communication with probation and parole staff 
▫ Same formulary as community providers 



Medicaid / Affordable Care Act / 
Health Insurance 

• Medicaid 
▫ Expansion states 
▫ Non Expansion states 

• Reinstatement of benefits 



Additional Benefits 

▫ Office of Public Health Linkage for HIV + 
offenders releasing 

▫ Veteran Affairs 
▫ SSA/Disability 
▫ Office of Behavioral Health - Pre-release 

conferencing for the most seriously mentally ill 
 

 





What Other States are Doing 
• San Francisco - Senior Ex-Offender Program (SEOP), focuses on the aging population.   

Includes transitional housing, case management, pre- and post-release counseling, 
transitional support groups, health and mental health services, access to a certified 
addiction specialist, and useful provisions such as clothing and hygiene products.  
 

• Ohio’s Hocking Correctional Facility - one-stop pre-release program providing older 
individuals with age appropriate information on housing, employment training and job 
searching skills, self-care, available benefits and educational opportunities. Managing 
the unique issues affecting geriatric populations , ensures the proper supports and 
resources available for successful reintegration, including placement in nursing homes 
when necessary.   
 

• Colorado’s Sterling Correctional Facility - Long-Term Offender Program (LTOP), assist 
parole-eligible individuals serving long sentences to transition to the community 
through structured programming grounded in peer support and restorative justice.  
Elderly prisoners who have demonstrated significant transformation while incarcerated 
are screened and enrolled in a course designed to acclimate them to the new realities of 
the outside world, including how to use an ATM, learn computer skills, and find a job. 
Successful candidates are then released to a halfway house, where they are supported by 
counselors and meet weekly with their peers to support each other in the reentry 
process.  

 
Source, The High Costs of Low Risk: The Crisis of America’s Aging Prison Population Prepared by the 
Osborne Association for: The Florence V. Burden Foundation July 2014 



Louisiana Prisoner Re-entry Initiative 

• Goal is to reduce recidivism and correctional 
costs 

• Create and validate criminogenic risk, need and 
responsivity tool 

• Regional Reentry Program – Central 
• Day Reporting Center – alternative to probation 

/ parole revocation 



Medical Releases 

• Most states have released offenders  
• Key barriers include  
▫ Shortage of nursing home spaces for such offenders 
▫ Many older and infirm prisoners were convicted of 

violent crimes or sentenced under habitual-offender 
laws   

▫ Opposition among policymakers and the public to 
the concept of medical or geriatric parole 



Medical Releases 

• Identify offenders  with  terminal medical 
conditions, or with significantly limited mobility  

• Use evidence based practices, to identify 
offenders who do not pose a high risk to public 
safety and where public purpose is best served 
by providing high acuity of medical care in a 
non-correctional setting 



Questions / Comments 
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Objectives

Overview of statistics for the aging population



Discuss best practices for cost containment strategies during incarceration



This session will focus on promising reentry approaches for aging and end of life offenders

































Two things can happen to elderly offenders.  They will either be released back to the community or die behind bars.  
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It is estimated that the number of adults over the age of 50 comprise 8% of the state prison population and 17.5% of the federal prison system.  



The total state prison population in custody declined 2% in 2012.  Which shows that all states have made progress in re-entry efforts. 



In 2013 the number of state and federal prisoners 55 or older continued to grow rapidly 

     according to the Bureau of Justice Statistics.  

This is the fastest Growing Population with the most challenging to manage their health care needs and re-entry efforts.



Older offenders equals greater expense
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Profile of Elderly Prisoner vs. “Free” Population

Prisoners

Most age quicker due to substance use, inadequate preventive and primary care prior to incarceration

Develop chronic illness 10-15 years earlier than the rest of the population

85% have 1 chronic condition

61% have two or more chronic conditions (Study from Texas System)

Harvard Study, 2009, compared to other Americans the same age

31% more likely to have asthma

55% more likely to have diabetes

90% more likely to have a heart attack





































Elderly is defined as 50 in corrections. National Institute of Corrections (NIC) define older inmates as 50 years or older.  Bureau of Justice Statistics uses age 55.  

Varies by stat



80% of older adults have 1 chronic condition

50% have 2 or more

e. 
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Cost of Elderly Prisoner

In 2011, states spent $7.7 billion (20% of total budget) to provide health care to U.S. prisoners (Bureau of Justice Statistics)

Spending on elderly prisoners cost the state on average at least 2 – 3 times more than other prisoners.  

In Michigan, a state study found that in a single year (2009) health care for inmates ages 55 to 59 cost more than four times more than for those aged 20 to 24.

































Main Drivers of Health Care Costs

Population

Age

Health status of inmates

Prevalence of disease and mental illness
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Best practices while incarcerated for cost containment and providing quality care

Inpatient Stays

Emergency Room visits

Medication cost

Trips

Diagnostic testing

Staffing































20% of corrections total budget is spent on healthcare

The distance of prisons from hospitals and other providers.

