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Another story of men who mobilized as a community re-
source to model and support healthy life choices is reported
in Education Policy and Pathways. The program described
below is located in a housing project so that the boys partici-
pating in it do not have to pass through a gang’s territory to
reach it.

Project 2000 began in 1988 with men (including NFL
players, plumbers, lawyers, truck drivers, Howard
undergraduates, engineers, and bus drivers) serving as
teaching assistants one-half day per week [citation omit-
ted]. Because of its success and the enthusiasm of all
concerned, it grew into a comprehensive program that is
housed outside the schools and features a wide range of
mentoring and academic support for African American
students in grades one through 12, especially boys and
young men.”®

3. Access to School-Based Health Care

States and localities should ensure that all school-age minor-
ity males have access to school counseling and school-based
health care, which should include behavioral health services
and links to community mental health programs. High-
poverty, high-minority schools are inadequately staffed with
counselors and social workers and may even have lost staff-
ing they had in the past. While there is increasing interest

in school-based health care, the challenges of developing
backing, infrastructure and funding flows for it continue to
limit its spread. To help overcome these barriers, state and
local officials and their national associations should push for
adequate federal support for these vital services, which foster
integration of primary behavioral health care, prevention, and
early intervention into the daily routines of boys and young
men of color.

Background

This paper has already identified the value of school-based
health care in reaching out to young people to bring them
services where they are. A Community Voices Initiative
policy brief points out an additional dimension of this value:
access to mental health care. As Healthy Children in Healthy
Families reports, “[a]pproximately 20 percent of children and
adolescents have mental health disorders. Yet only 30 percent
[of those with disorders] receive treatment.””” It goes on to
say that 27 percent of visits to school-based health centers in
Denver and 21 percent of those in New Mexico in 2000 were
for mental health care. Substance abuse is also addressed in
these centers. For example, Denver centers had nearly 5,000
substance abuse counseling visits in 1999, 58 percent of them
involving families as well as students.
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The presence of counselors in schools has been recommended
as one measure to forestall or defuse student misconduct that
leads to suspension or expulsion under current zero-tolerance
policies.” “[S]chool counselors are specifically trained to
identify early warning signs of students’ mental, emotional
or developmental problems,” according to the Judge David
L. Bazelon Center for Mental Health Law.”” Counselors’
presence can foster positive school climates and can be
considered a “protective factor” in the Hawkins-Catalano

or Communities That Care model of prevention supported
by the Department of Justice Office of Juvenile Justice and
Delinquency Prevention.

The Elementary and Secondary Education Act of 1965
(reauthorized by the No Child Left Behind Act of 2001) is a
funding source for school counselors, school psychologists,
and other professionals in elementary and, at least theoreti-
cally, secondary schools. The problem is gross underfunding,.
If federal appropriations for this category of services top $40
million, funding can go to secondary schools as well as el-
ementary schools. But grants to states totaled only $11.5 mil-
lion in fiscal year 2004 and appropriations were only $34.7
million in fiscal year 2005.' It is not surprising, then, that a
proposed statutory expansion of the support has not seen any
action in Congress. Healthy Children, Healthy Families reports
that proposed legislation would add provisions to current
law for even more support to states and school districts—sup-
port to help them reach the counselor-to-student and other
ratios recommended by the Institute of Medicine. A small
new program under the current law supports integration of
schools and mental health systems; linguistically appropriate
and culturally competent services must be provided.'!

Guarding Against Inappropriate Diagnoses or Treatment:

A Word of Caution

We saw earlier that fear prevents some minority males from
seeking care. We need to return to that theme when explor-
ing mental health care. Currently, many young people with
mental health problems are not receiving care. There are too
few school personnel trained to recognize signs of mental
health problems, and the universal mental health screening
in schools and other venues proposed by the President’s New
Freedom Commission on Mental Health in 2003™ is a long
way from becoming the standard practice.'”> Nonetheless,
there is already evidence of certain questionable practices

in the use of drugs for the mental health treatment of some
children and adolescents, part of it pertaining specifically

to boys and young men. This evidence raises the issue of
whether steps to bring more school-age youth into mental

" The New Freedom Commission envisioned making comprehensive
screening and testing a routine, typical, and expected occurrence for
both adults and children in settings such as schools and primary care
facilities.



health care will have the effect of increasing the number of
cases of youth whose treatment is not adequately supported
by clinical research. At the same time that advocates promote
increased access to mental health care for young minority
males, they need to be sensitive to whether legitimate reasons
exist for caution—although not fear—on the part of parents
and youth in consenting to treatment. Advocates should push
Jfor consistent, monitored use of standards for high quality in
screening—to protect, for example, against false positives—and
in treatment—to protect, for example, against the inappropriate
prescription of drugs.

Evidence from three sources will be presented: Improving
Quality; a study of children enrolled in TennCare (Tennessee’s
version of Medicaid); and experience of a physician-psycholo-
gist in private practice. Improving Quality expresses concern
about the so-called “off-label” use that the clinical literature
reports is being made—without good scientific documenta-
tion of positive outcomes—of antipsychotic drugs prescribed
for children and teens (in general and in residential treatment
centers) who are not diagnosed with psychosis but display
other problems such as attention deficit/impulsivity, aggres-
sion, and conduct disorder.!®

The study of children enrolled in TennCare was reported

in 2004 in the Archives of Pediatrics & Adolescent Medicine.
A group of doctors at Vanderbilt University examined new
prescriptions of antipsychotic drugs for persons ages 2-18.
The doctors concluded that “[t]he proportion of TennCare
children who became new users of antipsychotics nearly
doubled from 1996 to 2001, with a substantial increase in
use of antipsychotics for attention-deficit/hyperactivity dis-
order [ADHDY], conduct disorder, and affective disorders.”'%
Although this increase was spread throughout the age group
studied, the authors further report the following: “The
increase was most pronounced for adolescents, for whom the
new user proportion more than doubled during the study
period. Adolescents had a 3.5-fold increase in new use for
ADHD/conduct disorder. During 2001, nearly 1 of every
100 adolescents in the TennCare study population became a
new user of an antipsychotic.”'®

Part of the context is that newer drugs were introduced into
the market, during the time period covered by the study
(1996-2001), that do not have some of the adverse side
effects of traditional antipsychotic drugs. While that could
justify physicians’ greater use of antipsychotics, the diffi-
culty is that the newer drugs have other side effects, including
weight gain and diabetes. Furthermore, they are being used
for ADHD—which is not what they were created for (since
ADHD is not a psychosis)—but without high-quality evi-
dence from controlled studies that the prescription of these
drugs is suitable for “community-dwelling children.”'* Not-
ing the imbalance between lack of scientific evidence for us-
ing atypical antipsychotics in this way for this age group and

substantial evidence about adverse side effects, the authors
see as urgent the need for research “to determine whether the
benefits of this expanded use outweigh the risks.”!"”

Leonard Sax, MD, PhD, is a physician-psychologist. His ex-
perience in practice was that parents would present him with
requests from their sons” schools that the boys be evaluated
for the need to be prescribed a drug used to treat attention
deficit disorder. Dr. Sax questioned whether medication was
always warranted or whether, instead, the problem was how
the boys were being schooled.'”® Ultimately, he became an
advocate for changing approaches to schooling based on new
evidence from brain science about differences in how boys
and girls learn.'®”

4. “Transformation”: The New Freedom
Commission’s Agenda

Today, there are opportunities for systemic reform afforded
by a new federal action agenda stimulated by the 2003 report
of the President’s New Freedom Commission on Mental
Health, Achieving the Promise: Transforming Mental Health
Care in America. In 2005, state incentive grants were made
available to states, the District of Columbia, and tribal orga-
nizations for mental health system transformation to improve
availability and effectiveness of services. Seven states were
awarded five-year grants totaling $92.5 million. Among the
seven are three of the 10 jurisdictions of special interest to
this paper: Maryland, New Mexico, and Texas."'* In Wash-
ington State, another grant recipient, integration of care,
reaching beyond the boundaries of the silos of community
mental health, is explicitly recognized as a change demanded
by “the vision of the transformation grant.”'!!

In addition to taking advantage of these opportunities,

state policymakers and advocates for boys and young men

of color should look to other federal activities as sources

of momentum and thought leadership (if not necessarily
funding). Already the majority of states are moving toward
evidence-based standards for treatment, following the lead of
the recommendations in the Surgeon General’s 1998 report
on mental health. /mproving Quality backs coordination or
integration of behavioral health care and primary health care
to improve the quality of all health care. A federal resource
for technical assistance with the health education and public
awareness campaigns recommended in Showing Strength is
the resource center for anti-stigma campaigns of the federal
Substance Abuse and Mental Health Services Administration
(SAMHSA) "2

Substance Abuse Services
The Boston University School of Public Health is sponsoring

a project called Join Together To Advance Effective Alcohol
and Drug Policy, Prevention, and Treatment. Join Together
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compiles news and information important to advocates and,
from 2000 to 2004, funded 28 community advocacy and
action partnerships'™ under its Demand Treatment! initiative.
Most have continued their strategies to drive up demand for
high quality screening and treatment.'" Join Together calls
Demand Treatment! an easily replicable model able to attract
federal, state, and other resources including grants from
SAMHSA’s Drug-Free Communities Support Program Coali-
tion. The model contributes to the community anti-drug
coalition movement of more than 5,000 communities.'** De-
mand Treatment! helped to spread the practice of addiction
screening, brief intervention, and referral (SBIR). Adopting
this practice, which SAMHSA grants help to foster, contrib-
utes to integrating physical health care with behavioral health
care. Demand Treatment! communities learned several lessons
about implementing SBIR, according to Join Together news

staff:

Establishing successful addiction...[SBIR] in primary-
care settings requires good training, establishing effective
liaisons between primary-care staff and addiction ex-
perts, and ensuring that youre adding as little as possible
to the staff’s existing workload.

But keeping SBIR programs going requires “buy-in”
from primary-care partners, good outcomes data and...
money, according to experts [at a local Demand Treat-
ment! meeting on lessons learned].

...[A] licensed social worker for Wishard Health Ser-
vices,” one of the community health clinics participating
in the Indianapolis Demand Treatment! project, said the
addiction professional who comes to his clinic twice a
week (for about two hours at a time) not only acts as a
resource for staff, but also can meet with clients directly.
“You need to have that connection” in order to involve
the clinic in the development of the SBIR program,
rather than imposing a screening protocol from above.'”

In addition to funding communities, Join Together has
convened national Demand Treatment! policy panels. It col-
laborated in 2002 with the American Bar Association (ABA)
on the Discrimination Policy Panel. The ABA carried the
work further, calling, for example, for a change in state insur-
ance laws that effectively bar emergency room doctors from
screening and referral of patients for alcohol problems. In

1 Eight communities are in jurisdictions of interest to this paper:
California, Florida, Illinois, Maryland, New York, and Texas.

" The reader will note that Wishard Advantage, a coverage option, is
described in the appendix.
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2005, ABA members appeared before the bipartisan House
Addiction, Treatment, and Recovery Caucus " with state-
ments opposing drug-abuse policies that discriminate and
stigmatize, such as policies that deny cash, food, housing, and
educational assistance to ex-offenders.''¢

Broad community strategies were the interest of another Join
Together panel, this one on Treatment Quality Improvement
Policy. Join Together recently convened the Blueprint for the
States Policy Panel, which is charged to consider state finan-
cial and organizational structures and policies that would
support substance abuse prevention and treatment most
effectively. One concern is that most substance abuse agencies
have lost cabinet-level status over the past 15 years (a sign of
diminished priority) although states spend millions on the
problem.

The National African American Drug Policy Coalition
mentioned earlier also has much to offer advocates for young
minority males. It seeks the reallocation of dollars from pun-
ishment to prevention and treatment, and it promotes pretrial
diversion and therapeutic sentencing as methods for combining
drug treatment with alternatives to incarceration. Three sites
where it is targeting efforts —Chicago, Baltimore, and Wash-
ington, D.C.—are in jurisdictions of interest to this paper.
“Effective treatment will reduce the number of crimes which
would otherwise have been committed by these individuals,
thus making the community safer and reducing the costs

of law enforcement and the courts which would have been
expended in connection with new crimes,” said Arthur L.
Burnett, Sr., the national executive director of the coalition,
in a 2005 press release.'"’

This paper earlier discussed a continuum of health protection
services and strategies for young minority males ranging
across medical care, public health, youth development,

A Note on Substance Abuse Intervention
and Cultural Sensitivity''8

Primary care providers need cultural competence to provide
SBIR. A project director with Community Voices of
Northern Manhattan had this to say: “It’s really sensitive.
We're dealing with an increasingly culturally diverse
minority population, with a limited number of providers
that want to understand the culture and really develop

the level of trust that would ensure clear observation and
communication in order to say that something’s wrong.”

The caucus formed in 2004 and its 2005-06 membership consists
of 78 representatives. Seven jurisdictions of interest to this paper are
represented: California, Florida, Illinois, Maryland, New Mexico, New
York, and Texas.



Youth and the Alcohol Industry'"”

“Youths who are frequently exposed to beer ads in grocery
and convenience stores are more likely to start drinking,
according to research from the nonprofit Rand Corp.,” Join
Together reports.

“The alcohol industry’s warnings to our kids not to drink
until they are 21 are buried under an avalanche of alcohol
ads that glamorize drinking,” Join Together also reports,
quoting the director of the Georgetown University Center
on Alcohol Marketing and Youth.

and community development. Information from the Join
Together Web site reinforces the concept of public health
protection from environmental factors that are inimical

to health. Whether or not they are valued by the power
structure as human beings, young minority males are
certainly valued as consumers, so protecting them from
commercial inducements to harm their health is vitally
important. Public health anti-tobacco campaigns have had
success. Public health efforts should also protect youth
against the allurements put forth by the alcohol industry (see
text box).

Commenting on a new study by university researcher Snyder
and her colleagues, the director of Georgetown University’s
Center on Alcohol Marketing and Youth, David Jernigan,
links youth drinking to the amount spent per capita for alco-
hol ads in a local market and observes that “[t]here is ample
evidence that youth across America are consistently seeing
and hearing more alcohol advertising per capita than adults
on TV and radio and in print.”"** His center stresses that the
study “conclude([s] that greater exposure to alcohol advertis-
ing contributes to an increase in drinking among underage
youth. Specifically, the analysis shows that for underage
drinkers, exposure to one more ad than the average for youth
was correlated with a 1 percent increase in drinking, and that
an additional dollar spent per capita on alcohol advertising
in a local market was correlated with a 3 percent increase in
underage alcohol consumption as well.”!*!

