
t h e  n e w s p a p e r  o n  y o u t h  w o r k

By John Kelly

The Bernalillo County Ju-
venile Detention Center in 
New Mexico is but a speck 
on the map of  the nation’s 
juvenile justice system. It 
handles a few hundred of  
the 26,000 youth held in de-
tention on any given day. As 
in every other detention cen-
ter, many of  the youths suf-
fer from mental health prob-
lems. 

Nevertheless, national as-
sociations and major foun-
dations are talking about 
what this center has accom-
plished. 

Bernalillo has built a bet-
ter mousetrap – in this case, 
one that enables it to tack-
le one of  the most vexing 
struggles in juvenile justice: 
how to pay for and provide 
mental health services. At a 
time when most juvenile de-
tention centers struggle to 
pay for basic mental health 
services, Bernalillo even 
built an community mental 
health clinic on its site.

What’s more, the whole 
operation is supported by 
something that every deten-
tion center might be able to 
get: Medicaid funds.

Tapping the Medicaid 
pipeline is about as easy (or 
difficult) as getting a state 
official to write a letter that 
says the payments are al-
lowed under federal rules. 

But there are roadblocks, 

none more daunting than 
this: Youth Today research 
suggests that the vast major-
ity of  the relevant state of-
ficials don’t even know that 
Medicaid funds can be used 
this way. Another issue is po-

litical support for the idea at 
the state level. 

That helps explain why 
the success of  the Medicaid-
infused clinic puts Bernalil-
lo County in a class with … 
nobody, according to juve-
nile justice reform expert 
Bart Lubow, who leads the 
Annie E. Casey Foundation 
Juvenile Detention Alterna-
tives Initiative (JDAI), for 
which the county is a mod-
el site.

 “There aren’t any” deten-
tion centers providing the 
kind of  comprehensive men-

tal health services found at 
the Bernalillo center, Lubow 
says.  

Finding a Way
Back in the 1990s, deten-

tion center Director Tom 
Swisstack saw that he had 
a mental health problem on 
his hands. The center holds 
up to 78 males and females 

awaiting adjudication or 
placement elsewhere, and at 
any given time half  of  them 
were identified with mental 
health problems. After re-
lease, that group had an 88 
percent recidivism rate. 

As with many detention 
centers, a mental health 
system was in place for the 
youths – technically. Youths 
were referred to local res-
idential treatment centers 
(RTC), but with stays at the 
center averaging 52 days, 
many of  the youths were re-
leased before getting into an 

RTC. Those who got in actu-
ally fared worse: They were 
more likely to re-offend than 
youth released to outpatient 
care, according to the cen-
ter’s data.

Swisstack had an idea 
about how to better address 
the needs of  his youths with 
mental health problems: 
Bring mental health servic-
es into the detention center 
complex.

 So in 2001, two portable 
buildings appeared next to 
the center – one provided by 
the county and one donated 
by Kirtland Air Force Base. 
The buildings reside on the 
same grounds as the deten-
tion center – a large campus 
with no fencing or barbed 
wire. The only secured build-
ing is the detention lock-up 
itself; the youths are walked 
from there to the clinic. 

 Getting those buildings to 
operate as a clinic required 
money and staff. Swisstack 
pursued several strategies: 

• He persuaded the county 
not to cut back on the deten-
tion center’s funding, even 
though the center’s popu-
lation had been dropping, 
thanks to an approach un-
der Casey’s JDAI that used 
new measures to determine 
whether an arrested youth 
should be detained. 

• He spent some of  that ex-
tra money on contract work-
ers for the mental health 
clinic, including three be-
havioral health therapists. 
Swisstack reassigned some 
front-line workers to clinic 
positions. One was trained 

Medicaid’s Buried Treasure for Juvenile Justice
Detention center creates a clinic with
money you think  you can’t get.

