
	
  

1	
  
	
  

Game	
  Changer:	
  The	
  Potential	
  of	
  the	
  Affordable	
  Care	
  Act	
  to	
  Improve	
  
Public	
  Health,	
  Increase	
  Public	
  Safety,	
  and	
  Save	
  Taxpayer	
  Dollars	
  

Amy	
  L.	
  Solomon	
  
Senior	
  Advisor	
  to	
  the	
  Assistant	
  Attorney	
  General	
  

Office	
  of	
  Justice	
  Programs,	
  U.S.	
  Department	
  of	
  Justice	
  
	
  

Prepared	
  for	
  “Health	
  Behind	
  Bars:	
  	
  
What	
  Obamacare	
  Means	
  for	
  Courts,	
  Prisons,	
  Jails	
  and	
  Justice-­‐Involved	
  Communities”	
  

	
  
John	
  Jay	
  College	
  of	
  Criminal	
  Justice	
  

	
  
October	
  21,	
  2013	
  

Good	
  morning.	
  	
  It	
  is	
  great	
  to	
  be	
  here	
  at	
  John	
  Jay	
  College	
  of	
  Criminal	
  Justice.	
  Thank	
  you	
  to	
  Steve	
  
and	
  colleagues	
  for	
  bringing	
  us	
  together	
  for	
  this	
  timely	
  and	
  important	
  discussion.	
  I	
  can’t	
  help	
  but	
  
think	
  about	
  the	
  first	
  time	
  I	
  visited	
  John	
  Jay.	
  It	
  was	
  February	
  2000,	
  and	
  I	
  was	
  a	
  young	
  
Department	
  of	
  Justice	
  staffer,	
  travelling	
  with	
  then-­‐Attorney	
  General	
  Janet	
  Reno	
  and	
  one	
  Jeremy	
  
Travis,	
  who	
  is	
  now	
  President	
  of	
  John	
  Jay	
  and	
  was	
  then	
  Director	
  of	
  the	
  National	
  Institute	
  of	
  
Justice.	
  The	
  AG	
  was	
  here	
  to	
  give	
  the	
  first	
  national	
  speech	
  on	
  the	
  topic	
  of	
  prisoner	
  reentry	
  and	
  to	
  
launch	
  the	
  first	
  federal	
  pilot	
  projects.	
  This	
  was	
  largely	
  Jeremy’s	
  brainchild,	
  and	
  the	
  seeds	
  he	
  
planted	
  in	
  this	
  area	
  have	
  significantly	
  reshaped	
  the	
  public	
  safety	
  landscape.	
  

In	
  her	
  speech,	
  AG	
  Reno	
  talked	
  about	
  the	
  large	
  and	
  growing	
  numbers	
  of	
  people	
  behind	
  bars,	
  and	
  
she	
  shined	
  a	
  bright	
  light	
  on	
  the	
  increasing	
  number	
  of	
  people	
  released	
  each	
  year.	
  She	
  discussed	
  
the	
  high	
  rates	
  of	
  substance	
  abuse	
  and	
  mental	
  health	
  problems	
  in	
  this	
  population	
  and	
  the	
  public	
  
safety	
  risks	
  they	
  presented	
  if	
  left	
  untreated.	
  She	
  lamented	
  the	
  low	
  base	
  of	
  in-­‐prison	
  treatment	
  
and	
  even	
  lower	
  rates	
  of	
  treatment	
  after	
  release,	
  despite	
  the	
  fact	
  that	
  when	
  drug	
  treatment	
  is	
  
delivered	
  in	
  prison	
  and	
  in	
  the	
  community,	
  it	
  can	
  substantially	
  cut	
  recidivism.	
  

In	
  many	
  ways,	
  we	
  have	
  moved	
  mountains	
  since	
  then,	
  as	
  most	
  states	
  approach	
  reentry	
  very	
  
differently	
  now.	
  Three	
  U.S.	
  Presidents,	
  starting	
  with	
  President	
  Clinton,	
  have	
  supported	
  and	
  
strengthened	
  reentry	
  efforts,	
  one	
  Administration	
  after	
  another.	
  It	
  was	
  President	
  Bush,	
  in	
  fact,	
  
who	
  said	
  in	
  his	
  2004	
  State	
  of	
  the	
  Union	
  that	
  “America	
  is	
  the	
  land	
  of	
  second	
  chance[s],	
  and	
  when	
  
the	
  gates	
  of	
  the	
  prison	
  open,	
  the	
  path	
  ahead	
  should	
  lead	
  to	
  a	
  better	
  life.”	
  	