Co-occurring Mental Health and Substance
Abuse Problems

A Man’s Dilemma: Healthcare of Men Across America—A
Disparities Report, a 2004 Community Voices publication,
reports that “29 percent of individuals with a mental disorder
also have a substance abuse disorder, 37 percent of individu-
als with an alcohol disorder also have a mental health disor-
der, and 53 percent of individuals with a drug disorder other
than alcohol also have a mental disorder.”'*

In 2001, the Federation of Families for Children’s Mental
Health published Blamed and Ashamed, reporting findings
from a SAMHSA-funded study “to document and summarize
the experiences of youth with co-occurring mental health and
substance abuse problems and their families.”'* Interviews

or focus groups were held with 150 youth ages 13-28 and
their parents, including residents of greater Washington,
D.C.,, California, Georgia, Illinois, and New Mexico

(all jurisdictions of interest to this paper), as well as four
other states. Chosen for racial, ethnic, and socioeconomic
diversity, the young people had all lived in both substance
abuse treatment facilities and mental health treatment
facilities. Residential treatment is relevant to this paper
because, in addition to being less likely to receive mental
health treatment than non-Hispanic white men, men of
color are underrepresented in outpatient treatment and
overrepresented in inpatient treatment (where less educated
men are also overrepresented).'**

Blamed and Ashamed recommends that providers listen atten-
tively to youth and families, inform them and involve them
in decisions, and educate and prepare them for the post-treat-
ment period. Two points deserve special notice:

* “Create opportunities for youth to help others in
treatment and afterwards.”'* This is consistent
with the aim of the National Initiative to Improve
Adolescent Health by the Year 2010, namely that
health improvement approaches be inclusive,
collaborative, and innovative, and view youth
as assets. Blamed and Ashamed’s companion
recommendation to youth is to “/a/sk to mentor or
help other young people with problems.”'** (Youth are
also counseled to, inter alia, to speak out about what
they need, educate themselves about what prompts
regression, and know their own weaknesses.)

* “Focus on the length of time the youth needs treatment
instead of the length of time a family is able to pay
for services or their insurance is willing to cover it.”'*’
Another publication of the Federation of Families, in
partnership with the Judge David L. Bazelon Center
for Mental Health Law, is Staying Together: Preventing
Custody Relinquishment for Children’s Access to Mental
Health Services.'” This advocacy guide addresses a
common state policy forcing families to relinquish
custody to the child welfare system when public or
private insurance will not cover intensive mental
health treatment.

Although the recommendations in Blamed and Ashamed are
directed toward SAMHSA, a federal agency, some are rel-
evant to state policy. Funding of youth peer-to-peer outreach
and network development is recommended, for example, as is
funding of what are called “multi-stakeholder processes.” The
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tasks of these latter processes are threefold: (1) identifying in-
formation that youth and families critically need; (2) promot-
ing “collaboration between the substance abuse and mental
health systems, agencies, and providers”; and (3) developing
and disseminating “guidelines for providers to insure services
for youth with co-occurring mental health and substance

abuse disorders are fully integrated and effective.”'*

Broad State Policy Strategy

Mental health and substance-use disorders kill and impair.
Attention to disorders among the young is crucial because,

in 75 percent of cases, mental illness emerges while a person
is young, while early adulthood is a peak time for drug use.
The leading causes of death for young men of color, accord-
ing to Profile, are motor vehicle accidents, homicide, suicide,
and AIDS, and all of these are bound up with mental health
and substance abuse problems. Mental health disorders,
addiction, and risky use of substances can be detected and
effectively treated. But in our nation, the person experiencing
such a problem is more likely not to receive treatment than to
receive it. Given that the human, social, and economic costs
of these afflictions are so tragically and astronomically high,
and given the substantial know-how we have developed for
detecting and treating them, why are rates of treatment so
disproportionately low? Among the reasons we have seen are
stigma attached to mental illness; fear directed toward provid-
ers and their cultural insensitivity toward patients; discrimi-
nation against drug offenders; lack of sufficient public and
private financing for treatment; lack of sufficient training,
infrastructure, and protocols for primary care providers to de-
tect problems; and lack of sufficient numbers of K-12 school
personnel with training in mental health.

Advocates for boys and young men of color can combine
advocacy for specific policies with a push for the adoption of
strategies in three broad areas to create infrastructure, ethos,
and resources to bring what is known to bear on what is done.
Specific policies and larger strategies would be complemen-
tary. Ideas for specific policies have been distilled into the
text boxes that appear below, at the end of the recommenda-
tions for action that follow. Discussed here are three possible
priorities for strategic action to leverage change: (1) state

and local organizational structure and initiatives; (2) practice
reforms; and (3) financing.

1. Organization and Initiatives: Responsibility, visibility, and
accountability should be housed at the state level in a focal
point for supporting—and monitoring results from—a
comprehensive, multi-faceted, multi-level, and muldi-
sectorial initiative for financing and delivery of preven-
tion and screening for all, as well as early intervention
and treatment for mental health disorders and substance
abuse for all who need them. Like the National Initia-
tive to Improve Adolescent Health by the Year 2010, a
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state’s initiative should cross sectors and levels, employ

a range of approaches, engage youth, and involve com-
munity organizations and professionals. The concept of
the health protection continuum of medical care, public
health, youth development, and community develop-
ment for young minority males should be applied in the
initiative. As is typically the case with complex problems,
no single state agency has all the necessary roles, authority,
and resources. A focal point responsible for interagency
coordination may help, but accountability for producing
results is equally important. Elected officials—governors
and legislators—and the people who elect them have to
hold the person or office at the focal point accountable. To
set and enforce the standard for what the focal point is ac-
countable for, legislative caucuses and legislative hearings
should identify results sought and keep track of progress
made. With respect to the executive branch, Join Together
clearly believes that the drop-off in cabinet-level status of
substance abuse agencies has reduced responsibility, vis-
ibility, and accountability. It will be important to see what
its national Blueprint for the States Policy Panel proposes.

Advocates for young minority males can enunciate prin-
ciples about what the organizational infrastructure and
initiative proposed in this paper should accomplish. High
on the list should be responsibility for the following: (a)
focusing on boys and young men of color; (b)monitoring
and reporting need vs. treatment by age, gender, socioeco-
nomic status, geographic location, and race/ethnicity; (c)
establishing standards, training, and monitoring to ensure
cultural competence, high quality, and non-discrimina-
tion in prevention, screening, and treatment; (d) tracking
and reporting the impact of post-punishment denial to
nonviolent drug offenders of access to educational and
other benefits; and (e) seeding and supporting Demand
Treatment!-type community-based initiatives that receive
coordinated financial, organizational, policy, and technical
assistance support from state agencies.

Demand Treatment! offers a model for local organizational
infrastructure and initiative design. A virtue of combining
local organizing and action with state work is that the lo-
cal partnerships act not only as catalysts for local planning
and implementation but also as constituents and advocates
for continuing state commitment and change.

2. Practice: Mental health and substance abuse treatment
should be integrated to serve those with co-morbidities
better. Mental health and substance abuse organiza-
tions should collaborate on prevention, early interven-
tion, and treatment strategies, such as infusing mental
health support into substance abuse services. Screening,
brief intervention, referral (SBIR), and follow-up for
mental health and substance abuse problems should be
integrated into primary care, and this integration should



be supported with financing, training, evaluation, and
infrastructure. Providers must be trained and expected to
provide services in ways that are culturally appropriate to
patients. Patients must be engaged in setting direction for
their treatment and—particularly in the case of youth—in
peer-to-peer support. The venue for practice must be seen
as extending into schools, which must be staffed with
frontline mental health professionals, that is, with enough
counselors, social workers, school-based health care givers
or other helping professionals trained in mental health to
serve as the frontline for SBIR and case-following for the
nation’s school-age youth, especially boys and young men
of color. In light of research findings about trends in the
prescription of antipsychotic drugs to children, state qual-
ity standards and clear information to parents and patients
must be mandatory accompaniments to the introduction
of widespread screening.

3. Financing: Just as “location, location, location” are the top
three priorities in real estate, perhaps the three top priori-
ties here ought to be “financing, financing, financing.”

If the financing were there, many desirable innovations
would follow. As it is, financing is grossly inadequate

to meet need, much of which goes unmet. Marketplace
and public policymakers need to grasp the following: (a)
how much it costs to fail to intervene and treat; (b) how
much total public and private financing is needed to meet
the need for intervention and treatment; (c) why parity
pays; (d) how much well-supported primary prevention,
regulatory strategies, and public health communications
campaigns would cost; and (e) how much intervention
and treatment costs could be lowered, over time, by such
prevention, regulation, and communications. Finally,
these policymakers and the public need to know the direct
and indirect lifetime costs of unprevented and untreated
mental health and substance-use disorders in boys and
young men of color.

Full and comprehensive parity has long been the call of
private advocacy groups such as the National Mental Health
Association, and the Institute of Medicine has added its voice
to the call in Improving Quality. The National Mental Health
Association reports that 34 states have some form of parity
law'*® but only the laws in Connecticut, Maryland, Minne-
sota, Vermont, and Oregon are models of best practice."

The opportunities for doing business in a new way afforded
by federal HIFA waivers could be the platform for building a
comprehensive funding policy. It is, therefore, important that
some state and local voices are being heard and actions taken
with a broader perspective about financing:

* Jowa Attorney General Tom Miller has again called
for dramatic spending increases on substance abuse
treatment as the number one way the state could
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fight crime. The request for 2006, which the Iowa
House Speaker was skeptical about despite increased
revenues, was for $17 million. Among the uses
would be services to prison or jail inmates and
probationers.'?*

* In September 2005, the county mental health director
urged the Jefferson County, Washington, commission
to support a 0.10 percent excise and sales tax increase
to expand drug court programs and treatment for
chemical dependency and mental health disorders.
The director said, “All law enforcement has clearly
stated that if mental illness problems went away, that
would cut their load by half,” according to a local
news reporter.'#

* Ann Christian, CEO of the Washington State
Community Mental Health Council, reported the
following to her constituency: “The 05 Legislative
Session ended, and immediately became known as
the ‘Session of Mental Health.” Three major pieces
of mental health policy legislation, 1290, 5763 and
Mental Health Parity, were passed along with a
remarkably supportive budget, replacing $80 million
of the $82 million in lost federal funds.”'**

Recommendations for Action

* State policymakers should enact a broad strategy for
state and local organizational structure and initiatives
to leverage systemic change.

> Each state should mount a comprehensive,
multi-faceted, multi-level, and multi-sectorial initia-
tive for financing and delivery of prevention and
screening for all and early community-based interven-
tion and treatment for mental health disorders and
substance abuse for all who need them with a focus
on boys and young men of color, community-based
partnerships to build infrastructure for local systems
change, and involvement of community-based and
faith-based organizations.

> Design of each initiative should be built around the
concept of a health protection continuum for young
minority males of medical care, public health, youth
development, and community development and
should include youth engagement and standards,
training, and monitoring to ensure cultural com-
petence, high quality, and non-discrimination in
prevention, screening, and treatment.

Each initiative should seed and support community
based anti-drug coalitions (such as Demand Treat-
ment! partnerships) that (a) receive coordinated fi-



nancial, organizational, policy, and technical support
from state agencies and (b) serve as catalysts for both
local-level systemic change and state-level systemic
change.

A state-level focal point at the cabinet level should be
responsible and accountable for the initiative. It
should support and coordinate the interagency and
multi-level work and report the results, which should
be monitored through legislative and gubernato-

rial oversight. The focal point should track (a) need
vs. treatment by age, gender, socioeconomic status,
geographic location, and race/ethnicity and (b) the
impact of post-punishment denial to nonviolent drug
offenders of access to educational and other benefits.

* Further, state policymakers should enact a broad
strategy for practice reforms with the following
features:

> Continuum of services: Practice should be organized
to support an array of services in a continuum of
promotion, prevention, early detection, treatment,
and support for recovery without relapse.

> Integration: Mental health and substance abuse
services should be integrated to serve those with
co-morbidities better and to infuse mental health sup-
port into substance abuse services.

> Screening through primary care: Screening for mental
health disorders, brief intervention, referral (SBIR),
and follow-up should be integrated into primary
care. Training, incentives, and infrastructure should
support this integration. State standards for mental
health should ensure the highest quality and protect
against discrimination and detrimental labeling.

> Staffing schools for mental health support: Schools
should be appropriately staffed for the ongoing provi-
sion of SBIR and follow-up. State standards for qual-
ity and anti-discrimination should be applied in this
setting for screening also.

> Culturally competent services: Training, standards,
and incentives should support the provision of cultur-
ally competent services throughout the continuum.

> Patient engagement: Patients must be engaged in
setting the direction of their care. Especially in the
case of youth, patients should be resources for the care
of others through peer-to-peer support.
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* State policymakers should, further, enact a
comprehensive investment strategy for financing
implementation of the other strategies. The resources
necessary should be provided by:

> Facilitating reallocation (through new budget
architecture) of resources from areas such as law
enforcement, corrections and detention, adjudica-
tion, and commitment of juveniles, where savings
accrue—or are projected to accrue—to spending on
prevention, screening, and treatment, with emphasis
on community-based treatment.

> Taking full advantage of opportunities for federal
funding or matching of expenditures, including op-
portunities for HIFA waivers and EPSDT services
that are not restricted by new federal cost-saving
measures for Medicaid.

> Making it easier for local jurisdictions to reallocate
resources so they can contribute to the initiative,
in light of the savings that will accrue to their law
enforcement and other local functions from effective
prevention and treatment of mental health disorders
and substance abuse disorders.

> Drawing in private resources through the enactment
of mental health parity laws for private insurance,
modeled after laws in Connecticut, Maryland, Min-
nesota, Vermont, and Oregon. To be full and com-
prehensive, state laws should cover all mental health
disorders and all substance abuse disorders and apply
to all employers without exemption. They should also
require that mental health benefits do not have lower
annual and lifetime spending caps, lower limits on
days and visits, or higher co-payments and deduct-

ibles than physical health benefits.

* State legislators should conduct hearings and oversight
to develop and implement strategies in which the
following matters are laid out: (a) how much it
costs to fail to intervene and treat; (b) how much
total public and private financing is needed to meet
the need for intervention and treatment; (c) why
parity pays; (d) how much well-supported primary
prevention, regulatory strategies, and public health
communications campaigns would cost; (e) how
much intervention and treatment costs could be
lowered, over time, by such prevention, regulation,
and communications; and (f) the direct and indirect
lifetime costs of unprevented and untreated mental
health and substance abuse disorders in boys and
young men of color.



* State policymakers should, in addition to enacting
the three broad strategies, adopt the specific
policies proposed by advocates and experts that are
summarized in the text boxes below.

Specific Policies'*
Join Together encapsulated what policymakers can do:

* Limit alcohol advertising and promotional
activities that target young people... [A] 2000 survey
found over 60 percent of Americans support reducing
alcohol ads on television, billboards, and at sporting
events.