The prevalence of infectious and chronic diseases, mental illness, and substance use disorder among inmates.

An aging inmate population.

Staffing – nothing we can do about this cost.  Can use cost containment strategies in other areas
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Medicaid Approval for Inpatient Stays

Medicaid Rate – $5,000 per day



During the FY 14-15, 60 % of all inpatient admissions were covered by Medicaid 



Medicaid paid approximately $10 million 



































Louisiana is a non expansion state. 

Eligibility Determination

Age 65 or older

Blind

Pregnant

Disabled according to SSA disability criteria

What is covered for incarcerated offenders:  

inpatient stay >23 hours

Not sure what the rate is in other states but it is approximately $5k in LA

This covers everything, unallowable charges are built in to the system (MD fees) 

Medicaid has a robust Case Management, offenders are released as soon as medically possible, and this is great for public safety.

In addition to this rate you have the security costs.
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Cost Containment for Medications  340-B Pricing 

Costly chronic disease medications 

Offenders 60 years of age and older typically require more medications

12% on 2 medications

27% on 3-4 medications

37% on 5 or more medications

Source, CDC/NCHS, National Health & Nutrition Survey 

Current prescriptions cost $4.9 million. Same drugs would cost $12.7 million without the 340-B rate

Savings to Louisiana DOC is $7.8million for one year (18,000 offenders)































Requires drug manufacturers to provide outpatient drugs to eligible healthcare organizations/entities at significantly reduced prices

Average savings 60%

340-B works due to; rising drug costs, aging population, increase in the number of prescriptions.

More costly medicines for cancer drugs, Humira, psychotropic, etc.

Established relationship with the 340B Health Care Center



Must be seen by that entities’ employed or contracted physician



Care is consistent with the entities’ federal funding



Examples of savings.

340-B Rate	 	Without	Savings

0.37 Baraclude	1,178.02	over $1700.00

$468(Lupron)	$3342	over $2800.00		
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Hospice / End of Life and Palliative Care Programs

Hospice inception in 1998 and at LSP is certified by Louisiana Dept. of Health and Hospitals.  



All other facilities have End of Life / Palliative Care
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				What’s the 
program for?		Who are 
the patients?		Program Highlights		Housing		Visitation Changes

		Hospice
		To comfort terminally ill patients and their families during the patients’ last days.		Patients with less than six (6) months to live. To provide help for the patient and his family in dealing with a terminal illness.		Treatment focus shifts from CURE to CARE.
24 hour care on Nursing Unit 1or 2.
Education and support for patient families.
Expanded visitation.		Give up their housing assignment and bed.
Primarily for pain and symptom management. 		 Special visits are given frequently to help the patient and his family deal with his illness. 

		Palliative Care		To provide comfort while supporting decision to stay in population for as long as possible
		Terminally ill patient who wishes to remain in population.  		The patient can stay in his living area longer. The patient desires to pursue aggressive curative treatment.
		If needed for respite stay usually 3- 5 days of treatment at the infirmary. Keep bed assignment. 
		Special visits are given, but not as often as with hospice.  The family will visit in their usual place. 
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Volunteers

Provide support and assistance to hospice and palliative care patients and their families.  

The volunteers participate in this program in addition to their regularly assigned jobs

































Assist impaired offenders with activities of daily living

Screened by both security and medical.

Supervised by security and follows medical direction from medical/nursing staff.

Willingness / “BUY IN” of offenders providing care

Used for Activities of Daily Living, including:

Transferring

Toileting

Feeding

Grooming

Transport to and from multiple areas within facility.



Once selected for program training is conducted by Nursing Staff 

Training consists of 40 hours of classroom/hands on experience 

AHA BLS/First Aid 

Ongoing training is provided

Patients Rights, Ethics, Negligence, Confidentiality, 

      Abuse and Neglect, Job Stress

Basic Anatomy and Physiology

Infection Control/Infectious Disease

Basic Patient Health Needs/ADL's.

Transfer and Ambulation Assistance Training.

Care related to Dementia and Confused Patients.

Death and Dying.
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Hospice and End of Life Care

At Angola, where a large number of inmates are destined to only be released after death. Inmates are given proper burials. Family and friends are allowed to attend along with inmates.

































They have completed their sentences.
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Re-Entry Efforts,
Challenges and Options
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Reentry for the Elderly

Face obstacles and heightened complexities for reentry into the community

Increased rates of homelessness

Low employment ability

Community and family ties

Chronic medical conditions

higher mortality rates within 2 years for elderly



www.ncib.nlm.nih.gov/pmc/articles/PMC3464842































Older offenders have a higher burden of medical and mental illness.  