  

I’m	
  proud	
  to	
  say	
  that	
  improving	
  reentry	
  is	
  a	
  priority	
  in	
  the	
  Obama	
  Administration.	
  Attorney	
  
General	
  Holder	
  has	
  established	
  a	
  Cabinet-­‐level	
  Reentry	
  Council	
  that	
  works	
  across	
  20	
  federal	
  
agencies	
  to	
  reduce	
  recidivism	
  and	
  the	
  collateral	
  consequences	
  of	
  incarceration	
  that	
  make	
  it	
  so	
  
difficult	
  for	
  returning	
  prisoners	
  to	
  get	
  a	
  job,	
  attain	
  housing,	
  support	
  their	
  families,	
  and	
  rejoin	
  
society	
  as	
  productive	
  citizens.	
  	
  	
  

This	
  is	
  even	
  an	
  area	
  where	
  there’s	
  impressive	
  bi-­‐partisan	
  support	
  on	
  Capitol	
  Hill,	
  where	
  
Congress	
  has	
  worked	
  across	
  the	
  aisle	
  to	
  pass	
  and	
  support	
  the	
  Second	
  Chance	
  Act.	
  In	
  state	
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houses,	
  city	
  halls,	
  and	
  community	
  centers	
  around	
  the	
  country—in	
  jurisdictions	
  both	
  red	
  and	
  
blue—we’ve	
  seen	
  broad	
  support	
  for	
  evidence-­‐based	
  reentry	
  strategies	
  that	
  increase	
  public	
  
safety	
  and	
  save	
  taxpayer	
  money.	
  And	
  in	
  many	
  states	
  we	
  are	
  seeing	
  results.	
  Several	
  states	
  report	
  
significant	
  reductions	
  in	
  recidivism,	
  and	
  we	
  are	
  bending	
  the	
  national	
  incarceration	
  curve	
  after	
  
40	
  years	
  of	
  unchecked	
  increases.	
  	
  

These	
  are	
  big	
  shifts	
  and	
  we	
  are	
  making	
  great	
  strides.	
  But	
  to	
  be	
  frank,	
  we	
  have	
  not	
  made	
  good	
  
progress	
  on	
  the	
  health	
  front.	
  I	
  think	
  the	
  Patient	
  Protection	
  and	
  Affordable	
  Care	
  Act	
  (ACA)	
  could	
  
change	
  that.	
  

So,	
  I	
  am	
  going	
  to	
  spend	
  a	
  few	
  minutes	
  laying	
  out	
  six	
  core	
  facts	
  that	
  set	
  the	
  backdrop	
  for	
  this	
  
discussion.	
  	
  I	
  will	
  then	
  talk	
  about	
  why	
  access	
  to	
  healthcare	
  can	
  make	
  a	
  huge,	
  positive	
  difference	
  
for	
  this	
  population	
  and	
  how	
  health	
  care	
  reform	
  has	
  the	
  potential	
  to	
  improve	
  public	
  health,	
  
enhance	
  public	
  safety,	
  and	
  save	
  taxpayer	
  dollars.	
  	
  	
  

Fact	
  #1:	
  We	
  have	
  a	
  lot	
  of	
  people	
  locked	
  up	
  in	
  this	
  country	
  –	
  totaling	
  some	
  2.2	
  million.	
  	