* Require and enforce equal insurance coverage for
drug and alcohol treatment.

* Make screening for alcohol and drug problems a
routine part of every primary care and emergency
room visit.

* Require effective treatment and continuing,
supervised aftercare programs instead of incarceration
for nonviolent drug and alcohol offenders.

* Support the work of community coalitions.
Communities that have a written strategy to reduce
alcohol and drug problems report greater citizen
involvement, more constructive public policy change,
better access to treatment, and increased diversity of
funding sources.

Specific Policies
Policy options identified in this paper include:

* Use of community-based substance abuse treatment
per a RAND study (see Juvenile Justice System section
on page 39).

* Showing Strength favors anti-stigma campaigns,
better access to prevention, cultural competence,
performance standards for insurers, workforce
diversity, support for clergy, medication policy review,
care coordination, research on men of color.

* Souls supports tailored outreach, prevention, and
early intervention; addressing suicide’s dynamics;
cultural competence; involving faith-based
organizations; fostering support groups; stigma
awareness training in communities; prevention of
substance abuse; and criminal justice system referral to
community treatment.

* Train and require authorities to choose treatment
over punishment.

* Mobilize community resources for youth self-
esteem; fund youth peer-to-peer outreach.

* Expand coverage for mental health (or other) care
through HIFA waivers.

* Fund school-based early intervention, referral, and
follow-up for mental health problems.

* Use federal grants for mental health system reform.

* Stop forcing families to relinquish custody to obtain

mental health care for their kids.

PART IV: ACCESS TO HEALTH CARE
PROFESSIONALS AND SERVICES
(INCLUDING MENTAL HEALTH) THAT
REFLECT THE CULTURAL AND RACIAL
COMPOSITION OF THE COMMUNITY

This section has four parts. First, it explores the groundwork
for action laid by the Institute for Medicine and the Sul-
livan Commission. Next, it explores ways to lower barriers
that young minority physicians encounter to actually enter-
ing practice (as opposed to entering and completing formal
training). Its third topic is designing policies to lower these
barriers. It concludes with recommendations for action.

Groundwork for Action Laid by the Institute for
Medicine and the Sullivan Commission

In Unequal Treatment: Confronting Racial and Ethnic
Disparities in Healthcare, the Institute of Medicine reported
on the lower quality of health care received by minority
patients even when insurance status, income, and other
factors related to access are controlled for. The 2003
publication recommended, inter alia, that the share of health
professionals who belong to underrepresented minority
groups be increased.”®® The problem was recently summarized
by Louis Sullivan, MD, president emeritus of Morehouse
School of Medicine and former Secretary of Health and
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“A Health System Modeled on Excellence, Access,
and Quality for All People”

The Sullivan Commission’s Three Principles'?”

1.) To increase diversity in the health professions, the
culture of health professions schools must change.
Our society is experiencing a significant and rapid
demographic shift. The culture of our nation is
changing. So too must the culture of our health
institutions. As colleges, universities, health systems,
and others examine these recommendations, they
must also examine the practices of their own
institutions.

2.) New and nontraditional paths to the health
professions should be explored. In some health
professions, it takes between 10 and 12 years to fully
educate and train a provider. This Commission calls
for major improvements in the K-12 educational
system, with the realization that the degree of
diversity in health professions schools cannot remain
stagnant while these improvements take shape.

3.) Commitments must be at the highest levels.
Change can happen when institutional leaders
support the change. In 1966, Duke University
School of Medicine was one of the last two medical
schools in the South to admit a black student. Today,
Duke University School of Medicine has become
a model of diversity and has used its leadership to
bring other institutions along a new and inclusive
path toward excellence.

Human Services, as follows: “While African Americans,
Hispanic Americans and Native Americans make up more
than 25 percent of the U.S. population, they represent only:
9% of nurses; 6% of physicians; and 5 percent of dentists.”'**
Headed by Dr. Sullivan, the Sullivan Commission was
established in April 2003 with a Kellogg Foundation grant

to identify and understand the barriers to workforce diversity
and propose solutions. Dr. Sullivan explains that it aimed

for “a comprehensive national strategy to promote diversity
through immediate and long-term interventions, long term
systemic and institutional change, and potential legislation to
sustain momentum toward diversity in medical, educational,
and policy areas...[and also sought to] examine the presence
and nature of institutional social contracts between health
professions education schools/programs and the communities
to whom they are accountable [emphasis in original].”'%

In Missing Persons: Minorities in the Health Professions, pub-
lished in 2004, the Sullivan Commission made 37 recom-
mendations founded on three principles (see text box).
The thrust of the recommendations in Missing Persons and
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Compelling Interest, as summarized in a presentation by Dr.
Sullivan, is shown in the next two text boxes.'® Also funded
with a Kellogg Foundation grant in the same time period was
the Health Professions Diversity Committee of the Institute
of Medicine. This committee’s 2004 report, [ the Nation’s
Compelling Interest: Ensuring Diversity in the Health Care
Workforce, considers strategies at the institutional and policy
levels and identifies ways to garner support for implementa-
tion from key stakeholders, including leaders in the health
professions and community members.'*!

The Sullivan Alliance: Transforming America’s Health
Professions was formed to spearhead implementation of the
recommendations in Compelling Interest and Missing Persons.
Its partner is the Health Policy Institute of the Joint Center
for Political and Economic Studies. Early signs of progress
reported by Dr. Sullivan include (1) the formation in Sep-
tember 2004 of the Virginia-Nebraska Alliance (of which Dr.
Sullivan is president and chairman) and (2) the formation in
January 2005 of the Commission to End Health Care Dis-
parities by the American Medical Association, the National
Medical Association, and the National Hispanic Medical As-
sociation.'” The Virginia-Nebraska Alliance brings together
both majority institutions of higher education and Histori-
cally Black Colleges and Universities (HBCUs) in Virginia
with the University of Nebraska Medical Center, which made
its first formal HBCU affiliation with Dillard University in
New Orleans in 2001."* The Virginia-Nebraska Alliance,

its Web site reports, “provides a multitude of academic and
research opportunities for minority undergraduate students

and faculty.”'*

From the perspective of advocates for boys and young men
of color, the Sullivan Alliance’s efforts to boost the numbers
of minority health professionals practicing in underserved
communities should both increase the health care access of
young minority males and, if implemented with this in mind,
create career opportunities for them. Advocates, then, have
an interest in backing the work of the Sullivan Alliance and
in informing implementation by stressing the importance of
special strategies—in light of the educational gender gap for
minority males—to recruit boys and young men of color into
the health professions.

Two stories about the Virginia-Nebraska Alliance help illus-
trate the challenge of males’ participation in increased work-
force diversity. First story: State Senator Benjamin J. Lambert
111, a black Virginia physician-lawmaker who has worked on
higher education funding, has been helping to recruit all the
state’s HBCUs to partner with the Nebraska university. Al-
though he knew it was true, a Washington Post article reports,
the senator was shocked to hear that “[t]he nation’s predomi-
nantly white medical schools accepted only 70 black men

in 2003.”'% Second story: Summer interns in the Alliance



What Is Needed to Increase Workforce Diversity and
Cultural Competence

From the Sullivan Commission on
Diversity in the Healthcare Workforce

e LEADERSHIP from all sectors.
e HEALTH PROFESSIONS SCHOOLS’

accountability for diversity and cultural competence of
graduates.

* ADMISSIONS POLICIES redesigned.
* MULTILINGUAL COMPETENCE enhanced.

* STUDENT AID substantially increased; more

scholarships, loan forgiveness, tuition reimbursement.
* ACCREDITING BODIES foster change.

* PRESIDENT has advisory group for national
approach.

Five Areas for Strategic Action
from the Institute of Medicine’s
In the Nation’s Compelling Interest

* Admissions policies and practices of health
professions education institutions.

* Public (e.g., state and federal) sources of financial
support for health professions training.

* Standards of health professions accreditation
organizations pertaining to diversity.

* The “institutional climate” for diversity at health
professions education institutions.

* The relationship between Community Benefit
principles and diversity.

program from Virginia are studying in Nebraska. Dr. Sullivan
and Dr. Lambert visit with them. Of the six African American
undergraduate interns, only one is male.'**

Advocates who are interested in community strategies to
improve the health and well-being of young minority males
may be intrigued by the fact that the Sullivan Commission
explored the concept of social contracts between health pro-
fessions education institutions and communities. Advocates
might consider developing a scenario such as the following:

Minority legislative caucuses and community-based or faith-
based organizations or advocacy groups form alliances around
design and implementation of policies that set expectations for
the production, placement, and successful entry into sustained
practice of minority primary care practitioners (physicians, ad-
vanced-practice nurses, and physician assistants).

Barriers to Entering Practice in Communities of
Color: Closing the Loop

Advocates for minority communities can propose to state
policymakers that they put together a package of strategies to
support practice by minority health professionals in commu-
nities of color. In other words, to complete the career path-
way created by building health career awareness, encouraging
math and science course-taking in high school, and changing
public and institutional policies for recruitment and admis-
sion into health professions training, post-training stepping
stones have to be in place as well.

Graduation or completion of post-graduate training does not
make all the barriers on the career pathway melt away for
male and female minority practitioners and does not deter-
mine that they will be able to practice in the communities to
which they are most drawn. A news story from southern New
Jersey makes the following point, for example: “Establishing a
financially balanced patient base that treats well-insured and
underinsured patients may...be more difficult for minor-

ity physicians...[P]atients across the board tend to choose
doctors of similar ethnicity, and a greater percentage of black
and Latino patients are covered by low-paying plans.”'*” One
established minority physician interviewed for the story says
this kind of challenge is hurting his area’s efforts to retain
doctors, particularly those of color. “I've had the privilege to
talk to student doctors, and the majority of them aren’t plan-
ning on staying here.”'%

The reporter also tells the story of a second-year black male
medical student from an impoverished community who,
based on his family’s and neighborhood’s experiences, “plans
to develop a wraparound social services center that would
provide family and mental health care, child care, door-to-
door transportation for clients, food vouchers and other ser-
vices.”"* What are the things that could hold him back from
setting up this practice in his home community? The barriers
identified in the article include the following: (1) very low
Medicaid reimbursement rates in his state; (2) especially high
malpractice insurance rates; (3) high rates of uninsurance
among the underserved patient-base he is interested in; (4)
high education loan indebtedness; and (5) comparatively
high cost of living in the area. (Note also that, in a study in
a different state, a factor found to influence the decision to
stay in practice [rather than enter it] was the penetration of
managed care.””)
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The cost of setting up a practice combines with these barri-
ers to create a “challenge [that] can be particularly unsettling
for physicians of color,” according to the private practitioner
interviewed for the article, who is also president of an area
medical association for African American physicians. He sees
that “many African-American and Latino medical students
don’t feel they have professional mentors of similar back-
ground whom they can turn to for advice about setting up
shop,” an opportunity that helped him greatly during his own
residency.”’

What are possible solutions? How can new minority male
professionals be brought into practice where the need is most
dire? A starting point for state policymakers is a study by

the National Conference of State Legislatures. A reading of
Practice Location of Physician Graduates: Do States Function

as Markers?>* suggests it is important to design or redesign
policy around the facts and circumstances in the particular
state and its underserved regions. A general template may not
work. The following are three important lessons suggested by
experience in the field:

1. Several factors bear on whether physicians who are
trained in a state—either in medical school or in resi-
dency—are retained to practice in that state. For example,
whether the state has a large population is associated with
whether medical residents trained there stay there. Among
the other factors thought to matter are median household
income, population density, and the size and number of
medical schools and graduate medical education programs.

2. “A majority of generalist physicians and physicians in
metropolitan areas practice in the same state where they
completed their most recent GME [graduate medical
education]. Although most states do not retain a majority
(or import a minority) of their total physicians, some states
fare better than others. Seventeen states retain at least half
of all physicians who completed their GME in state.”*’

3. Going to a public medical school in one’s home state,
then choosing a residency in that state, and then choosing
to practice in that state appear to be linked, even though
there is no single pattern that applies to all states. This link-
age suggests that, to increase access for the underserved, it
could be more feasible for a state to enlarge, market, and
create incentives for GME programs (especially in medical-
ly underserved settings) for in-state medical school gradu-
ates than to increase medical school capacity.

Designing Policies to Lower Barriers to Practice
in Communities of Color

Advocates for young minority males should give attention to
the following considerations for the design of policies:
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* Health professions education institutions’ influence
on location of practice

The Sullivan Alliance’s position that health professions
education institutions should be accountable for admitting
and graduating increased numbers of minority group
members could be extended—specifically, it could

be extended to holding institutions accountable for
influencing minority and other graduates” decisions

about practice in underserved areas. A “soft” version of
extending accountability is the expectation for gathering
and reporting information. For example, an idea of the
American Association of Colleges of Pharmacy is that

its member institutions survey their pharmacy graduates,
especially minority graduates, about the type and location
of practice and report the results as a tool for minority
recruitment.' The study from the National Conference of
State Legislatures (NCSL) reports on what might be called
“hard” versions of extending accountability:

Several states stipulate that a high percentage of newly
entering students to public medical schools be state
residents. With access to primary care in HPSAs
[Health Professional Shortage Areas] a persistent
problem for most states, many public medical schools
require students to complete a family practice clerk-
ship, and some state-subsidized family medicine
training programs offer residents a rural rotation. A
few states have laws that mandate training programs
to institute some or all of these requirements.'>

* More and stronger incentives to practice in low-income
and minority communities

The NCSL study reports changes in the policy landscape:
“Major payments for GME that most states make through
their Medicaid programs, second only in size to Medicare’s
contribution, are threatened by cost controls under
managed care. States increasingly rely on loan repayment
programs, tax credits, practice development subsidies and
other strategies, in lieu of scholarships, to encourage small
numbers of graduating physicians to practice primary

care in HPSAs [citations omitted].”"*® The rising cost

of malpractice insurance suggests one type of stronger
incentive. Physicians who are making decisions about where
to practice need the benefit of public policies intended to
protect them from the high costs of medical malpractice
insurance. Another type of incentive would be to guarantee
a certain level of income by directly providing dollars.

* Incentives for solo and institutional practice

Incentives must respond to differences in supports needed
for solo practice and practice through, or as an employee



of, an institution such as an academic medical center or a
community health center. Practice through an academic
program may attract young minority practitioners as an
alternative to incurring the costs of private practice.”’

* Guaranteed mentoring by professionals in practice and
training for practice

Mentoring about setting up practice can lower barriers.
States could appropriate funding to pay practitioners

who mentor new professionals. Payments would be both
incentives and recognition of the time mentors are away
from earning their livings and caring for patients in

their own practices.* Programs for medical students and
residents to learn about the economics of private practice
and other important issues minority physicians face should
be instituted and available for all who are interested. One
model is a program of the Massachusetts Medical Society
Committee on Diversity in Medicine, which uses practicing
internists and other specialists.’* Comparable programs
should be available to minority advanced-practice nurses
and dentists who are in training for independent practice.