Exciting? The mental health clinic is not much to look at, but its 
funding strategy has experts talking.
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to be the receptionist, and two 
were sent to school with coun-
ty funding to become trained 
case managers, according 
to Nicol Moreland, who con-
ducts research and statistical 
analysis for the center.

• The detention center en-
tered a partnership with each 
of  the state’s three major pro-
viders of  Medicaid: Presbyte-
rian Health Care, Lovelace and 
Cigna. Tracey Feild, who stud-
ied the project four years ago 
for a report for the Annie E. 
Casey Foundation titled “Meet-
ing the Mental Health Needs of  
Youth in Juvenile Detention,” 
recalls that Swisstack told the 
providers, “We can reduce the 
reliance on residential treat-
ment if  you give us some mon-

ey to start up in-home servic-
es programs” – meaning outpa-
tient services organized by the 
clinic.  

“They got the money,” Feild 
says, “and residential care 
costs went way down.” 

 But what really enabled 
the clinic to make a big differ-
ence for detained youth was 
Medicaid money. 

A Costly
Assumption

To understand why using 
Medicaid for this purpose is 
novel, you have to know why 
government officials think 
they can’t do it. 

Many juvenile justice ad-
ministrators assume that 

Medicaid funds are not avail-
able for services in their facil-
ities. That belief  stems from 
one Medicaid rule, which 
says federal matching funds 
are not available for “expen-
ditures for services provid-
ed to individuals who are in-
mates of  public institutions.”

So the idea that detained 
youth could even be consid-
ered Medicaid eligible is news 
to officials in most states, ac-
cording to research by Youth 
Today. (See list, page 15.) In 
34 states, officials in charge 
of  juvenile justice or Medic-
aid administration said they 
consider every youth in de-
tention centers to be ineligi-
ble for Medicaid.

That points to the standard 

lack of  communication and 
partnership between juve-
nile justice systems and Med-
icaid. 

“There’s no consistency, 
even within states,” on Med-
icaid’s role in juvenile justice, 
says Shelly Gehshan, a senior 
program director with the 
National Academy for State 
Health Policy. Among state 
juvenile justice agencies, she 
says, “Medicaid is considered 
byzantine.”

As for Medicaid officials, 
it’s not as if  they’re cutting 
off   juveniles to save money. 
Very few state Medicaid offic-
es report doing anything to 
find out who’s in detention so 
that the state can discontinue 
their coverage. 

Tracey Feild concluded her report on Bernalillo County’s 
Juvenile Detention Center, written for the Annie E. Casey 
Foundation in 2004, by assessing the prospects for replica-
tion of  its Medicaid-financed mental health services. She 
was skeptical that other state Medicaid agencies would be 
enthusiastic about the county’s approach.

“Garnering support from the state Medicaid agency 
and/or the state mental health agency is likely to be the 
most problematic and time-consuming task in replicating 
Bernalillo County’s model,” she wrote. “It is quite possible 
that political support, rather than a rational examination 
of  the needs of  the population, will be more important to 
success.”

Convincing politicians will be harder than ever, she 
says, if  Medicaid rule changes issued by the U.S. Centers 
for Medicare and Medicaid Services (CMS) last August 
take effect this summer. 

Under the new rules, CMS would prohibit federal match-
ing funds for services it deems to be “intrinsic elements” 
of  such systems as foster care, education and juvenile jus-
tice. CMS does not provide a more specific definition of  in-
trinsic elements, but it expects the change to save $2.2 bil-
lion over five years. 

A similar change was proposed by CMS through legisla-
tion in 2004, but was rejected by Congress. “It is question-
able whether the agency can do this under regulation and 
without specific legal authority,” says an analysis of  the 
rule change by the Bazelon Center for Mental Health Law.  

If  the proposed rules take effect, states will have to pay 
for intrinsic element costs with their own state Medicaid 
funds, or cut the spending entirely. Spending cuts would hit 
the juvenile justice systems especially hard, Feild says, be-
cause they are already frequently passed over for mental 
health funding.