  The	
  
U.S.	
  locks	
  up	
  more	
  people	
  than	
  any	
  country	
  in	
  the	
  world:	
  We’ve	
  got	
  about	
  5	
  percent	
  of	
  the	
  
world’s	
  population,	
  yet	
  25	
  percent	
  of	
  the	
  world’s	
  prisoners.i	
  On	
  any	
  given	
  day,	
  the	
  U.S.	
  holds	
  
about	
  1.5	
  million	
  people	
  in	
  state	
  and	
  federal	
  prisons,	
  700,000	
  in	
  local	
  jails,	
  and	
  another	
  five	
  
million	
  people	
  are	
  supervised	
  in	
  the	
  community,	
  on	
  probation	
  or	
  parole.ii	
  Many	
  refer	
  to	
  these	
  
levels	
  as	
  “mass	
  incarceration,”	
  as	
  sizable	
  shares	
  of	
  some	
  neighborhoods—mostly	
  the	
  young	
  
men	
  in	
  these	
  neighborhoods—are	
  behind	
  bars.	
  This	
  costs	
  us	
  about	
  $80	
  billion	
  each	
  year,	
  with	
  
generally	
  poor	
  returnsiii	
  and	
  many	
  collateral	
  impacts.	
  

Fact	
  #2:	
  The	
  incarcerated	
  population	
  carries	
  a	
  high	
  disease	
  burden,	
  with	
  substantially	
  higher	
  
rates	
  of	
  medical,	
  psychiatric,	
  and	
  addiction	
  problems	
  than	
  the	
  general	
  public.iv	
  The	
  prevalence	
  
of	
  Hepatitis	
  C,	
  for	
  example,	
  is	
  nine	
  to	
  10	
  times	
  higher	
  in	
  the	
  inmate	
  population	
  than	
  in	
  the	
  
general	
  population.	
  The	
  prevalence	
  of	
  active	
  tuberculosis	
  is	
  four	
  times	
  higher,	
  and	
  HIV	
  infection	
  
is	
  eight	
  to	
  nine	
  times	
  higher.	
  Chronic	
  health	
  problems	
  such	
  as	
  hypertension,	
  diabetes,	
  and	
  
asthma	
  are	
  significant	
  also,	
  particularly	
  now	
  given	
  the	
  aging	
  prison	
  population.	
  In	
  fact,	
  an	
  
estimated	
  39-­‐43	
  percent	
  of	
  all	
  inmates	
  have	
  one	
  or	
  more	
  chronic	
  health	
  conditions.v	
  In	
  terms	
  of	
  
behavioral	
  health,	
  inmates	
  are	
  three	
  times	
  higher	
  than	
  the	
  general	
  population	
  to	
  have	
  serious	
  
mental	
  illness	
  and	
  four	
  times	
  higher	
  to	
  have	
  substance	
  abuse	
  problems.vi	
  And	
  often,	
  substance	
  
abuse	
  and	
  mental	
  illness	
  go	
  hand	
  in	
  hand.	
  

Looked	
  at	
  through	
  a	
  different	
  lens,	
  a	
  large	
  share	
  of	
  the	
  U.S.	
  population	
  carrying	
  communicable	
  
diseases	
  passes	
  through	
  a	
  correctional	
  facility	
  each	
  year.	
  	
  Think	
  about	
  this:	
  	
  about	
  one	
  third	
  of	
  
all	
  people	
  with	
  TB	
  and	
  Hepatitis	
  C	
  pass	
  through	
  our	
  prisons	
  and	
  jails	
  each	
  year,	
  as	
  do	
  17	
  percent	
  
of	
  those	
  with	
  AIDS	
  and	
  12-­‐16	
  percent	
  of	
  people	
  with	
  Hepatitis	
  B.vii	
  From	
  a	
  public	
  health	
  
standpoint,	
  this	
  presents	
  a	
  huge	
  intervention	
  opportunity.	
  	
  	
  	
  	
  

Fact	
  #3:	
  As	
  coined	
  by	
  President	
  Travis,	
  “they	
  all	
  come	
  back.”	
  	
  The	
  iron	
  law	
  here	
  is	
  that	
  unless	
  
people	
  die	
  while	
  incarcerated,	
  and	
  thankfully	
  about	
  95	
  percent	
  do	
  not,	
  individuals	
  return	
  to	
  
their	
  families	
  and	
  communities	
  after	
  they’ve	
  served	
  their	
  time.	
  In	
  terms	
  of	
  numbers,	
  this	
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translates	
  into	
  about	
  670,000	
  releases	
  from	
  state	
  and	
  federal	
  prisons	
  each	
  year.viii	
  Another	
  11.8	
  
million	
  cycle	
  thru	
  local	
  jails,	
  where	
  they	
  spend	
  less	
  than	
  a	
  year—often	
  a	
  handful	
  of	
  days	
  or	
  
weeks.ix	
  	
  	
  

So	
  we’ve	
  got	
  lots	
  of	
  people	
  who	
  are	
  in	
  poor	
  health	
  incarcerated	
  in	
  our	
  nation’s	
  prisons	
  and	
  jails,	
  
and	
  almost	
  all	
  are	
  destined	
  to	
  return	
  to	
  our	
  neighborhoods	
  after	
  they’ve	
  served	
  their	
  time.	
  