* Sharp targeting

State policymakers should be asked to respond with
sharp targeting to the emerging calls for increasing the
number of medical school graduates by 15 percent by
2015 and increasing the associated number of residency
positions. This increase would be equivalent to 16

new medical schools and 2,500 additional graduates

of allopathic medical training per year, the American
Medical Association reports.”™ Who will be trained and
who will receive the benefit of the increased supply?

One answer to that question is suggested by a paper on
retaining underrepresented minority Californians trained
in medicine, authored by researchers at the University of
California Program on Access to Care:

The Charles R. Drew/UCLA Undergraduate Medi-
cal Education Program was established in 1978. The
program is administered by the Charles R. Drew
University of Medicine and Science (Drew), which is
located in an impoverished area of Los Angeles with a
predominantly African-American and Latino popula-

This is an especially important point. In the academic environment a
common experience of minority medical school faculty is to be
expected to sit on every committee for which minority representation
is thought to be good, give special attention to as many minority
students as possible and, in general, help with every cause related
to the status of minority medical professionals. The demands to be
“the representative” can be hugely taxing—and worse, potentially
damaging to career advancement, which calls for putting time into
research and other activities that do not involve volunteering to
help others. The reason is that most schools have only a handful of
minority faculty (especially those who have tenure or are on the tenure
track), which leaves any given individual with a large share of the
responsibility.

tion. Drew’s mission is to educate health profession-
als who intend to practice in medically underserved
communities and to provide care to disadvantaged
populations. Students enrolled in the Drew/UCLA
Medical Education Program complete the first two
years of basic science courses at the UCLA School
of Medicine. The last two years of clinical education
are completed at Martin Luther King, Jr., Medical
Center, a public hospital affiliated with Drew, and a
community health center.

The Drew/UCLA program has been highly successful
in recruiting underrepresented minority medical stu-
dents. Underrepresented minorities constituted 75%
of entrants to the Drew/UCLA program in 1999, a
much higher percentage than that of any other medi-
cal school in California [citation omitted]. At present
the program is quite small, with approximately 25
first-year students admitted each year. Given that Cal-
ifornia has an ample overall supply of physicians with
pockets of underservice in inner-city and rural areas,
increasing enrollment in the Drew/UCLA program is
a prudent approach to addressing the state’s physician
workforce needs. Increasing the size of the entering
class of the Drew/UCLA program would significantly
increase the cadre of physicians likely to provide care
to underserved populations.'®

* Fundamental decisions about the structure of
economic opportunity

U.S. medical schools annually produce fewer graduates than
the number of residency slots in the nation, thus creating
openings for International Medical Graduates (IMGs).'!
A number of IMGs are trained in their home country of
India for the express purpose of coming to the United
States to practice. Meanwhile, African Americans, Native
Americans, and Hispanic Americans who are here face
numerous barriers and disincentives to health careers. It is
certainly true that use of IMGs spares the United States the
cost of undergraduate and graduate training of physicians.
Is this the time to rethink policy on IMGs and investments
in health workforce education? Is this the time to reallocate
resources to diversifying the health workforce through
greater participation of underrepresented U.S. minorities,
with special attention to the barriers faced by young
minority males?

° Commum’ty engagement with institutions

The range of incentives to practice in minority communities
could include the development of partnerships for the
health career pipeline that forge community-institutional
connections with multiple benefits. The W.K. Kellogg

35



Foundation has extensive experience with community-
institutional partnerships for building the pipeline and
health professions education. In one partnership in rural
Tennessee, in communities where out-of-hospital sites

were created for training medical and nursing students
together, the residents became vocal constituents who
expected the medical school dean to retain the program.
More high schoolers in the community applied to the
university after witnessing the young professionals in training
in their community. Ultimately, the university and several
communities built an entire system of care sparked by a
training program. At the site in Boston, a health professions
education grant led to several lasting changes. For several
Federally Qualified Health Centers, community engagement
became a way of doing business. In addition, a nursing
school reoriented teaching and practice toward practice in
out-of-hospital community sites. In another Boston project
seeded by Kellogg, 14 community health centers are partners
in building the pipeline. The centers” partners in the Health
Careers Academy, a charter high school, include the Boston
Public Schools, the Boston Public Health Commission, the
college of medicine at Boston University, the school of health
sciences at Northeastern, and Boston Medical Center.”

Recommendations for Action

¢ Advocates for young minority males should endorse full
and prompt implementation of Compelling Interest and
Missing Persons strategies and back the Sullivan Alliance in
its efforts. These strategies are essential for increasing young
minority males” access to culturally competent health care
and increasing their career opportunities. Further, advocates
should call for special strategies and attention to meet the
challenge of recruitment and retention of underrepresented
minority males.

State and institutional policymaking should help develop
community leadership to enable linkages between under-
served communities and bozh health care institutions and
health professions education institutions around these
institutions’ roles and responsibilities in increasing diversity

in the health workforce.

> Minority legislative caucuses and community- and
faith-based advocacy groups should work in alliance to
design and oversee the implementation of policies that
set expectations for the production, placement, and
successful entry into sustained practice in underserved
communities of minority practitioners—especially male
practitioners—in primary health, oral health, and mental
health care.

" The reader may note that the Boston Medical Center and the
14 affiliated community health centers are the partners in Boston
HealthNet, a coverage option described in the appendix.

> Policy should make these institutions accountable for
increasing workforce diversity, with special attention to
young minority males. Community direction-setting
mechanisms and leadership should be incorporated into
the institutions’ accountability for producing community
benefits through workforce diversity.

> Public and institutional policy should foster

community-institutional-school partnerships for K-20+
pipelines to health careers for young minority males.
These partnerships should support the full length of the
pipeline from early health career awareness to setting
up practices. They should enable communities to “grow
their own” professional health workforce. In addition to
covering the more traditional health occupations, these
pipelines should include opportunities for practice as
community health workers, especially in areas of particu-
lar concern to young minority males, and career ladders
for young minority male community health workers.

* States should create packages of strategies to support
underrepresented minority health professionals, especially
males, in establishing and sustaining practices in low-in-
come communities of color. Special attention should be
given to incentives and supports for young minority male
professionals to return to their home communities to prac-
tice.

> The strategies should be responsive to the factors and
circumstances in different communities and states that
affect decisions to establish and maintain practices — fac-
tors such as cost of living and cost of malpractice insur-
ance. The use of subsidies for development and sustain-
ment of practices should be considered. Practice support
should respond to needs of professionals in both solo
practice and practice in institutions (academic health sys-
tems, community health centers, public health clinics).

> Strategies in use in some states—such as tax credits and
loan repayment—should be examined by other states for
their efficacy and applicability.

> Medicaid reimbursement rates should be raised, and
financial incentives should be provided to ensure that
practice in underserved communities will be economical-
ly viable. Incentives might take the form of guaranteed
salary floors for practice in institutions or payments to
practitioners in solo or group practice designed to enrich
reimbursement for serving large numbers of Medicaid
and uninsured patients. "’

"1 These payments would be somewnhat analogous to DSH
(Disproportionate-Share Hospitals) payments.



> Policy should institutionalize and financially support
the mentoring of new practitioners by professionals in
established practice and the education of medical and
other students and residents in practice economics and
related matters.

Workforce diversity—with special attention to
underrepresented minority males and the needs of under-
served, low-income communities of color—should be the
top priority in federal and state policymakers’ responses

to the emerging calls to increase the number of medical
school graduates. Professional and institutional organi-
zations—such as the Association of American Medical
Colleges—and their members that call for change should
be challenged to demonstrate unequivocally that (a) health
professional shortage areas and medically underserved areas
will be shrunk or eliminated with investment in production
of more physicians; (b) the surge in production will be used
to bring the proportion of physicians who belong to under-
represented minorities to equitable levels; and (c) special
and efficacious attention will be given to recruitment and
admission of young minority males to the new openings.

> Debate on the response to proposals to increase the
supply of physicians should explicitly address the
structure of economic opportunities implied by the gap
between the annual number of U.S. medical school
graduates and the number of residencies for new gradu-
ates.

PART V: ACCESS TO HIGH QUALITY
PHYSICAL AND BEHAVIORAL HEALTH
SERVICES WITHIN THE CRIMINAL
JUSTICE, JUVENILE JUSTICE, AND
FOSTER CARE SYSTEMS

Criminal Justice System

Statistics on incarceration cover both prisons and jails. “[O]n
any given day 2.2 million people are incarcerated in the
United States, and over the course of a year an estimated 13.5
million individuals are confined in prison or jail for some
period of time,” reports the Commission on Safety and Abuse
in America’s Prisons, a group established in 2005.'%? The

U.S. Department of Justice estimates that in 2002, 635,000
persons were released from prison.'® For jails, a group of
researchers in urban and community health provides the fol-
lowing information:

On June 30, 2003, a total of 691,301 inmates were in
jails in the United States, an incarceration rate of 238
per 100,000 residents and an increase of 46% from the
1990 rate. Of these inmates, 88.1% were male and
11.9% female; 43.6% were White, 39.2% Black, 15.4%
Hispanic, and 1.8% some other race/ethnicity.'

The right to health care while incarcerated is founded on the
U.S. Constitution’s prohibition of cruel and unusual pun-
ishment and its guarantee of substantive due process. But
corrections systems throughout the nation fall far short of
meeting even basic health care needs. Offenders enter with
more health problems than are found in the general popula-
tion and can exit still sick or sicker still, taking infections and
other health risks back to the general population while facing
no guarantee of health care at all for themselves, no matter
what their medication or other health needs are. Advocates
for health care in prisons believe the criminal justice system
is failing to live up to the constitutional guarantee. At the
same time, as we have seen, health care coverage for working-
age minority men outside prison is so grossly restricted that
society’s unspoken message to them seems to be, “prison is
the only place you have a right to care, however poor the care
may be.”

The public health threat from grossly inadequate correctional
health care has been summarized by researcher Restum as
follows:

US citizens face a growing threat of contracting commu-
nicable diseases owing to the high recidivism rate in state
and federal prisons, poor screening and treatment of
prisoners, and inferior follow-up health care upon their

release.'®®

If care in prison is substandard, care after prison is worse.
Today’s parole system, largely supervisory in nature and
non-supportive and having few links to health care, is being
challenged for its counter-productive effects. Thus, an Urban
Institute roundtable on prisoner re-entry heard a call for a
new parole model, one where supervision is community-
centered, parole violation has an intermediate sanction other
than re-incarceration, and substance abusers receive intensive
treatment.'®

The work of the Community Voices Initiative on men’s
health through the National Center for Primary Care has
recently concentrated on correctional health care, which it
has featured in fora and in the October 2005 issue of the
American Journal of Public Health. Salient facts, problems,
and proposed solutions identified by researchers and
advocates and reported in this policy education campaign
include the following:

* Infectious diseases spread in the crowded conditions of
many prisons and jails,'"” adding to the reasons why they
are dangerous places. Studies show that:

> Infectious disease is four to 10 times more prevalent

among prisoners than among the general popula-
tion;'*® and
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> While under two percent of Californians in general
are infected with hepatitis C, more than 41 percent of
inmates in California are infected.'®

* Mental illness is common, affecting 60 percent of

inmates.'”°

* Correctional systems are home to 3.8 percent of all reported
cases of tuberculosis (TB). Between 1993 and 2003, the TB
case rate in the general population was 6.7 per 100,000,
but in federal prisons it was 29.4 per 100,000, and in state
prisons it was 24.2."7!

* The gap between the need for substance abuse treatment
and receipt of treatment is very large. For example, while
73 percent of inmates in New York state prisons need such
treatment, only 33 percent participate in substance abuse
programs.'’*

* Many states have sought to save money by contracting with
private providers or correctional HMOs such as the nation’s
cheapest provider of prison medicine, Correctional Medical

Services.”>"

* The ability to avoid re-offending and re-arrest is
compromised for prisoners with chronic disease or mental
illness who lose access to needed medications upon re-
lease.!”*

* A “study of 1,426 homeless and ‘marginally housed” adults
found that 23.1 percent had a history of imprisonment.
Among those, jail or prison time was also associated with
a higher risk of cocaine use, mental illness, HIV infection
and having had more than 100 sexual partners. Homeless
people who had been imprisoned also were most likely to
currently be selling drugs.”'”

* One small study suggests “that certain service types—health
services in particular—may be important in facilitating
successful transition from prison to the community.”"¢ It
further suggests that diverse other services may also help;
their impact should be assessed in larger, longer controlled
studies.

* A study of community re-entry among adolescent males
and adult females from New York City jails identified barri-

ers and supports such as:

> Association of health insurance with lower rates of
re-arrest, and

“The New York Times ran a three-part exposé based on a year-long
investigation of the services in New York of a commercial provider,
Prison Health Services, which has contracts in 28 states. Titled “Harsh
Medicine,” the series by Paul von Zielbauer ran on February 27 and 28
and March 1, 2005.
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> Association of drug- or alcohol-related problems with
a rate of re-arrest three times higher than that of released
individuals without these problems.'”

* Despite the thinking behind the proposed federal Second
Chance Act of 2005, “[w]ithout modification of federal and
state policies, the ability of reentry services to foster behav-
ioral health and community reintegration is limited.”'”®

* One solution would be to extend Medicaid coverage to
former prison and jail inmates.'”

* The nation could save billions of dollars a year by
improving health care in prison and after release.'®

The National Commission on Correctional Health Care

has also compiled data. It cites estimates that the number of
people behind bars in 1997 who were infected with HIV was
between 34,800 and 46,000 (including 8,900 AIDS-infected
persons); with STTs, between 107,000 and 137,000; with
hepatitis B, 36,000; and with hepatitis C, between 303,000
and 332,000.'®" The commission reported to Congress that
“[d]uring 1996, about 3 percent of the U.S. population spent
time in a prison or jail; however, between 12 and 35 percent
of the total number of people with selected communicable
diseases in the Nation passed through a correctional facility
during that same year.”'®*

Another horrific reality of incarceration—abuse and ne-
glect—further threatens health and well-being. This side of
prison life is under study by the Commission on Safety and
Abuse in America’s Prisons.'® Co-chaired by former Attor-
ney General Nicholas Katzenbach and former Third Circuit
Court of Appeals Chief Judge John Gibbons, the Commis-
sion held four field hearings in 2005 and 2006 and aims to
inform broad public dialogue with information about serious
abuses and safety failures in correctional facilities and their
effects on inmates, on the communities they return to, and
on correctional officers and their families. Testimony on cor-
rectional health care was taken at the July 2005 hearing.