“Mental health agencies will argue that they are there 
to serve kids who can’t be helped by other systems, so let 
juvenile justice and child welfare systems deal with their 
own mental health problems,” Feild says. “The problem is, 
[those systems] don’t have resources” to provide mental 

health care.
A federal regulation threatening to prohibit matching 

funds from Washington might be enough to scare most Med-
icaid directors away from an idea like Bernalillo’s mental 
health clinic. Poor states in particular “are timid about ex-
panding use of  Medicaid,” says Shelly Gehshan, a senior 
program director with the National Academy for State 
Health Policy. “If  CMS disallows spending, it’s hard for them 
to come up with the money.” 

Copying Bernalillo: A Checklist
1. Does my state consider pre-adjudicated youth in deten-

tion to be eligible for Medicaid coverage? 
If  the answer is yes, go to question 2. If  no, try to change 

the answer. The first step is changing the status of  pre-adju-
dicated detention to a “temporary living arrangement.” 

2. Do I know the numbers?
To explain how establishing a clinic like Bernalillo’s will 

help, you need to answer these questions: 
• How many youths who are arrested have diagnosed be-

havior/mental health problems?  
• What is the average wait among detained youth for a 

mental health placement, such as a residential treatment 
center? 

• What is the cost to the jurisdiction per day while youths 
wait in detention? What is the cost to Medicaid per day 
when a Medicaid-eligible youth enters a residential treat-
ment center?

3.  Do you know anyone in the state legislature or on the 
governor’s staff  who is open to ideas about juvenile justice 
reform or long-term cost savings? 

If  yes, study up and schedule a meeting. If  no, find a 
youth advocacy organization to help. 

4. Can you find a reform-minded jurisdiction to try this?
Try to get started in a county or city that is already fo-

cused on keeping youth out of  detention and other secure 
settings. 

Copying Bernalillo: Hurdles



“It’s not that we look the 
other way,” says Claude Gra-
vois, a Medicaid program spe-
cialist for the Louisiana De-
partment of  Health and Hos-
pitals. “We just don’t look.”  

In Louisiana, Gravois says 
one detention center director 
allows youths who were receiv-
ing Medicaid benefits when 
they entered the facility to con-
tinue refilling prescriptions 
through Medicaid.

It was this dilemma – 
youth receiving no men-
tal health services or wait-
ing a long time for residen-
tial treatment that was often 
ineffective – that motivated 
Swisstack to make a change.

Aggressive About     
Medicaid

In 1999, before he even 
had his clinic, Swisstack had 
made the case to the state 
Medicaid office that the fed-
eral definition of  inmates ex-
cludes anyone “in a public in-
stitution for a temporary pe-
riod pending other arrange-
ments appropriate to his 
needs.” 

The Medical Assistance 
Division of  the state’s Hu-
man Services Department 
agreed to let Swisstack keep 
youths eligible for Medicaid 
for 60 days. 

After the clinic opened, 
Swisstack and State Rep. 
Rick Miera (D), who worked 
part-time as a therapist for 
the clinic, got the office to 
put that in writing. “An in-
dividual who is placed in a 
detention center is consid-
ered temporarily placed un-
til adjudication or up to 60 
days, whichever comes first,” 
wrote the state’s Medical As-
sistance Division director, 
Carolyn Ingram, in 2005. 

From the time it got the 
verbal OK for Medicaid bill-
ing, the detention center was 
aggressive about winning 
Medicaid eligibility determi-
nation for its youth. That’s 
why the center’s nurse be-
came the second stop for in-
coming youth, after booking. 
What the center does at this 
point might be unique among 

juvenile detention centers: It 
signs up youth who are found 
to be eligible for Medicaid on 
the front end of  its entry pro-
cess. The center is authorized 
to enroll them with pre-qual-
ification status, so Medic-
aid availability kicks in right 
away.