Fact	
  #4:	
  Prisoners	
  have	
  a	
  constitutional	
  right	
  to	
  medical	
  care	
  while	
  incarcerated—and	
  indeed	
  
some	
  people’s	
  health	
  actually	
  improves	
  while	
  confined—however,	
  we	
  also	
  know	
  that	
  there	
  is	
  
not	
  nearly	
  enough	
  high-­‐quality	
  treatment	
  to	
  meet	
  the	
  need.	
  The	
  gap	
  is	
  particularly	
  acute	
  
when	
  it	
  comes	
  to	
  substance	
  abuse	
  and	
  mental	
  illness,	
  where	
  less	
  than	
  20	
  percent	
  of	
  those	
  who	
  
need	
  treatment	
  get	
  it.x	
  	
  	
  

Fact	
  #5:	
  After	
  release,	
  there’s	
  even	
  less	
  care	
  in	
  the	
  community.	
  	
  All	
  the	
  while—as	
  noted	
  by	
  
Janet	
  Reno,	
  a	
  large	
  body	
  of	
  research,	
  and	
  a	
  recent	
  panel	
  of	
  expert	
  physicians—continuity	
  of	
  
care	
  is	
  essential	
  if	
  you	
  want	
  to	
  see	
  health	
  and	
  safety	
  benefits.xi	
  	
  Whether	
  it	
  be	
  for	
  substance	
  
abuse	
  disorders,	
  mental	
  illness,	
  infectious	
  or	
  chronic	
  conditions,	
  continuity	
  of	
  care	
  must	
  be	
  a	
  
priority,	
  particularly	
  in	
  the	
  first	
  days	
  and	
  weeks	
  after	
  release	
  when	
  the	
  risk	
  of	
  relapse,	
  
reoffending,	
  and	
  even	
  death,	
  is	
  most	
  acute.xii	
  	
  	
  	
  	
  	
  	
  	
  

Fact	
  #6:	
  Correctional	
  health	
  care	
  costs	
  are	
  substantial,	
  and	
  when	
  there’s	
  no	
  continuity	
  of	
  care,	
  
it’s	
  a	
  poor	
  investment.	
  Hard	
  dollar	
  figures	
  are	
  hard	
  to	
  come	
  by,	
  but	
  estimates	
  suggest	
  some	
  $7	
  
to	
  10	
  billion	
  is	
  spent	
  on	
  correctional	
  health	
  care	
  annually.xiii	
  And	
  while	
  the	
  per	
  capita	
  
expenditures	
  are	
  roughly	
  in	
  line	
  with	
  the	
  general	
  population	
  trends,xiv	
  these	
  investments	
  are	
  
essentially	
  squandered	
  without	
  adherence	
  to	
  treatment	
  regimens	
  begun	
  in	
  prison.xv	
  	
  	
  

Taken	
  together,	
  these	
  facts	
  suggest	
  a	
  massive	
  opportunity	
  to	
  treat	
  substance	
  abuse,	
  mental	
  
health,	
  chronic	
  and	
  communicable	
  health	
  problems	
  while	
  people	
  are	
  incarcerated	
  and	
  
especially	
  upon	
  release	
  and	
  in	
  the	
  community.	
  If	
  we	
  do	
  that—deliver	
  the	
  right	
  treatment	
  to	
  the	
  
right	
  people	
  at	
  the	
  right	
  times—then	
  we	
  can	
  improve	
  public	
  health,	
  increase	
  public	
  safety,	
  and	
  
save	
  taxpayer	
  dollars.	
  	