What strategies are being pursued to improve correctional
health care? The National Commission on Correctional

Health Care (NCCHC) and the American Correctional As-

sociation accredit health care programs, which are not legally

"The NCCHC is supported by 38 major national health, law, and
corrections organizations. Such organizations coalesced around an
initiative of the American Medical Association begun in the early
1970s that evolved into the National Commission in the early 1980s.
The Commission’s purpose is to improve the quality of health
care in prisons and jails as well as facilities for the detention or
commitment of juveniles. In addition to accreditation of facilities, it
provides standards; training; certification credentials, information,
and publications to correctional health professionals; and position
statements on issues. It also conducts conferences and commissioned
studies.



required to receive any accreditation. The activities of the
two organizations are vital to quality assurance, but the fact
that accreditation is not mandatory is a massive barrier that,
combined with underfunding of correctional health care,
substantially blocks the achievement of quality.

While voluntary accreditation standards do not exert much
pressure on states for improvement, the experience in Illinois
shows that pressure can come from the costly consequences
of failing to provide good correctional health care. Faced with
the highest rates of recidivism in its history, Illinois innovated
a new model of drug treatment in prison. It re-opened the
Sheridan Correctional Center to make it the largest prison

in the U.S. reserved solely for drug offenders.'® In 2004,
Sheridan began to implement an approach that showed such
promising results after just one year that an Urban Institute
expert opined it could, by combining proven strategies into
one program, be a model for the nation.'®

The approach at Sheridan is an intensive treatment program.
One academic researcher who studied the recidivism rates
among prisoners released from the facility found that, first,
recidivism for the group studied was 12 percent compared to
27 percent for released prisoners who had been incarcerated
elsewhere and, second, the comparison for a subgroup that
had served at least seven months at the facility and in other
prisons was no rearrests versus 20 percent recidivism.'®® How
does the program work? “Each week...[prison] officials work
with outside organizations to give inmates nearly 50 hours
of drug and alcohol counseling and other therapy sessions,
education, job training, and additional skills to prevent
recidivism.”"®” The Urban Institute expert counseled that state
authorities need also to involve communities in aftercare by
helping with continued treatment and jobs.

Rather than treatment during incarceration, treatment instead
of incarceration is a prime policy target of the National Afri-
can American Drug Policy Coalition. The coalition is pro-
moting therapeutic sentencing, which judges use to substitute
treatment for prison time for persons guilty of certain drug
crimes.'$®

The National Association of State Mental Health Directors
surveyed its members about activities in their jurisdictions
that accorded with the thrust of the recommendations of
the President’s New Freedom Commission. Several activities
are germane to advocates for young minority males who are
concerned with state policies:

Colorado has a legislative “Oversight Committee on Per-
sons with Mental Illness in the Criminal Justice System,
which has resulted in the testing and implementation of
youth and adult screening instruments. The implementa-
tion of these instruments has included partners in state
government and the private sector.”'*

Maine has a joint mental health and corrections plan for
action on inmates of jails and prisons with mental illness
and substance abuse. In addition to state and local law
enforcement and corrections officials, the National Alli-
ance on Mental Illness and a legislative Commission to
Address Sentencing Issues are involved. “Mental Health
courts are being explored [in the state].”'°

Diversion from the criminal justice system and re-entry
to the community are the aims of a collaboration in
Rhode Island that engages state departmental directors.
One target is the “presence of community providers at
[the] state prison to facilitate intake/discharge for behav-
ioral health clients.”*! State and local behavioral health
agencies, state corrections, and a supported housing
corporation are involved.

Juvenile Justice System

The following offers a look at three issues concerning the
health of youth who are in the juvenile justice system or at
risk for juvenile delinquency: (1) health care for juveniles
with mental health and substance abuse disorders, includ-
ing community-based alternatives to lock-up; (2) Medicaid
coverage of juveniles leaving the system; and (3) mortality of
delinquent youth after involvement with the juvenile justice
system.

Health care for juveniles with mental health and substance
abuse disorders, including community-based alternatives

to lock-up

“The most recent annual estimates from the US Department
of Justice show that there were 2.2 million juvenile arrests in
2003 and approximately 1.1 million individuals referred to
juvenile courts,” write researchers at the Psycho-Legal Studies
Program at Northwestern University. “More than 104,000
juveniles are held in juvenile placement facilities on a given
day. Over 60 percent are racial/ethnic minorities.”"”* Mental
health and substance abuse disorders are widespread among
these youth and go far to explain why they get into trouble.
The Northwestern University researchers say, for example,
that “[e]pidemiological studies estimate that between two
thirds and three quarters of detained youths have one or
more psychiatric disorders. More than 15 percent of detained
youths have major mental disorders (e.g., affective disorders,
psychosis) and associated functional impairments.”'*® Their
own study was of nearly 2,000 juveniles in detention ages
10-18. They found that only 15.4 percent of those needing
treatment received it at the facility and only an additional 8.1
percent more received it in the community.

Despite the large gap between need and treatment, facilities
for juveniles are actually being deliberately and extensively
used to house youth needing treatment. In its 2005 annual
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report, the Federal Advisory Committee on Juvenile Justice
asserts that “[t]he juvenile justice system has become the
primary placement system for youth needing mental health
services” and reports the finding that “thousands of children
are incarcerated in juvenile detention centers only because
they are waiting for community mental health services [cita-

tion omitted].”"** It recommends alleviating the problem by

allowing states to use Medicaid to pay for home- or com-
munity-based services as an alternative for juveniles placed in
confinement.*

When youth with serious mental illnesses act out, their anti-
social behaviors may violate the law and lead to detention or
commitment in facilities ill-equipped to provide treatment
for the underlying causes of their misconduct. Untreated,
they remain at risk for repeating the behaviors, and typi-
cally bounce in and out of juvenile detention. An alternative
that works has been found, according to a December 2005
Morning Edition story by NPR reporter Michelle Trudeau:
“Each year, more than 1.5 million youth enter the juvenile
justice system. Experts say a large percentage of these teenag-
ers are mentally ill, but rarely receive proper treatment. Some
juvenile courts have been created to take teens with severe
illnesses out of the mainstream juvenile justice system.”'”
Juvenile mental health courts are meant for the approxi-
mately 200,000 cases per year in which intensive mental
health care is needed. The county court in Santa Clara,
California, featured in NPR was established with redirected
money rather than new money, an important fact advocates
stress in order to overcome the resistance to establishing
mental health courts. Since its founding in 2001, about 130
youth have transferred voluntarily from juvenile detention to
the court’s supervised program in which they live at home,
sometimes under house arrest. The criteria for selection of
cases are strict—for example, the teen must have severe men-
tal illness—as are the rules for the teen, who must stick to a
regimen of intensive mental health therapy, attend school and
community service, obey a house curfew, wear an electronic
monitoring bracelet, and be tested regularly for drugs. The
recidivism rate in a recent year dropped to about 10 percent,
the broadcast said, far below the national average for juvenile
offenders. A psychiatrist who helped found the court stated
that about 60 percent of juvenile offenders have some form of
mental illness and about 20 percent have biologically-based
disorders such as bipolar disorder, schizophrenia, and severe
depression. He has seen children hallucinating in solitary cells
where they were left for days because, even when juvenile
detention facilities have doctors, they usually don’t have the
time and expertise to handle these cases.

“Early, accurate identification of youth with mental disor-
ders in the juvenile justice system is a critical need,” opined

£ This would be done by expanding the authority of the Secretary of
Health and Human Services to grant waivers to states under § 1915 (c)
of the Social Security Act.

Robert Flores, administrator of the federal Office of Juvenile
Justice and Delinquency Prevention in 2004. “Once identi-
fied, these youth can receive the services required to improve
their lives, reduce recidivism rates, and promote community
safety.””® The authors of a guide for practitioners published
by the Office, Grisso and Underwood of the National Center
for Mental Health and Juvenile Justice, recommend the best
practices of universal screening and more detailed assessment
where indicated by the youth’s condition.””

Treatment alternatives to punishment are also available for
teens with substance abuse problems who get into trouble. In
September 2004, the journal Psychology of Addictive Disorders
published the findings of a carefully controlled study by the
RAND Corporation, a research organization. RAND viewed
their finding as “the first clear evidence” that “community-
based drug treatment programs can reduce substance use and
improve psychological health.”"”® Teen probationers in a resi-
dential “therapeutic community” program of drug treatment,
12-step support, and mental health counseling used drugs
less both during and after the residential portion of treatment
than matched teen probationers in comparison programs.
They also had better psychological health than their peers

in the comparison, who underwent probation in detention
centers, camps or other placements where the focus was not
on treating substance abuse.

Several models of community-based approaches are presented
in the accompanying text box (see next page).

Medicaid coverage, medications, and referral for services
Jor juveniles leaving the system

Researchers who studied Medicaid policy for juvenile offend-
ers concluded that youth leaving detention or commitment
facilities™ will fare better if they are given supplies of their
prescribed medications to take with them and if any Medic-
aid coverage they lost upon confinement has been restored so
that they have a card in hand to use for treatment of health
and behavioral health problems."” Depending on the partic-
ular state’s response to the federal prohibition on Medicaid’s
paying for services to the incarcerated, a youth may have been
disenrolled from Medicaid or suspended from Medicaid. Sus-
pension makes resumption of Medicaid coverage faster and is
recommended by the federal government.**

The most intensive juvenile casework should be provided to
youth leaving detention and commitment. Case manage-
ment would include referral for mental health and substance
abuse services and assurance of their provision. A framework
for assuring that a young person released from detention or

" Youth may be leaving detention facilities where they have been
awaiting adjudication of their cases—and where their stays are
typically shorter—or they may have been committed to correctional
facilities.
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Models of Community-Based Approaches

Chester County, Pennsylvania: The average age of youth in the United States who have diagnosed mental health prob-
lems and are arrested for the first time is 14. Responding to this fact, a Chester County, Pennsylvania, model program
of interagency cooperation provides an array of services to youth on psychiatric medication who take it irregularly or use
substances for self-medication.

Muskegon County, Michigan: A state-funded pilot project for collaborative, countywide planning and assessment
involved the state public health institute, local family court, county sheriff’s department, and the Family Coordinating
Council (FCC) and helped to spearhead a comprehensive strategy for youth in Muskegon County, Michigan. The many
programs encompassed by the strategy include the following:

“Violence Intervention Program (VIP) and Behavior Control Intervention Treatment (BCIT) — Programs are tar-
geted at students who have demonstrated aggressive behavior. This program works with teachers and parents, as well
as the students. The program is based on Arnold Goldstein’s Aggression Replacement Therapy, a best practice model
program, and Adventure Therapy, an experiential learning model. These programs are a collaboration between Mus-
kegon Area Intermediate School District, all 12 public school districts in the county and Child and Family Services
of Muskegon.”

“Services to Expelled Students Program — Is a program providing outreach to expelled students in the county in an
effort to return them to school. This addresses both academic needs and behavioral problems. Both students and
parents receive services. It is a collaborative effort between Muskegon Area Intermediate School District, all 12 pub-
lic school districts in the county and Child and Family Services of Muskegon.”

“Latinos Working for the Future — A Muskegon County-based advocacy organization, partnered with the FCC to
design outreach, advocacy and prevention programming for Latino youth and seniors.”

The Muskegon Community Health Project, which developed one of the coverage options described in the appendix,
developed a software program in use in several counties called SHOnet. SHO stands for Serious Habitual Offender. “The
SHOnet software program allows communities to coordinate real-time case management of at-risk youth in their own
communities, as opposed to high-cost residential treatment or the use of jails. Care coordination is jointly managed by
community partners through a secure Internet site.”

Baltimore, Maryland: Substance Abuse Systems, Inc., a branch of city government, manages treatment for addictions.
About 1,700 teenagers were treated in 2004, most referred by the court system to the city’s treatment programs. Arrests
for this group went down by 77 percent, employment and education went up by 68 percent, and the retention rate for
youth who went back to school or work was 89 percent.

commitment receives the full panoply of health and other period following release from lock-up is a crucial time to sur-
services that are needed is the Comprehensive Strategy for round a youth with protective factors to help break the cycle
Serious, Violent, and Chronic Juvenile Offenders of the Jus-  of recidivism—or, as the NPR story put it, the “bouncing in
tice Department’s Office of Juvenile Justice and Delinquency and out” of the juvenile justice system.

Prevention.?** A key feature of this strategy is for states to

establish a system of graduated sanctions. Lock-up is the Mortality of delinquent youth after involvement with the
most severe. The platform for the strategy is the Hawkins- Jjuvenile justice system

Catalano social development theory, which also underlies the

Communities That Care delinquency-prevention program Researchers who were examining health needs of juvenile

funded by the Department of Justice. In this theory, protective delinquents discovered during the course of their longitudinal
factors in the domains of individual/peer, family, school, and  study that the young people in their study population were
community are intended to enable youth to overcome risk dying at disturbingly high rates, far out of line with the death
factors through resiliency. The ability of protective factors to  rates of their peers in the general population.?® They were
beat out risk factors has been demonstrated by research. The  not dying from physical disease but from trauma, usually as
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victims of homicide or legal intervention rather than suicide.
Even a death in an auto accident was a victimization: the
youth was run over by a rival gang member. During the time
researchers tracked them (an average of seven years), 65 out
of 1,829 young people who had been involved with the ju-
venile justice system died, a rate the researchers report is four
times higher than in the general population and is compa-
rable to a total of 52 deaths from school shootings among all
U.S. school children over 10 years (although it is only school
shootings that are publicized). The highest mortality rate in
the group was for young African American males.*** Involve-
ment in the juvenile justice system is, therefore, associated
with increased risk of early death by violence. Among other
things, this means that the juvenile justice system has an op-
portunity, indeed a duty, to intervene in these young people’s
lives to reduce risks and increase their chances for long,
healthy, productive lives.

When interviewed, Linda Teplin, the principal investigator,
made a provocative point: The population of young people
who report (in research surveys) that they have engaged in
delinquent behavior is much more racially and ethnically
diverse than the population of young people who are brought
under the jurisdiction of the juvenile justice system (see text
box).?*> Whether a misbehaving youth whose misbehavior is
detected is brought under the system’s jurisdiction depends
on a series of discretionary decisions by authorities that affect
the youth’s fate. These decisions determine whether the young
person will come into contact with the juvenile justice system
at all and, if there is contact, whether he or she will be locked

up.

Let’s remember: self-reported rates of delinquency
aren’t all that different when it comes to race or
ethnicity. What's different is who winds up in the
Jjuvenile justice system. The kids in the system are
disproportionately racial or ethnic minorities. Sixty
percent are African American, Hispanic or some
other minority. And these kids are at great risk for
poor outcomes.

— Dr. Linda Teplin, principal investigator in a study
tracking youth who had been in the juvenile justice
system, as quoted on the Robert Wood Johnson

Foundation Web site.