A Study from Washington has shown that older prisoners within 2 years of release have a similar burden of medical, psychiatric and homelessness risk factors.  If homeless unable to meet medical and mental health needs, if mentally ill unable to find housing.  It is important to address/consider all 3 when discharging elderly offenders.  



Some offenders have family support upon release, but others have lost contact (length of incarceration, crime) with families and have no home to return to.



High mortality rate in the elderly is associated with a lapse in treatment for chronic health conditions.  
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Evidence Based Practices for Addressing Health Care Needs Upon Release

Improve access to affordable health care, mental health and substance use treatment in the community

Medicaid / Affordable Care Act / Health Insurance

Veterans Administration Benefits

SSA/Disability

Behavioral Health

Housing

Communication with probation and parole staff

Same formulary as community providers































It is critical to link offender to community health services prior to release.  



Medicaid is a state managed program.  FBOP offenders are not eligible.



Housing – may require long term care, nursing home, etc.

 

P&P helpful especially with mental illness offenders
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Medicaid / Affordable Care Act / Health Insurance

Medicaid

Expansion states

Non Expansion states

Reinstatement of benefits































Released inmates are typically low income and have high health care needs, but have been ineligible for Medicaid

 until the expansion under the Affordable Care Act (ACA).

The Patient Protection and Affordable Care Act (public Law 111-148) created changes in the availability of health 

insurance by expanding coverage

It includes lowering health care costs for some individuals and expanded the Medicaid program in the states.  

The expansion in Medicaid was intended to provide health coverage for adults without dependent children (single adults) 

who were below the federal poverty guideline of 133 percent.  

This group was targeted since many were uninsured or underinsured and it is a known fact that the underinsured or

 uninsured do not access health care routinely. 

There is evidence to show that having health insurance will augment the chance of successful reentry
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Additional Benefits

Office of Public Health Linkage for HIV + offenders releasing

Veteran Affairs

SSA/Disability

Office of Behavioral Health - Pre-release conferencing for the most seriously mentally ill



























































































What Other States are Doing

San Francisco - Senior Ex-Offender Program (SEOP), focuses on the aging population.   Includes transitional housing, case management, pre- and post-release counseling, transitional support groups, health and mental health services, access to a certified addiction specialist, and useful provisions such as clothing and hygiene products. 



Ohio’s Hocking Correctional Facility - one-stop pre-release program providing older individuals with age appropriate information on housing, employment training and job searching skills, self-care, available benefits and educational opportunities. Managing the unique issues affecting geriatric populations , ensures the proper supports and resources available for successful reintegration, including placement in nursing homes when necessary.  



Colorado’s Sterling Correctional Facility - Long-Term Offender Program (LTOP), assist parole-eligible individuals serving long sentences to transition to the community through structured programming grounded in peer support and restorative justice.  Elderly prisoners who have demonstrated significant transformation while incarcerated are screened and enrolled in a course designed to acclimate them to the new realities of the outside world, including how to use an ATM, learn computer skills, and find a job. Successful candidates are then released to a halfway house, where they are supported by counselors and meet weekly with their peers to support each other in the reentry process. 



Source, The High Costs of Low Risk: The Crisis of America’s Aging Prison Population Prepared by the Osborne Association for: The Florence V. Burden Foundation July 2014































Louisiana Prisoner Re-entry Initiative

Goal is to reduce recidivism and correctional costs

Create and validate criminogenic risk, need and responsivity tool

Regional Reentry Program – Central

Day Reporting Center – alternative to probation / parole revocation































The Louisiana Justice Reinvestment Initiative 2014 will develop and implement evidence based strategies to reduce recidivism and costs.

Louisiana has taken steps to implement risk assessments through the Louisiana Risk/Needs Assessment (LARNA), but needs a tool that incorporates criminogenic needs and responsivity factors to drive case planning, reduce recidivism and reduce the prison population.  

The RNR will be developed and validated using actuarial offender data and incorporated into the DPS&C OMS system.  Development and use of the RNR tool using the “Risk, Need, Responsivity” principle to drive decision-making follows nationally recognized best practices.  The RNR will algorithm will produce a validated salient risk factor and analysis of criminogenic needs and responsivity factors for use by the DPS&C, P&P, Board, courts, local jails and DRC providers to guide decision-making and case planning efforts.  

This output will contain recommendations for conditions of release and community supervision, such as the application of therapies and interventions (e.g. addiction counseling, cognitive behavioral therapy, etc.), appropriate treatment/intervention dosages, and case plan recommendations for P&P officers. 



The empirically-based RNR tool and the data it collects will allow the Board to improve evidence-based policy, practice, and decision making, which in turn recommend interventions to address criminogenic needs and responsivity factors in order to decrease recidivism. The creation of a unified case plan will enhance collaborative partnerships between prisons, jails, and P&P to facilitate a safe transition of offenders back to the community.  