  	
  

*****	
  

Now	
  so	
  far,	
  I	
  have	
  said	
  nothing	
  new.	
  All	
  of	
  these	
  facts	
  are	
  widely	
  known	
  to	
  experts	
  in	
  the	
  field.	
  	
  
In	
  fact,	
  John	
  Jay	
  Professor	
  Bob	
  Greifinger	
  pointed	
  out	
  much	
  of	
  this	
  in	
  a	
  seminal	
  article	
  in	
  the	
  
mid-­‐1990s.xvi	
  	
  What’s	
  new	
  here	
  is	
  the	
  Affordable	
  Care	
  Act.	
  Here’s	
  the	
  game-­‐changing	
  part:	
  	
  	
  	
  

Most	
  people	
  with	
  criminal	
  justice	
  involvement	
  have	
  neither	
  private	
  nor	
  public	
  health	
  insurance.	
  	
  
Estimates	
  range	
  on	
  the	
  order	
  of	
  70-­‐90	
  percent	
  without	
  coverage.xvii	
  The	
  ACA	
  will	
  change	
  that	
  by	
  
potentially	
  expanding	
  health	
  coverage	
  to	
  almost	
  everyone.	
  This	
  means	
  access	
  to	
  care	
  for	
  
individuals	
  who	
  have	
  previously	
  not	
  been	
  covered.	
  	
  But	
  just	
  as	
  critically,	
  ACA	
  gives	
  a	
  much-­‐
needed	
  financial	
  incentive	
  to	
  providers	
  to	
  deliver	
  that	
  care	
  to	
  the	
  justice-­‐involved	
  population.	
  	
  
Individuals	
  who	
  were	
  primarily	
  treated	
  for	
  free,	
  if	
  they	
  were	
  treated	
  at	
  all,	
  now	
  will	
  have	
  
coverage.	
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Let’s	
  start	
  with	
  Medicaid	
  expansion.	
  Medicaid	
  has	
  historically	
  covered	
  low	
  income	
  families	
  with	
  
children	
  and	
  the	
  disabled.	
  	
  But	
  starting	
  in	
  January	
  2014,	
  Medicaid	
  eligibility	
  will	
  be	
  based	
  on	
  
income	
  and	
  citizenship	
  status.	
  	
  In	
  the	
  states	
  that	
  opt	
  in,	
  U.S.	
  citizens	
  who	
  make	
  under	
  133	
  
percent	
  of	
  the	
  federal	
  poverty	
  level	
  (about	
  $15,000)	
  will	
  be	
  eligible	
  for	
  coverage.	
  	
  As	
  of	
  
September	
  30,	
  25	
  states	
  have	
  said	
  they	
  will	
  participate,xviii	
  and	
  the	
  hope	
  is	
  that	
  more	
  states	
  will	
  
come	
  around	
  over	
  time.	
  	
  The	
  incentive	
  is	
  big:	
  The	
  federal	
  government	
  provides	
  100	
  percent	
  of	
  
the	
  cost	
  for	
  the	
  Medicaid	
  expansion	
  population	
  through	
  2016,	
  and	
  at	
  least	
  90	
  percent	
  
thereafter.	
  

In	
  addition,	
  in	
  all	
  states,	
  federally	
  subsidized	
  health	
  coverage	
  will	
  be	
  available	
  to	
  U.S.	
  citizens	
  
making	
  between	
  100	
  percent	
  and	
  400	
  percent	
  of	
  the	
  federal	
  poverty	
  level.	
  So	
  between	
  
Medicaid	
  expansion	
  and	
  the	
  federal	
  subsidies,	
  low-­‐income	
  men	
  will	
  largely	
  be	
  eligible	
  for	
  health	
  
insurance	
  for	
  the	
  first	
  time.	
  	
  	
  

ACA	
  also	
  brings	
  new	
  consumer	
  protections	
  and	
  more	
  comprehensive	
  coverage	
  than	
  currently	
  
exists.	
  The	
  law	
  eliminates	
  pre-­‐existing	
  condition	
  exclusions	
  and	
  prohibits	
  annual	
  and	
  lifetime	
  
benefit	
  limitations.	
  And	
  it	
  requires	
  most	
  plans	
  to	
  offer	
  ten	
  categories	
  of	
  Essential	
  Health	
  
Benefits	
  including	
  treatment	
  for	
  mental	
  health	
  and	
  substance	
  use	
  disorders.	
  xix	
  Parity	
  
protections	
  require	
  that	
  coverage	
  for	
  mental	
  health	
  and	
  substance	
  use	
  disorder	
  services	
  be	
  no	
  
more	
  restrictive	
  than	
  coverage	
  provided	
  for	
  other	
  medical	
  and	
  surgical	
  services.	
  	