School principals, for example, may or may not decide to call
in the police when a student misbehaves. In school or out,

a police officer may or may not decide to arrest (or issue a
summons to) a youth with questionable behavior. An arrested
youth may be released without referral to juvenile court. An
arrested youth referred to juvenile court may or may not be
detained while awaiting court processing. In court, a youth
may or may not be adjudicated (that is, judicially determined
to be delinquent), and an adjudicated youth may or may
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not be committed to a correctional facility.?*® This winnow-
ing down could be said to create a population of the most
vulnerable, a population of young people, disproportionately
minority and disproportionately male, needing the most
ongoing health protection from the continuum of health
services for adolescents and young adults. The death rates
discovered by the researchers who were looking for something
else signal the danger in a tragic way.

Foster Care System

Nurturing relationships with adults are essential ingredients
for young people’s healthy development. But too many youth
and young adults experience barriers to consistent supportive
relationships. National data are reported on those children

in foster care whose placement, care, or supervision are state
responsibilities. The data show that large numbers of children
are in foster care, where many remain for years, and black
children are overrepresented while white children are under-
represented. More than a half million children are in foster
care on any given day: the number estimated nationwide by
the U.S. Children’s Bureau on the last day of September was
552,000 in 2000 and 518,000 in 2004.*"” The following are
the estimates from the U.S. Children’s Bureau®® for the last
day of September in 2003 for the jurisdictions of interest to
this paper:

California 97,261
Washington, D.C. 3,092
Florida 30,677
Georgia 13,578
[linois 21,608
Maryland 11,521
Mississippi 2,812
New Mexico 2,100
New York 37,067
Texas 22,191

The federal agency reports important details about the
composition of the population of children in foster care on
September 30 of each year (the end of the federal fiscal year).
For example, the mean number of months that children
counted in 2003 had spent in foster care was 31, while the
median was 18. At that point in time, 5 percent had been in
foster care for less than one month and 16 percent had been
there for five years or more. The preliminary total estimated
was 523,000 children. Non-Hispanic black children were
overrepresented in this group: they made up 16 percent

of U.S. children, yet 35 percent of those in foster care. By
comparison, the proportion of Hispanic children in the child
population (19 percent) is close to their proportion in foster
care (17 percent). Non-Hispanic white children, in contrast,



were underrepresented in foster care: they made up 62 per-
cent of U.S children, but only 39 percent of those in foster
care. Finally, the smallest group comprised American Indian
or Alaskan Native children who are non-Hispanic.*”’

Health, developmental, and other problems for children

in foster care are well summarized in a document by Child
Trends, a nonprofit organization devoted to research in behalf
of children, as follows:

Children in foster care are more likely than other chil-
dren to exhibit high levels of behavioral and emotional
problems. They are also more likely to be suspended or
expelled from school and to exhibit low levels of school
engagement and involvement with extracurricular
activities. Children in foster care are also more likely

to have received mental health services in the past year,
to have a limiting physical, learning, or mental health
condition, or to be in poor or fair health.?’® One study
found that almost 60 percent of young children in fos-
ter care, ages 2 months to two years, had a high risk for
developmental delay or neurological impairment.*!!

Foster children who age out of foster care instead of
returning home have an accumulated set of problems
that make a successful transition to adulthood difficult.
According to the only national study of youth aging out
of foster care,*'? 38 percent were emotionally disturbed,
50 percent had used illegal drugs, and 25 percent were
involved with the legal system. Educational and career
preparation was also a problem for these youth. Only
48 percent of foster children who had ‘aged out’ of the
system had graduated from high school at the time of
discharge, and only 54 percent had graduated two to
four years after discharge. As adults, children who spent
long periods of time in multiple foster care homes were
more likely than other children to experience problems
such as unemployment and homelessness [endnotes in
the original].*"

About 20,000 youth age out of foster care each year. The
needs of former foster youth identified by the Adolescent
Health Working Group and partner organizations that advo-
cate for youth in San Francisco include the following: “Youth
transitioning from foster care have disproportionately high
rates of physical, developmental, and mental health problems,
and many do not access needed medical care due to lack of
health insurance and high health care costs... Former foster
youth in a recent study suffered post-traumatic stress disorder
(PTSD) at rates twice as high as for U.S. war veterans.”*"

Ensuring that children and youth in foster care have access
to the health and mental health services that will meet
their needs

Medicaid is the essential source of coverage for children in
foster care. Recent work on the federal budget put the ad-
equacy of Medicaid coverage for children in jeopardy, accord-
ing to advocates. On October 17, 2005, before decisions on
the final budget bill had been made, Casey Family Programs,
a single-issue foundation, released Protecting Children in
Foster Care *" (prepared for it by a group of health and legal
experts) in response to proposals to cut Medicaid from the
National Governors’ Association, the National Conference
of State Legislatures, the Administration, and the Medicaid
Commission.™ The analysis found that a number of proposals
would harm children in foster care. By the time the budget
reconciliation conference report was staged for a final vote

in early February 2006, the Center for Budget and Policy
Priorities included the following in its assessment of harm to
children on Medicaid in general:

Under the conference report...the vast majority of
children enrolled in Medicaid, including those below the
poverty line, could effectively lose access to the compre-
hensive health care coverage they now are guaranteed
through the Early and Periodic Screening, Diagnostic
[sic] and Treatment (EPSDT) component of Medic-

aid. The conference agreement allows states to provide
scaled-back benefit packages to children, as long as the
states that do so “wrap around” those scaled-back benefit
packages so that overall coverage remains available for
the same health care services that currently must be
made available under EPSDT. This approach is unlikely
to work well in practice, however: examination of how
“wrap-around” coverage currently works for children in
Medicaid managed care plans shows that such coverage
can be ineffective and that children in managed care
often go without some needed care as a result.*'®

The final vote adopting the controversial measure was

216-214.

Even if coverage were ensured and generous, it would not be
enough. Children in foster care do not have the support of
their own parents to make sure that they practice good health
habits, are seen regularly by health professionals, and follow
—or are assisted in following—all regimens for prevention,
care, treatment, and rehabilitation. At the same time, chil-
dren in foster care may have more challenging health needs
than other children. As the then-General Accounting Office

T Established by the U.S. Secretary of Health and Human Services in
May 2005 and charged to file two reports: the first on saving $10
billion in federal Medicaid expenditures and the second on longer-
term changes to ensure sustainability of Medicaid.
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(GAO)’ advised Congress, “[r]esponsibility for providing care
and services to foster children is shared by federal, state, and
county governments, with HHS [U.S. Department of Health
and Human Services] having responsibility for oversight of
federal foster care programs.”®' States in turn have oversight
of local implementation. States and localities establish poli-
cies and regulations. Thus, while federal law requires that
“the case file contain a plan for appropriate care and services,”
these are “as determined by state and local foster care poli-
cies,” the GAO went on to say.*'® Major responsibility, then,
for deciding how appropriate care and services will be pro-
vided to foster children and youth—and assuring that they
are provided—rests with states and localities. In studying the
health care of very young foster children in three states in the
mid-1990s, the GAO found that “[d]espite state and county
foster care regulations, comprehensive routine health care for
young foster children may not be ensured.”*”” The GAO ob-
served, “[IJocal foster care agencies continue to grapple with

designing programs to meet the health-related service needs
of children.”?

State policy, then, is central to achieving the goal of good
health care for minority males in foster care. California has
adopted a model worthy of attention. Four years after the
GAO spoke to the issue, California created the Health Care
Program for Children in Foster Care in 1999. To understand
this model it is necessary to first look at the standard practice
for monitoring how foster children and youth are doing.

The standard practice is visits by caseworkers, with 43 states’
requiring monthly visitation and the others’ having standards
that range from weekly to quarterly.”?! Despite large tech-
nology investments by federal and state governments, the
Associated Press reported that more than half the states could
not “produce computer-based reports detailing how often
such visits occurred in fiscal 2003, according to a new report
by the inspector general for the Department of Health and
Human Services.” Consider states where monthly visita-
tion is required. Five of the 10 such states that were able to
produce reports had visitation rates of less than 50 percent;
in the other five the rates were 75 percent or less. Two of the
10 are jurisdictions of interest to this paper: Washington,
D.C., with a 43 percent visitation rate, and Texas, with a 75
percent visitation rate. When even the frequency of visitation
is not sufficient, how can health care needs be given adequate
attention?

California’s model aims to give these needs adequate atten-
tion by adding intensive nursing case management by public
health nurses in local health departments to the services of
the caseworkers in child welfare departments. The nurses

are responsible for assessing health status, establishing a care
plan, reviewing and maintaining medical records, monitoring
compliance with the mandate for regularly scheduled physical

" Now the Government Accountability Office.

exams, coordinating implementation of the plan (including
entry to specialist care) with foster parents and caseworkers
and educating them about how to meet the young person’s
needs, and serving as an ongoing resource to respond to ques-
tions and concerns.***

Federal law governing foster care supported with federal
funds requires periodic administrative or court reviews.*?
Judges can make a difference in foster care practice. The story
in the accompanying text box (“Foster Care and Judicial
Checklists”) shows that this was one result of the publication
of a checklist of questions judges should ask about the educa-
tion of the children and youth whose cases they are review-
ing. Advocates for young minority males should ask whether
similar changes could be wrought by a checklist for judges of
questions to ask about health and health care. Could lan-
guage in a report comparable to that in the text box someday
read, “Drafters of the reports have certainly taken note that
health care has become a priority for the court™

Foster Care and Judicial Checklists?**

Judges field-testing the Checklist reported that use of the
Checklist from the bench resulted in a change in practice.
Once the Checklist had been used repetitively and stake-
holders (e.g., caseworkers, attorneys, Guardians ad litem)
realized that questions with respect to the child’s educa-
tion were going to be asked from the bench, they began to
regularly include educational information in their reports
to the court in anticipation of those questions being asked.
“When I first started asking about educational issues, they
[stakeholders] would look at me like “Well, what do you
care? That’s not important for you to know.” And now, the
whole culture has changed,” shared a judge. That judge
went on to explain that now, educational information can
be found within the first few sentences of a report to the
court and that “drafters of the reports have certainly taken
note that education has become a priority for the court.”

Asking The Right Questions: A Judicial Checklist To Ensure That
the Educational Needs of Children and Youth in Foster Care Are
Being Addressed publishes both the checklist and assessment
of its impact, including the results of focus groups in which
youth had the opportunity to guide the judges. In this publica-
tion the National Council of Juvenile and Family Court
Judges reports that one focus group participant said, “Make
sure [ am in Special Ed. for a reason...other than just because
I am in foster care. Not all of us are behind or slow—and if we
are, try offering us tutoring rather than putting us in special
classes.””” What would minority males in foster care say, in
comparable circumstances, about their primary health, oral
health, and mental health care? Judges who review foster care
cases should ask the National Council to produce a checklist
and guide for the questions they should ask about health care.
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An evaluation should then be done of the impact of use of
the checklist on judicial practice, agency response, and foster
youth’s satisfaction.

Ensuring that youth who have aged out of foster care have
coverage for and access to the health and mental health
services that will meet their needs

Young adults” access to health care coverage is problematic

in general. For former foster youth the chances for securing
coverage through routes available to some other young people
—that is, attachment to family, workplace or college—are
much lower at the same time that the chances of not being
healthy are higher. The actual availability of public coverage
depends on where the young person lives, that is, on choices
made by policymakers for that jurisdiction. In this paper,

we have seen several opportunities for choices that could

be helpful to youth who have aged out of foster care. For
example, HIFA waivers are available to states to extend Med-
icaid coverage to selected populations. Advocates see these

as offering promise for mentally ill youth, which could be a
state choice especially relevant to some former foster youth.
The other coverage options for the uninsured that have been
explored in this paper are generally aimed at the working-age
adult population, the population to which the former foster
youth now belong. But the financing and design of any given
option might not afford such youth adequate help with the
most serious problems they may have, such as mental health
disorders.

We saw that in San Francisco a generous coverage option has
been implemented specifically for young adults, including
former foster youth (who lose their full MediCal benefits at
age 21). The Health Insurance for Young Adults project of
the Adolescent Health Working Group in San Francisco has
advocated for exempting former foster youth from certain re-
strictions on their eligibility for the city and county’s Healthy
Young Adults program. One policy goal has been to enable
former foster youth who aged out before the program was
created to join it while they are still within the program’s age
limits.??

The biggest opportunity for establishing coverage for former
foster youth is the Medicaid option in the Chafee Independence
Program. First enacted in 1999 and formally known as the In-
dependent Living Initiative, this program is a capped federal
entitlement of allotments to states (based on their numbers of
children in foster care) which they must match at 20 percent.
Besides serving youth who are likely to remain in foster care,
a state must use part of its allotment for services and assis-
tance to former foster youth ages 18-21. The Judge David L.
Bazelon Center for Mental Health Law describes the aid to
former foster youth in the following way: “The program also
gives states the option of allowing youth who have left foster

care on or after their 18th birthday to remain eligible for
Medicaid up to age 21 and to use up to 30 percent of their
program funds for room and board for these former foster
children.””” But, to date, the Chafee Medicaid option has
been exercised by only eleven states.””® The Bazelon Center
sees this as a serious limitation because continued Medicaid
eligibility can be extremely helpful for some of the most
vulnerable youth aging out of foster care, those with serious
mental health conditions. Eligibility “allows these youth to
access important treatment and rehabilitation services (e.g.,
social skills and communications-skills training) that can aid
them in independent living.”**

But Protecting Children, mentioned earlier, sees the Chafee
option threatened and argues that, rather than diminish-
ing the chances that states will exercise the option, Congress
should mandate that they extend eligibility for former foster
youth up to the age of 21 and, further, create an optional
extension beyond that in certain circumstances for former
foster youth up to the age of 26:

Significant spending reductions in the Medicaid pro-
gram will certainly diminish the likelihood that this
option will reach adolescents in additional states, and
may imperil the availability of this option in the states
already using it. Recent evidence from the Casey Fam-
ily Programs’ Northwest Alumni Study—which found
that the majority of adult graduates from foster care had
at least one mental health problem, while one in four
had post-traumatic stress disorder, would suggest that
the Congress consider changing this option to a require-
ment that coverage for adolescents departing foster care
be mandated, in order to ensure appropriate time and
resources to address their heightened health needs and to
continue their treatment plans. In addition, just as many
parents can continue dependent coverage up to the age
of 26 for adult children who continue in education and
training, states should have a similar option to extend
coverage for young adults with an extensive history of
foster care residence, who elect to continue their own
education and training.”’