The expected result of developing and implementing the RNR tool is: 1) an increase in the approval rate of parole applications; 2) a decrease in recidivism by state offenders releasing to the community from state prisons and local jails; and 3) a decrease in revocations for technical violations through increased use of administrative sanctions, such as DRC’s.  This will generate costs savings by reducing unnecessary confinement and allow increased reinvestment in evidence-based practices that reduce recidivism, such as additional RRP and DRC sites.  The tool will be available to sentencing courts once a decision has been made to probate or incarcerate in order to inform sentencing recommendations such as conditions of probation or referral to institutional programs.  



Central Regional Reentry Program (RRP)

The DPS&C plans to establish an RRP in the Central Region of the state.  Potential participants will be identified and transferred to the RRP with sufficient time to complete the program before transitioning to work release or being discharged to parole. 



The RRP will provide participants with the pre-release preparation and discharge planning, GED and/or vocational education opportunities to appropriate participants.  Moderate and high risk offenders will receive increased program dosage through additional cognitive behavioral programming designed to target criminal thinking (e.g. Thinking for Change).  Participation in cognitive behavioral interventions prior to release, and/or referrals to post-release interventions necessary to achieve minimum program dosage, shall be documented in the participant’s discharge plan. The RRP will link participants with community resources and other service providers (i.e. medical services/mental health counseling providers, substance abuse counseling/treatment providers, etc.) to insure continuity of care and access to services necessary for success. Two valid forms of identification will also be secured for participants prior to their release from incarceration.  Finally, all participants will be assessed for potential eligibility for federal and state benefits, including permanent supportive housing.  Applications for eligible participants shall be completed prior to discharge, and appropriate referrals shall be made to connect potentially eligible offenders with the appropriate agency for a final determination. 



Alexandria Day Reporting Center (DRC)

provide these services for up to 200 offenders annually with a goal of diverting more than 60% of participants from serving the average 12-18 months offenders face after having their supervision revoked.  P&P shall determine a probation and/or parole offender’s eligibility and refer them for an initial assessment. P&P will also insure that any special conditions of supervision necessary to enforce compliance with the DRC are obtained immediately following acceptance to the program.  The DRC will provide an initial assessment and screening as part of the intake process, to include the use of an evidence-based criminogenic needs assessment instrument approved by DPS&C to determine the type and frequency of services needed by the offender.  The DRC shall conduct this assessment again prior to discharging participants to inform P&P and DPS&C of the participant’s progress and the impact of the program.

The DRC program length and frequency of required attendance (dosage) will vary by participant based on the level of risk and need, as well as progress in achieving case plan milestones.  A minimum of five (5) hours of structured programming per day will be offered and participants shall attend as determined by level of risk and need.  DRC personnel shall receive training and/or technical assistance as necessary by the DPS&C or other appropriate entity. Participants will have periodic drug screens as determined by their case plan.  The DRC will also provide enhanced case management and supervision to address the needs of the offender.  Participants will receive structured programming with individualized reporting requirements based upon the risks and needs of the offender. The DRC will actively seek community involvement for reentry preparation and will support and encourage the involvement of qualified participants in preparation activities.
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Medical Releases

Most states have released offenders 

Key barriers include 

Shortage of nursing home spaces for such offenders

Many older and infirm prisoners were convicted of violent crimes or sentenced under habitual-offender laws  

Opposition among policymakers and the public to the concept of medical or geriatric parole
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Medical Releases

Identify offenders  with  terminal medical conditions, or with significantly limited mobility 

Use evidence based practices, to identify offenders who do not pose a high risk to public safety and where public purpose is best served by providing high acuity of medical care in a non-correctional setting































Compassionate Release – granted by the Secretary for the Department of Corrections.  Excludes those sentenced to death, for palliative or medical care when the offender is diagnosed with a terminal illness and death is expected within 60 days. 



Death penalty, or who has been sentenced to 1st and 2nd degree murder are not 

eligible for medical parole



terminal illness or permanently disabled (unable to engage in any 

substantial gainful activity by reason of any medically determined physical impairment which 

results in death or permanently or irreversible.  

Nursing home placement – requires funding.  

DOC works closely with Probation and Parole and the Nursing Homes / NH Association for discharge

Planning

Clearly defines " permanent incapacitation" by providing objective definitions used commonly to measure disability.

Defines " terminal illness" by stipulating a threshold for the life expectancy

It provides for the language that the medical condition is only one of the factors before making a decision. 

Evidence based criminogenic risk assessment criterion 

Parole Committee perform a thorough risk assessment is done to determine the risk to public safety.

Medical parole to low risk offenders efficiently

Classification, security and then warden  considers other significant non medical factors before making the recommendation. 
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Questions / Comments
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