  	
  

In	
  sum,	
  the	
  ACA	
  will	
  greatly	
  increase	
  the	
  portion	
  of	
  the	
  justice-­‐involved	
  population	
  eligible	
  for	
  
health	
  care	
  coverage.	
  	
  It	
  will	
  ensure	
  that	
  coverage	
  for	
  the	
  newly	
  eligible	
  includes	
  essential	
  
health	
  benefits,	
  including	
  mental	
  health	
  and	
  substance	
  use	
  benefits	
  at	
  parity.	
  And	
  it	
  will	
  
increase	
  the	
  focus	
  on	
  delivering	
  high-­‐quality,	
  integrated	
  care.	
  	
  	
  

*****	
  

Now	
  some	
  are	
  questioning	
  why	
  taxpayers	
  should	
  be	
  paying	
  for	
  prisoners	
  to	
  be	
  covered	
  under	
  
the	
  ACA,	
  and	
  particularly	
  Medicaid.	
  	
  First,	
  to	
  clarify	
  misinformation	
  that’s	
  out	
  there,	
  Medicaid	
  
cannot—by	
  statute—pay	
  for	
  health	
  care	
  provided	
  in	
  a	
  public	
  institution	
  such	
  as	
  a	
  prison	
  or	
  a	
  
jail.	
  This	
  is	
  known	
  as	
  the	
  “Medicaid	
  exclusion”	
  and	
  the	
  only	
  major	
  exception	
  to	
  it	
  is	
  when	
  care	
  is	
  
provided	
  in	
  a	
  community	
  hospital—outside	
  the	
  jail	
  or	
  prison—for	
  a	
  period	
  of	
  more	
  than	
  24	
  
hours.xx	
  The	
  confusion	
  comes	
  because	
  even	
  though	
  the	
  federal	
  government	
  will	
  not	
  pay	
  for	
  
care	
  while	
  incarcerated,	
  prisoners	
  are	
  eligible	
  to	
  enroll	
  in	
  Medicaid—and	
  this	
  is	
  important	
  so	
  
that	
  treatment	
  can	
  begin	
  or	
  resume	
  immediately	
  upon	
  release.xxi	
  	
  	
  
	
  
In	
  terms	
  of	
  the	
  criticism	
  that	
  taxpayers	
  shouldn’t	
  be	
  supporting	
  Medicaid	
  for	
  returning	
  
prisoners,	
  let	
  me	
  be	
  clear:	
  Taxpayers	
  are	
  already	
  spending	
  on	
  this	
  population—to	
  the	
  tune	
  of	
  
$80	
  billion	
  a	
  year	
  in	
  corrections	
  costs.	
  If	
  we	
  can	
  reduce	
  recidivism	
  by	
  even	
  a	
  few	
  percentage	
  
points—and	
  according	
  to	
  the	
  research	
  we	
  can	
  –	
  then	
  we’d	
  save	
  a	
  lot	
  more	
  than	
  we	
  spend	
  by	
  
expanding	
  treatment.	
  	
  	
  	
  	
  

In	
  Washington	
  State,	
  for	
  example,	
  they	
  expanded	
  state	
  funding	
  for	
  substance	
  abuse	
  treatment	
  
to	
  low-­‐income	
  individuals	
  who	
  were	
  frequently	
  involved	
  with	
  the	
  criminal	
  justice	
  system—a	
  
population	
  that	
  essentially	
  mirrors	
  the	
  Medicaid	
  expansion	
  population.	
  	