States have flexibility to use their funding for a range of
services. These include financial services, housing, education,
case management, counseling, employment, and life-skills
training. Including the support of mentors in life-skills train-
ing would help provide nurturing relationships that protect
health, support mental stability, and help young people have
the resiliency to avoid risky behaviors. It would be desirable
to incorporate mentoring services for minority males into
the transitional independent living care plan that federal law
requires be developed for each youth in foster care supported
under Title IV-E who is 16 or over. Services that will pre-
pare the young person for the transition from foster care to
independent living are to be covered by the plan.”' The range
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of Chafee services is important for boosting the chances of
young minority males who have been denied so many sup-
ports. The fact that the entitlement is capped so that states
are not funded to serve all eligible children is, therefore,
another important policy issue.

Recommendations for Action

State Health Policy for the Criminal and Juvenile
Justice Systems

* Policymakers in each state should institute, finance, and
monitor implementation of a comprehensive statewide
investment strategy and initiative for reforming correctional
health care—including care of juveniles in detention and
commitment facilities—and post-confinement health care.
The initiative should include the following:

> Accurate profiling of the health status and unmet
needs of incarcerated adults and juveniles; the health
and financial effects (including the spread of infec-
tious disease) that failure to meet their needs have
on inmates, former inmates, and the communities
they re-enter; whether facilities comply with national
guidelines for voluntary accreditation of correctional
health care; and quantitative targets for improvements
in care and outcomes in correctional facilities.

> Provision of post-confinement health care (including
Medicaid or other coverage for adults, men’s clinics,
and uninterrupted access to medications prescribed in
prison, jail or juvenile facilities) for adult and juvenile
ex-offenders.

> Adoption of new budget architecture that facilitates
the financing of correctional health care and post-
confinement health care and support services, based
on savings in law enforcement, corrections, and other
relevant governmental functions derived from reduced
recidivism.

* Policymakers in each state should establish a hierarchy of
preferences for addressing unlawful, anti-social behaviors
that arise from mental health and substance abuse
disorders. At the start-up of this shift in public policy and
spending priorities, increased funding for prevention,
early intervention, and treatment may need to come from
projected savings from reductions in crime, recidivism, and
incarceration.

> Top preference: Prevention of disorders and, thereby,
anti-social behaviors that arise from them through
health promotion, screening, and early intervention.
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> Second preference: To the maximum extent possible,
without compromising public safety, provision of
community-based treatment for disorders that have
manifested in anti-social behaviors, without confine-
ment, for adults charged with crimes and juveniles
charged with offenses—through pretrial diversion,
therapeutic sentencing, and special mental health and
drug courts.

> Third preference: Provision to @// incarcerated adults
and detained or committed juveniles who have mental
health and/or substance abuse disorders of clinically
appropriate treatment, including model intensive drug
treatment for adults.

> Fourth preference: For all adults and juveniles for
whom incarceration was not prevented,’ provision,
upon release, of post-confinement fully-funded,
comprehensive re-entry services that transform the
post-confinement period into a period of secondary
prevention and rehabilitation by ensuring health and
promoting responsible behavior, family reunification,
and economic productivity. (A model of re-entry
services from the Centerforce, a re-entry services
provider in California, can be seen in the text
box.??) Features of the fourth preference include the
following:

o Empbhasis on those diagnosed with health
conditions such as mental health disorders,
substance abuse disorders, and HIV/AIDS.

o Removal of post-incarceration punishments
(e.g., denial of right to vote, denial of access
to housing, educational, and other benefits)
that are barriers to establishing healthy, stable,
and economically and socially productive lives
and, further, are inconsistent with the proposed
federal Second Chance Act of 2005: Community
Safety through Recidivism Prevention introduced
in April 2005 with bipartisan sponsorship.?*

o Special attention to and interventions to address
the higher mortality rates that research shows
are experienced by young people who have been
involved with the juvenile justice system.

* In order to put the hierarchy of preferences into practice,
implementation of the initiative should include the follow-
ing steps:

T This preference relates to all individuals and is not limited to those
whose unlawful conduct arose from mental health or substance abuse
disorders.



Critical Re-Entry Services
Recommended by Centerforce

* 6 months or more of post-release case management
[especially for persons at risk of contracting or spreading

HIV].

* 6 months to 2 years of transitional housing beginning
with the first night after release.

* “A comprehensive and progressive plan for transition
from prison to the community, including attention to
resources to support the plan, links between individuals
and providers on the outside that can be made before re-
lease, and strategies for moving people in measured steps
toward self-sufficiency.”

* Job placement with salary support.

* Programs to build life skills, including
managing anger.

* Family services, including reunification.

> Regarding mental health courts: States and localities
should establish mental health courts for juvenile and
adult offenders. The number and distribution of the
courts should be sufficient to ensure that all offenders
with serious mental health conditions have access to a
mental health court. Each state legislature should hold
hearings on mental health courts and set the direc-
tion for establishing them statewide. Testimony taken
should cover, inter alia, the number of juvenile and
adult offenders in the state who would likely benefit
from access to mental health courts and the experi-
ence with establishing a court without incurring extra
start-up costs. The Santa Clara County Juvenile Men-
tal Health Court should be examined as a model.

> Regarding mental health disorders in juveniles: States
and localities should adopt the best practices recom-
mended by the Office of Juvenile Justice and De-
linquency Prevention for universal screening with
indicated follow-up assessment of juveniles for mental
health disorders (see text box).

> Regarding intensive drug treatment for adult drug

offenders: Intensive programs should combine assess-
ment for substance abuse and mental health problems
and co-morbidities; drug and alcohol counseling;
mental health therapy sessions; education; job train-
ing; and life skills training. Inmates should participate
in program activities for at least 50 hours a week, fol-
lowing the model of the Sheridan Correctional Facil-

Screening and Assessment Guidelines
From the National Center for Mental Health?*

Screening should be performed for all youth at the
earliest point of contact with the juvenile justice system.
All youth should be screened to identify the possibility
of mental health and substance use disorders. The screen-
ing should be brief and should be used to identify youth
who require further evaluation and assessment. Although
screening is most critical at a youth’s earliest point of
contact with the system, it should also be used to moni-
tor mental health status at all stages of involvement with
the system, particularly at transitions from one setting to
another (e.g., from detention to secure corrections).

Assessments should be performed for youth who require
Jurther evaluation. More detailed assessments should be
performed for youth whose initial screening indicates a
need for further examination of psychosocial needs and
problems. Although often more expensive than screening,
assessment can yield more detailed diagnostic information
about a youth’s mental health and substance use status and
can form the basis of treatment recommendations.

ity in Illinois. Services should be provided in partner-
ship with outside organizations. To the greatest extent
possible, the methods for organizing and delivering
services should begin to establish inmates’ connec-
tion to aftercare in the communities to which they
will return upon release. To ensure post-confinement
follow-up to the treatment, state policy and financing
should support communities in providing pre-release
and recently released prisoners with training, jobs,
substance abuse and mental health treatment, positive
social supports, and other services.

State Health Policy for the Foster Care System

* Local, state, and federal financing, policy, and programs
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must ensure that children in foster care will receive early
and periodic assessment of physical, mental, and oral
health; diagnosis; care planning; treatment; and visitation
to monitor and support health and health care. To strength-
en this assurance:

> Foster care caseworkers should be properly trained
to and regularly monitor health status and should be
backed up by intensive public health nursing services.

> Court reviews required for foster care cases should
place special emphasis on health care needs, especially
those of minority males. Model guidance should be
developed through the National Council of Juvenile
and Family Court Judges.



> State legislative committees and caucuses should hold
hearings on the health and health care of children and
youth in foster care and hold state and local agencies
accountable for solving identified problems. Youth in
foster care, advocates, and state and national experts
should testify as well as agency personnel.

> State policymakers and advocates for youth, especially

minority male youth, should ask Congress to follow
the recommendations of the Casey Family Programs
on Medicaid (see text box). State policymakers should
make these recommendations the positions of the
National Governors’ Association and the National
Conference of State Legislatures.

Recommendations from
Protecting Children
(Casey Family Programs)®*

* Preserve — Medicaid’s Early and Periodic Screening,
Diagnosis, and Treatment (EPSDT) benefits. If EPSDT
is compromised, it could eliminate many prevention,
treatment, and health maintenance options for children
in foster care, especially those who are the sickest and
most in need of services.

e Protect — the shared mission of Medicaid and child
welfare services by adequately funding case management
and rehabilitative services.

* Reject — cost-sharing proposals affecting children in
foster care.

* Chafee Independence Program services should be provided
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to all youth who are likely to remain in foster care and to
all former foster youth and include mentoring by minority
males.

> State agencies should partner with community-based
organizations to make this mentoring available.

> All states should exercise the Chafee Medicaid option
for former foster youth up to the age of 21.

> State policymakers and advocates for youth, especially
minority male youth, should ask Congress to lift the
cap on the entitlement in the statutory authorization
for this program, to make the Chafee option into a
mandate, and, further, to create an optional exten sion
beyond age 21 in certain circumstances for former
foster youth up to the age of 26. (The circumstances
should be that an individual was in foster care for a
long time and, in adulthood, has chosen to pursue
education and training.) State policymakers should
make these proposals the positions of the National
Governors’ Association and the National Conference
of State Legislatures.



APPENDIX

Reproduced from S. Silow-Carroll, S. E. Anthony, P. A. Seltman, and J. A. Meyer, Community-Based Health Plans for the Un-
insured: Expanding Access, Enhancing Dignity (Battle Creek, MI: W.K. Kellogg Foundation, 2001), pp. 36-40.

Location

Alameda
County,
California

Birmingham,
Alabama

Boston,
Massachusetts

Buncombe
County, North
Carolina

Table 3: Community-Based Programs to Improve Access for Uninsured Individuals*

Name of
Program

County
Medically
Indigent
Services

Plan

Community
Care Plan

Boston
HealthNet
(Pilot) Plan

Buncombe
County
Medical
Society
Project
Access

Program Structure
& Administration

Alameda County Health

Service Agency administers

the program using a limited
provider network for those with
a medical need. The agency has
exclusive contracts with Alameda
County Medical Center and a
network of CBOs. This is not an
insurance program.

Jefferson County Health System
administers the managed

care plan using four primary
care clinics and four network
hospitals for inpatient care.

Boston Medical Center
administers the program using
its own facilities and 14 affiliated
CHGC:s. The program does not
have a formal managed care
structure, but it is an insurance

plan.

Buncombe County Medical
Society administers the program
under a contract with
Buncombe County. Mountain
Health Care processes claims
and provides data on physician
services. The program relies

on 500 volunteer physicians
(85% of county physicians)

to provide services. All county
pharmacies participate, as well
as two hospitals. This is not an
insurance program.

Target Population,
Eligibility &
Enrollment
Target population is 120,000
county residents in need
of medical attention with
incomes below 200% of FPL
and who are ineligible for
Medi-Cal or any other health
insurance. 51,686 patients
served between July 1, 1998,
and June 30, 1999.

Target population is 250,000
uninsured county residents.
3,000 individuals enrolled in
1999.

Target population is roughly
100,000 individuals in

the Boston area who meet
the residential and income
guidelines of the state’s
uncompensated care pool.
Eligible for full free care if
family income is under 200%
of FPL, subsidized care if
between 200-400% of FPL.
68,565 individuals enrolled in
May 2000.

Target population is 15,000
uninsured county residents
with incomes below 200% of
FPL with a need for medical
attention.

Roughly 13,000 patients a

year receive care.

Scope of Services

Covers inpatient,
outpatient, and specialty
care, prescription

drugs, and lab services.

Covers inpatient,
outpatient, specialty care,
prescription drugs, and
lab services. Dental care is
limited to oral surgery.

Covers inpatient,
outpatient, specialty
care, prescription drugs,
lab services, dental

care, mental health and
substance abuse services,
and case management for
the homeless.

Covers inpatient,
outpatient, specialty care,
prescription drugs, and lab
services.

Financing

The $60 million annual
budget is financed through
the county general fund, an
increase in state sales tax, and
an earmarked portion of state
vehicle license fees.

No cost-sharing for individuals
with incomes below 100% of
FPL. Sliding scale fee schedule
for individuals with incomes
between 100-200% of FPL.

One of the network hospitals
receives $37.5 million annually
from the county for indigent
care. The county also has a
one-cent sales tax that finances
indigent care. Program also
receives Foundation grant
money and $150,000 in
annual sliding scale premiums
(based on income) and co-
payments at the four clinics.

Amount to cover receipt

of care drawn from state
uncompensated care pool;
amount varies according to
demand for services. Annual
budget in 1999 was $94
million.

Individuals with incomes
between 200-400% of FPL
pay based on a sliding scale fee
schedule.

Predominantly financed
through medical service
contributions, estimated to be
$4.8 million in FY 1999: 60%
from physicians, 40% from
hospitals.

Also financed through the
county, which contributed
$250,000 in FY 1999 and
$350,000 in FY 2000. Most of
these funds are used to pay for
prescription drugs. The only
patient cost-sharing is $4 per
prescription.

* In this table, we indicate whether each program covers the following services: inpatient, outpatient, specialty care, prescription drugs, lab services, dental
care, mental health and substance abuse services, and case management. Some programs also cover additional services, including (but not limited to)
emergency room services, ambulance services, transportation services, and vision care. For more detailed information on these or other services, see the
table’s sources cited below.
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Location

Contra Costa,
California

Denver,

Colorado

Hillsborough
County,
Florida

Jacksonville,
Florida

Los Angeles,
California

Table 3: Community-Based Programs to Improve Access for Uninsured Individuals (cont.)

Name of
Program

Contra Costa
Health Plan’s
Basic Adult
Care (BAC)

CU Care

Hillsborough
County
HealthCare
Plan for the
Medically
Indigent

WE CARE
Jacksonville,
Inc.

Public-
Private
Partnerships

Program Structure
& Administration

County-run HMO, Contra
Costa Health Plan, administers
BAC using a limited provider
network of five county-operated
health centers (outpatient)

and one medical center
(inpatient). Referrals for
specialty care by primary care
provider are permitted to an
additional network of
community providers. This is
not an insurance plan.

Denver’s University Hospital,
University Health Sciences
Center, and Kaiser Permanente
of Colorado administered the
managed care demonstration
project from 1995-1998.
Patients were treated at a
primary care clinic (outpatient)
and University Hospital
(inpatient). Program’s primary
care clinic now continues

to operate without a formal
managed care component.

County’s Department of Health
and Social Services administers
the managed care plan using
preferred provider networks
consisting of hospitals, primary
care physicians, and specialty
physicians.

A nurse employed by the city
administers the program on
behalf of WE CARE, a
nonprofit corporation. The nurse
coordinates referrals from
volunteer physicians and 10
primary care clinics to specialty
and inpatient hospital care. All
area hospitals participate. This

is not an insurance program.

County’s Department of Health
Services administers the program
using 150 community clinics,

of which 12 provide about half
of all services. Most inpatient
care provided at county facilities.
‘This is not an insurance plan.