That opens the tap for 
Medicaid to pay for the over-
whelming majority of  youth 
who come through the cen-
ter’s doors. Last year, the clin-
ic billed New Mexico Medic-
aid $329,000, accounting for 
75 percent of  the clinic’s rev-
enue. The clinic has also been 

able to bill Medicaid for med-
ical care at the center, More-
land says.

Besides coming from the 
detention center, youths also 
come to the clinic on the basis 
of  referrals by probation offi-
cers and judges. Many youths’ 
treatment plans include con-
tinued visits with clinic staff  
on an outpatient basis, even 
though they’ve been released 
from the center or were nev-
er detained there. (For a de-
scription of  how youth flow 
through the clinic system, see 
chart.)

The average length of  clin-

ic outpatient treatment is 70 
days, Moreland says. Most 
youth who need longer, more 
intense treatment are referred 
to outside professionals who 
accept Medicaid.  

Results
In fiscal 2007, 159 juveniles 

were referred to the clinic, 
then discharged from the de-
tention center. Fifty-six per-
cent had been convicted of  
serious charges involving 
crimes against a person, theft 
and possession or use of  a 
weapon; 18 percent had been 
convicted only on drug or al-

Moving Youth Toward Mental Health
From Court or Probation

Office
Judge or probation officer refers
youth for assessment at the
clinic, based on the youth’s
behavior or a failed drug test.

From Detention Center

a. Youth assigned to a clinical
psychologist or contract therapist. 

b. Staff assesses the youth, reports
to case manager. Medication
prescribed if necessary. 

c. Liaison team – lead social worker,
clinic coordinator and someone
from probation office – meets in the
morning to discuss clinic youths
who will go before a judge that day.
Team meets later with other stake-
holders in each youth’s case, crafts
recommendation for court. 

d. Youth and liaison team appear
before judge. Recommendation is
usually followed. 

Outpatient 
Typical plans include:
• Treatment with therapists and doctors at the clinic.
• Assignments to “clinical homes,” which provide family and strength-
based treatment.
• For more intense treatments, such as psychotherapy, referrals to
local doctors who accept Medicaid.

a. Youth checked for Medicaid eligibil-
ity. If eligible and not enrolled,
nurse processes enrollment.

b. Youth gets mental health screening
from case managers to determine
need for mental health services.

The Clinic
a. Youth gets mental health

screening.
b. Staff assesses the youth,

reports to judge or probation
office. Medication prescribed if
necessary.

c. Judge or probation officer can
accept staff recommendations.



cohol charges; and 26 percent 
were brought in on “petty 
misdemeanor offenses.” 

Within six months of  their 
release, 53 of  those youths had 
returned to the detention cen-
ter with new charges, for a re-
cidivism rate of  33 percent. 
Before the clinic opened, the 
recidivism rate among youths 
identified with mental health 
problems was 88 percent. 

Among the 53 who re-
turned, 1 percent of  the charg-
es filed against them were for 
person, property or weapons 
crimes.

In addition, the average 
length of  stay for youths at 
the center dropped signifi-
cantly: from 33 days in 2000 to 
10 in 2007. Observers say the 
mental health care is a major 
reason.

“It’s just been remark-
ably successful,” says Feild, 
now director of  consulting 
engagements for the Casey 
Foundation. 

As word has gotten out 
about the success of  the Ber-
nalillo model, why haven’t 
more detention centers fol-
lowed it?

Hard Act To Follow 
The clinic has hit snags 

along the way. At first, it was 
open to the public as well as 
to the detention center, to as-
suage concerns that youth 
who broke the law would have 
access to better mental health 
care than the general popula-
tion.

That arrangement didn’t 
work, however, because juve-
niles ended up waiting to be 
seen, just as they had waited 
to get into RTCs.