  In	
  the	
  12	
  months	
  that	
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followed	
  treatment,	
  arrests	
  declined	
  by	
  more	
  than	
  17	
  percent	
  compared	
  to	
  a	
  control	
  group	
  
that	
  did	
  not	
  receive	
  treatment.	
  This	
  decline	
  in	
  arrests	
  resulted	
  in	
  almost	
  $3	
  in	
  justice-­‐related	
  
savings	
  for	
  every	
  dollar	
  spent	
  on	
  treatment.xxii	
  At	
  the	
  same	
  time,	
  medical	
  expenditures	
  for	
  this	
  
group	
  went	
  down.	
  The	
  study	
  authors	
  characterized	
  the	
  outcomes	
  as	
  “bending	
  the	
  health	
  care	
  
cost	
  curve	
  by	
  expanding	
  alcohol	
  and	
  drug	
  treatment.”xxiii	
  	
  	
  

Other	
  studies	
  in	
  Florida	
  and	
  Colorado	
  show	
  similar	
  trends.xxiv	
  And	
  the	
  broader	
  body	
  of	
  research	
  
shows	
  that	
  for	
  every	
  dollar	
  spent	
  on	
  addiction	
  treatment,	
  there	
  is	
  an	
  estimated	
  $4	
  to	
  $7	
  
reduction	
  in	
  the	
  cost	
  of	
  drug-­‐related	
  crimes.xxv	
  One	
  recent	
  study	
  indicated	
  that	
  providing	
  
more—and	
  more	
  effective—treatment	
  in	
  prison	
  and	
  immediately	
  upon	
  release	
  would	
  save	
  $17	
  
billion	
  in	
  criminal	
  justice	
  costs.xxvi	
  

*****	
  

So	
  the	
  Affordable	
  Care	
  Act	
  has	
  a	
  lot	
  of	
  potential.	
  

It	
  has	
  the	
  potential	
  to	
  significantly	
  improve	
  public	
  safety	
  outcomes.	
  If	
  people	
  get	
  high	
  quality	
  
substance	
  abuse	
  treatment	
  immediately	
  following	
  release,	
  they	
  will	
  be	
  less	
  likely	
  to	
  relapse	
  and	
  
reoffend.	
  	
  	
  

The	
  Affordable	
  Care	
  Act	
  has	
  the	
  potential	
  to	
  significantly	
  improve	
  public	
  health	
  outcomes.	
  If	
  
there	
  is	
  increased	
  follow-­‐up	
  treatment	
  for	
  communicable	
  diseases	
  such	
  as	
  tuberculosis	
  and	
  
Hepatitis	
  C,	
  there	
  is	
  less	
  likelihood	
  of	
  further	
  transmission	
  in	
  the	
  community.	
  	
  	
  

The	
  Affordable	
  Care	
  Act	
  has	
  the	
  potential	
  to	
  significantly	
  reduce	
  spending	
  on	
  corrections,	
  both	
  
by	
  increasing	
  treatment	
  diversion	
  options	
  on	
  the	
  front	
  end	
  and	
  by	
  reducing	
  reoffending	
  and	
  
return	
  to	
  prison	
  after	
  release.	
  

And	
  health	
  care	
  savings	
  will	
  be	
  realized	
  if	
  prevention	
  and	
  treatment	
  services	
  are	
  utilized,	
  
thereby	
  reducing	
  costly	
  emergency	
  room	
  and	
  hospitalizations.xxvii	
  	
  	
  

*****	
  

Will	
  roll	
  out	
  be	
  perfect?	
  I	
  think	
  we	
  know	
  the	
  answer	
  to	
  that.	
  Will	
  poor	
  people	
  in	
  non-­‐Medicaid	
  
expansion	
  states	
  fall	
  through	
  the	
  cracks?	
  Yes.	
  Is	
  there	
  enough	
  treatment	
  capacity	
  in	
  the	
  
community	
  to	
  accommodate	
  the	
  need?	
  I’m	
  not	
  sure	
  there	
  is.	
  Will	
  all	
  this	
  require	
  some	
  
rethinking	
  of	
  roles?	
  I	
  think	
  it	
  will.	
  

But	
  this	
  is	
  a	
  long	
  term	
  game.	
  And	
  I	
  think	
  that	
  society	
  will	
  benefit	
  if	
  the	
  justice-­‐involved	
  
population	
  has	
  more	
  access	
  to	
  preventative	
  and	
  remedial	
  health	
  care	
  and	
  treatment.	
  	