Target Population,
Eligibility &
Enrollment

Target population is county
residents ages 19-64 ineligible
for Medi-Cal or any other
health insurance. Eligible only
if there is a medical need, for
sixmonth enrollment period.
Individuals eligible up to
$2,061 in monthly income;
married couples up to $2,766.
4,000 patients enrolled in

any given month.

Target population was all
uninsured Colorado residents
who sought care at University
Hospital with incomes under
185% of FPL.

At its peak, the program

had 12,000 enrollees. When
funding was cut by 50% in
final year, clinic limited care
to patients referred by the
emergency room.

Target population is 28,000
county residents with incomes
up to 100% of FPL who have
no other health insurance
coverage. Also eligible if
medical expenses reduce an
individual’s income to 100%
of FPL.

15,469 enrollees in January
2000.

Target population is 148,000
uninsured county residents.
Individuals with incomes up
to 100% of FPL are referred
to the University Medical
Center for care, as it receives
funds from the city to care
for the poor. Individuals with
incomes between 100-150%
of FPL can obtain referrals
for specialty care. Program
does not estimate how many
individuals receive care.

Target population is county
residents without health
insurance with incomes at or
below 133% of FPL.
Enrollment not provided by
program.

Scope of Services

Covers inpatient,
outpatient, specialty
care, prescription drugs,
lab services, mental
health services, and case
management.

Covered inpatient,
outpatient, specialty
care, prescription drugs,
lab services, mental
health services, and case
management.

Covers inpatient,
outpatient, specialty care,
prescription drugs, lab
services, mental health
services, dental care, and
case management.

There is no formal benefits
package since available
services depend on
physician and hospital
donations.

Covers inpatient,
outpatient, specialty care,
and prescription drugs.
(Services vary by clinic.)

Financing

'The $29 million program is
financed with $19 million
from the state and $9.5 million
from the county (1999)
Funding sources include
county general fund, an
increase in state sales

tax, an earmarked portion of
state vehicle license fees,
tobacco funds, and some
federal DSH money.

There are sliding scale
premiums based on income,
although 88% of enrollees pay
no premium.

Funding was reduced by 50%
in final year of operation. State
uncompensated care block
grant covered 30% of care
costs, with balance financed
through in-kind contributions
from University Hospital,
University Health Sciences
Center, and Kaiser
Permanente. Sliding scale co-
payments, based on income,
for outpatient and inpatient
services and prescription

drugs.

Financed through a $0.25
county sales tax and interest
from a related trust fund.
Enrollees with incomes up to
100% of FPL have co-
payments for dental care
only. Co-payments for other
enrollees are on a sliding scale
based on income.

Financed primarily through
donations of medical supplies
and approximately 9,000 hours
of physician time valued at
$1.9 million. The city covers
$70,000 in administrative
costs. An annual physician
talent show also raises $15,000
to $20,000.

There is no patient costsharing.

The county spent roughly $42
million on the program in
1999, predominantly financed
through the county’s Medicaid
1115 waiver. The county also
contributes money from
general revenues.

Cost-sharing is not required
and varies from clinic to clinic.
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Location

Marion
County,
Indiana

Milwaukee
County,

Wisconsin

St. Louis,
Missouri

San Antonio,
Texas

Shelby
County,
Tennessee

Table 3: Community-Based Programs to Improve Access for Uninsured Individuals (cont.)

Name of
Program

Wishard
Advantage

General
Assistance
Medical
Program

Saint Louis

ConnectCare
Health
System

Carelink

Shelby
County
Health Care
Network

Program Structure
& Administration

The County’s Health and
Hospital Corporation
administers the managed care
plan using one public hospital
and seven CHCs (managed by
Indiana University Medical
Group). Does not use
“gatekeeper” model but does
require referrals for most

specialty care.

The county’s Department of
Health administers this program
using a third-party
administrator for billing.
Program uses 14 CHC:s to
provide primary care (acting as
gatekeepers) and 22 clinics
overall. Each clinic must affiliate
with at least one hospital

and pharmacy. This is not an
insurance plan.

A nonprofit public-private
partnership, headed by 17-
member board of directors,
administers the managed

care plan using a third-

party administrator for daily
management of operations.

The program operates a network
of clinics and partners with four
hospital systems for specialty
and inpatient care.

The University Health System
(UHS) administers this program,
which subsidizes the cost

of medical care. The program
uses a “closed” system, relying
on UHS’s hospital and its six
ambulatory care centers. The
program’s extended network
also includes five FQHCs and
one private physician. This is
not an insurance program.

Under contract with the county,
the Shelby County Health Care
Corporation administers this
program, which uses 10 primary
care clinics and one urgent care
clinic to deliver services. This is
not an insurance program.

Target Population,
Eligibility &
Enrollment

Target population is 40,000
adult county residents with
incomes up to 200% of FPL
not eligible for any other type
of assistance program.

22,000 enrollees in June
2000.

Target population is 130,000
county residents who are not
eligible for any other health
insurance coverage, earn a
gross income of no more than
$800 per month (individual),
and have a medical need.
Roughly 18,000 enrollees
annually.

Target population is all
uninsured residents of St.
Louis city and county with
incomes up to 100% of FPL
(free care), or above 100%

of FPL on a sliding fee scale
basis. Serves 30,000 annually.

Target population is 250,000-
300,000 county residents who
are low-income and
uninsured,

but program is available to all
county residents regardless of
income or insurance status
(e.g., Medicare enrollees who
lack drug coverage). The
programalso provides a
90-day membership for
individuals who become
unemployed. 62,621 enrollees
in October 1999.

Target population is all
residents of the county, with
the goal of developing a more
diverse payer mix. There is no
enrollment process per se.

Scope of Services

Covers inpatient,
outpatient, specialty care,
prescription drugs, lab
services, and mental
health services.

Covers inpatient,
outpatient, specialty care,
prescription drugs, lab
services, mental health and
substance abuse services,
dental care, and case
management.

Covers inpatient,
outpatient, specialty care,
prescription drugs, lab
services, and dental care.

Covers inpatient,
outpatient, specialty care,
prescription drugs, lab
services, and case
management.

Covers outpatient, specialty
care, prescription drugs,
dental care, and case
management.

Financing

Roughly $76 million budget
financed through $20 million
in federal DSH matching
funds and $56 million in city
and county property taxes.

No cost-sharing for enrollees
up to 150% of FPL. Enrollees
between 150-200% of FPL are
charged for services on a
sliding scale based on income.

Annual budget of $38 million
financed through a county
property tax levy that was
dedicated to a now-closed
county hospital (55% of
budget) and a state block grant
that includes federal DSH
money (45% of budget).

There is no patient costsharing.

Annual budget of $38 million
financed through the state
($21-26 million, including $8
million in federal DSH
money), the city ($5 million),
the county ($2 million), and
operating revenues.

Patients with incomes above
100% of FPL pay on a sliding
fee scale basis.

Program financed through a
county hospital district
property tax ($0.25 per $100
property valuation). In 1999,
some federal DSH money also
helped fund the program.
There is no cost-sharing for
patients with incomes below
75% of FPL. Above 75% of
FPL, monthly payments vary.
For prescriptions, there are no
co-pays for those with incomes
below 75% of FPL; $2 co-pays
for those with incomes 75-
150% of FPL; and $4 co-pays
for those with incomes above

150% of FPL.

Program financed from the
county’s general revenue,
capped at $4.1 million
annually.

No information provided
about cost-sharing.
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Location

Wayne
County,
Michigan

Table 3: Community-Based Programs to Improve Access for Uninsured Individuals (cont.)

Name of
Program

PlusCare

Program Structure
& Administration

The Patient Care Management
System, created by the county,
administers this program,
which contracts with three
health plans and one dental
plan.

Target Population,
Eligibility &
Enrollment

Target population is 50,000-
55,000 county residents ages
21-64 who are not eligible for
any other health insurance
coverage and have monthly
household income of no more
than $250 (excluding child
support and Social Security
payments).

Enrollment is roughly
31,000-35,000.

Scope of Services

Covers inpatient,
outpatient, specialty care,
prescription drugs, lab
services. Dental care

is limited to dentures and
extractions. Does NOT
cover mental health and
substance abuse services,
but plans are required

to establish a system of
referrals for these services.

Financing

The $44 million annual budget
is funded by a hospital indigent
care pool financed by state
Medicaid, federal Medicaid
matching, and county general
funds.

There is no patient costsharing
for most health care services.
There is a $0.50 copay for
prescription drugs and a $3.00
co-pay for hearing aids.

Sources: Andrulis, D. and Gusmano, M. Community Initiatives for the Uninsured: How Far Can Innovative Partnerships Take Us? (The New York Academy
of Medicine, August 2000); Silow-Carroll, S., Anthony S., and Meyer J., State and Local Initiatives to Enhance Health Coverage for the Working Uninsured
(Economic and Social Research Institute, Washington, D.C., October 2000).

Location

Denver,

Colorado

‘Wayne
County,
Michigan

Table 4: Community-Based Programs to Improve Access for Small Businesses and Uninsured Employers’

Name of
Program

Denver
Health
Medical
Plan—
Small
Business
Premium
Subsidy

Program

HealthChoice

Program Structure
& Administration

Denver Health, an independent
governmental authority

that runs Denver’s public
health care system, administers
this premium subsidy
program for employers with
2-50 employees. The program
offers three different health
plans to the small businesses:

a basic plan, a standard plan,
and a premier plan.

The Patient Care Management
System (PCMS), created by the
county, administers this
subsidized managed care
program for businesses with
three or more employees. PCMS
contracts with a third-party
administrator for collections
and billings. The program
contracts with five different
health care networks from which
enrollees may choose. Enrollees
are assigned to primary care
providers, who function

as gatekeepers.

Target Population,
Eligibility &
Enrollment
Target population is
employers and employees of
small, low-income businesses
without health insurance
coverage. Firms must have
2-50 workers; must not have
offered coverage in prior
90 days; and must have net
income of $50,000 or less
during the previous year.
As of December 2000, 20
businesses were receiving the
subsidy.

Target population is 9,000
county businesses with three
or more employees. 50% or
more of the employees must
average an hourly wage of $10
or less; and employees must
work at least 20 hours a week
for an anticipated period of at
least five months and be
ineligible for other health
insurance coverage.In June
2000, there were 19,019
employees and 1,977 small
businesses enrolled.

Scope of Services

Covers inpatient,
outpatient, lab services,
and mental health and
substance abuse services.

Basic coverage includes
inpatient, outpatient,
specialty care, prescription
drugs, and lab services.
For additional premium
charges, employers can
receive optional benefits,
including unlimited
inpatient hospital days,
mental health and
substance abuse services,
and dental care.

Financing

'The program is financed
through a 5-year, $5 million
grant from The Colorado Trust
and the W.K. Kellogg
Foundation. This amount pays
for a subsidy worth 20-50% of
the total premium, determined
on a sliding scale based on the
firm’s net income during the
previous year. The employer
and employee must pay

the balance. The subsidy is
available in years one, two,
four, and five, with no subsidy
in year three to determine the
extent of retention of coverage
without assistance.

The $16.8 million annual
budget is partially financed
through premiums for health
coverage. Premium costs

are divided in thirds among
employer, employee, and the
program. The program
obtains its funds from a
hospital indigent care pool
financed by state Medicaid,
federal Medicaid matching,
and county general funds.
$5 copays are required for
prescription drugs and
physician visits. There are
separate surcharges for
dental benefits.

Y In this table, we indicate whether each program covers the following services: inpatient, outpatient, specialty care, prescription drugs, lab services, dental
care, mental health and substance abuse services, and case management. Some programs also cover additional services, including (but not limited to)
emergency room services, ambulance services, transportation services, and vision care. For movre detailed information on these or other services, see the table’s

sources cited below.
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Table 4: Community-Based Programs to Improve Access for Small Businesses and Uninsured Employers (cont.)

Location Name of
Program
San Diego, FOCUS
California (Financially
Obtainable
Coverage for
Uninsured
San Diegans),
Sharp Health
Plan
Muskegon Access Health
County,
Michigan

Program Structure
& Administration

Sharp Health Plan administers
the premium assistance program
for small employers and

low- to moderate-income
employees. The program is a
partnership between Sharp
Health Plan and Alliance
Healthcare Foundation in
which Sharp Health Plan offers
insurance coverage and the
foundation subsidizes
premiums. The insurance is a
“no frills,” standard commercial

plan.

The nonprofit Muskegon
Community Health Project
(MCHP) administers this
program, which targets
uninsured individuals who
work for small to medium-sized
businesses. The program is

not an insurance plan. It has a
network of providers with which
it contracts directly. MCHP is a
Comprehensive Community
Health Models partnership of
the W.K. Kellogg Foundation.

Target Population,
Eligibility &
Enrollment

Target population is more
than 150 small businesses
with 50 or fewer employees,
and up to 2,000 full-time
employees with incomes up to
300% of FPL. To be eligible,
small businesses cannot have
provided coverage in the past
year, and employees cannot
have been insured in the past
year. As of June 2000, 1,699
employees and 216 businesses
were participating.

Target population is up to
3,000 full- or part-time (not
seasonal or temporary)
working, uninsured
individuals in small to
medium-sized businesses

in Muskegon County. To

be eligible, businesses can
have up to 150 full- or part-
time employees; must not
have provided insurance for
the last 12 months; and must
have a maximum median
wage of eligible employees
of $10 per hour or less. As
of June 2000, 155 small to
medium-sized businesses
were participating.

Scope of Services

Covers inpatient,
outpatient, and
prescription drugs.
Mental health and
substance abuse services
are limited to outpatient
services.

Covers inpatient,
outpatient, specialty care,
prescription drugs, and lab
services.

Financing

Premiums are subsidized
through a $1.2 million grant
from Alliance Health
Foundation and a portion
of a $400,000 grant from
The California Endowment.
Employer contributions

to premiums are fixed,

and employees pay according
to a sliding scale based on
income and family size.
There are $5 co-pays for
physician office visits and $5
generic/$15 brand co-pays for
prescription drugs.

The $4 million annual budget
is financed through a shared
buy-in among employer
(30%), employee (30%) and
community match (40%).
Community match is
comprises of federal DSH,
local government, community,
and foundation funds. Co-
payments are required for most
services (e.g., $5 for primary
care provider office visit and
$20 for specialist visits).

Sources: Andrulis, D. and Gusmano, M. Community Initiatives for the Uninsured: How Far Can Innovative Partnerships Take Us? (The New York Academy
of Medicine, August 2000); Silow-Carroll, S., Anthony S., and Meyer J., State and Local Initiatives to Enhance Health Coverage for the Working Uninsured
(Economic and Social Research Institute, Washington, DC, October 2000).
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