Another problem persists: 

Most juveniles at the clinic 
are referred by probation offi-
cers or judges. Moreland says 
this is “somewhat problemat-
ic, because it’s untrained peo-
ple referring kids for mental 
health,” which means the clin-
ic staff  screens a fair number 
of  youth who, it turns out, 
don’t need its services. 

There is also a legitimate 
question about the notion of  
mental health services con-
ducted in the detention set-
ting, a debate the Bush admin-
istration is trying to settle by 
curbing use of  Medicaid mon-
ey in the juvenile justice sys-
tem. (See story, page 14.)

But with social program 
dollars dwindling nation-
wide, advocates are taking 
note of  this Medicaid/juve-
nile justice nexus. The Na-
tional Association of  Coun-
ties has taken several dele-
gations on visits to the facil-
ity. The National Academy 
for State Health Policy has 
received a $475,000 grant 
from the MacArthur Foun-
dation to help improve coor-
dination and collaboration 
between the Medicaid and 
juvenile justice systems in 
the four states participating 
in MacArthur’s Models for 
Change juvenile justice re-
form initiative.

Meanwhile, although of-
ficials in 34 states told Youth 
Today that detained youth 
are ineligible for Medicaid, 
officials in 10 states said they 
think all of  their pre-adju-
dicated youth are eligible. A 
few of  those 10 are starting 
to forge connections between 
the juvenile justice and Med-
icaid systems, while others 
might just need a push. Colo-
rado would allow its juvenile 

Are youth in detention eligible for 
Medicaid?

Youth Today contacted juvenile justice and Medicaid of-
ficials in every state to determine whether youth on Med-
icaid who are locked up before adjudication maintain their 
eligibility. 

Eligible: Colorado, Maine, Maryland, Massachusetts, 
New Mexico, Pennsylvania, Tennessee, Utah, Vermont, 
Wisconsin.

Ineligible: Alabama, Alaska, Arkansas, California, 
Connecticut, Delaware, Florida, Georgia, Illinois, Indiana, 
Iowa, Kansas, Kentucky, Louisiana, Michigan, Minnesota, 
Mississippi, Missouri, Montana, Nebraska, Nevada, New 
Hampshire, New Jersey, New York, North Carolina, North 
Dakota, Ohio, Oklahoma, Oregon, Rhode Island, South Da-
kota, Texas, Washington, Wyoming.

Ineligible, with exceptions: Arizona, Hawaii, Idaho, 
South Carolina, Virginia.

No Response: West Virginia.

detention centers to bill Med-
icaid, according to Joanne 
Lindsay, public information 
officer for the Colorado De-
partment of  Health Care Pol-
icy and Financing.

But nobody has tried yet, 
she says.

And no one knows what 
would happen if, nationwide, 
detention centers started bill-
ing their states for hundreds 
of  thousands of  dollars in new 
Medicaid reimbursements. 
(Swisstack says New Mexico 
has had no problem collecting 
federal matching funds for the 
work done by the clinic.) 

 “This is labor intensive 
at the beginning,” Swis-

stack says. Even with the 
state’s permission, the pro-
cess would never work with-
out strong relationships with 
Medicaid, and a staff  that is 
fluent in Medicaid billing and 
paperwork. 

“You really have to build 
bridges and discuss things 
based on data and dollars,” he 
says. 

Contact: Juvenile Deten-
tion Center (505) 761-6600, 
www.bernco.gov/live/depart-
ments.asp?dept=2337.

Associate Editor John Kel-
ly can be reached at jkelly@
youthtoday.org.
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Does Your Library Have 
Youth Today? 
	

Here’s an idea—the next time you visit your local library, why not rec-
ommend that they take out a subscription to Youth Today?  Show them 
your copy.  At only $29.50 for a full year’s worth of news, views and 
practical advice, it’s plain to see that Youth Today is a real bargain and a 
welcome addition to any library’s offerings.
	 And if your librarian agrees, you could offer to donate the $29.50 
for the subscription as a service to your community!
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