  	
  	
  	
  	
  

I	
  think	
  the	
  real	
  story	
  here	
  is	
  about	
  the	
  underlying	
  health	
  needs	
  of	
  the	
  justice-­‐involved	
  
population,	
  who	
  come	
  from	
  and	
  return	
  to	
  some	
  of	
  the	
  most	
  disadvantaged	
  communities	
  in	
  our	
  
country.	
  The	
  Affordable	
  Care	
  Act	
  is	
  a	
  new	
  tool	
  that	
  could	
  help	
  increase	
  the	
  quantity	
  and	
  quality	
  
of	
  treatment	
  for	
  this	
  population.	
  The	
  benefits	
  of	
  treatment	
  are	
  compelling	
  and	
  cost-­‐effective—
and	
  the	
  beneficiaries	
  are	
  not	
  only	
  those	
  individuals	
  who	
  receive	
  treatment,	
  but	
  their	
  families	
  
and	
  communities	
  and	
  the	
  public	
  at-­‐large.	
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*****	
  

So	
  how	
  do	
  I	
  hope	
  this	
  will	
  play	
  out?	
  

A	
  few	
  years	
  from	
  now,	
  I	
  hope	
  that	
  prisons,	
  jails,	
  probation	
  and	
  parole	
  offices	
  will	
  systematically	
  
help	
  people	
  enroll	
  in	
  healthcare	
  as	
  part	
  of	
  intake	
  and	
  discharge	
  processes.	
  Justice	
  system	
  
personnel	
  will	
  automatically	
  set	
  first	
  appointments	
  for	
  care	
  in	
  the	
  community—and	
  perhaps	
  the	
  
treatment	
  provider	
  is	
  even	
  co-­‐located	
  in	
  the	
  probation	
  office	
  or	
  jail	
  and	
  treatment	
  has	
  begun.	
  	
  
Jails,	
  prisons,	
  and	
  community	
  providers	
  will	
  have	
  built	
  secure,	
  real-­‐time	
  health	
  information	
  
bridges	
  to	
  inform	
  one	
  another	
  about	
  patients’	
  healthcare	
  and	
  treatment	
  regimens.	
  	
  States	
  will	
  
suspend—not	
  terminate—Medicaid	
  when	
  someone	
  is	
  incarcerated,	
  so	
  that	
  treatment	
  can	
  
begin	
  immediately	
  upon	
  release.	
  And	
  ultimately	
  I	
  hope	
  judges	
  will	
  have	
  viable	
  community-­‐
based	
  treatment	
  options	
  so	
  that	
  they	
  won’t	
  be	
  compelled	
  to	
  lock	
  up	
  someone	
  with	
  mental	
  
illness	
  just	
  because	
  there	
  is	
  nowhere	
  else	
  to	
  send	
  them.	
  

Taken	
  together,	
  these	
  mundane-­‐sounding	
  policies	
  and	
  procedures	
  would	
  represent	
  an	
  about	
  
face	
  to	
  business-­‐as-­‐usual.	
  They	
  would	
  help	
  more	
  people	
  get	
  the	
  treatment	
  they	
  need.	
  	
  If	
  more	
  
people	
  get	
  the	
  treatment	
  they	
  need,	
  they	
  are	
  more	
  likely	
  to	
  get	
  out	
  and	
  stay	
  out	
  of	
  the	
  criminal	
  
justice	
  system,	
  and	
  they	
  are	
  more	
  likely	
  to	
  be	
  able	
  to	
  work,	
  to	
  support	
  themselves	
  and	
  their	
  
families,	
  to	
  pay	
  their	
  taxes	
  and	
  contribute	
  to	
  our	
  communities.	
  That	
  serves	
  our	
  collective	
  
interest.	
  	
  	
  	
  

I	
  will	
  end	
  with	
  this	
  hope:	
  that	
  13	
  years	
  from	
  now,	
  when	
  Attorney	
  General	
  Glazer	
  comes	
  to	
  John	
  
Jay	
  to	
  deliver	
  her	
  remarks,	
  she	
  will	
  reflect	
  on	
  how	
  very	
  far	
  we’ve	
  come.	
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