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Interview with Colorado Criminal Justice Reform Coalition Regarding the ACA 

Transcript: Phone Interview; December 19, 2013 

gabriel sayegh (Interviewer): Drug Policy Alliance, State Director 
Christie Donner (Interviewee): Colorado Criminal Justice Reform Coalition; Executive 
Director/Founder 
Pam Clifton (Interviewee): Colorado Criminal Justice Reform Coalition; Communications 
Coordinator 
 
gs: Okay, so maybe can you start by telling us who you all are and what the Colorado Criminal 
Justice Reform Coalition (CCJRC) is and what you do? 
 
PC: My name is Pam Clifton and I’m with the CCJRC as the Communications Coordinator.  We 
focus on sentencing and policy reform in Colorado and we work to reduce the overuse of the 
criminal justice system in the state.  This work is more far reaching than just the overuse of 
incarceration.  We are trying to develop better strategies and policies throughout the state around 
criminal justice. 
 
gs: And how long has CCJRC been around? 
 
PC: Let’s see, we began in 1999, so it’s been about 13 years now. 
 
gs: So it’s kind of like the organization is a teenager? 
 
PC: Yes, exactly.  We are like an overactive teenager. 
 
[Laughter] 
 
gs: So you all have taken on the implementation of the Affordable Care Act (ACA) with a great 
deal of energy and enthusiasm.  Can you talk a little about what you’re doing and why?  What 
are the circumstances in Colorado and why do you think that health care reform is something that 
is worth your time as an organization working on criminal justice and drug policy-- why is 
healthcare reform something that you are interested in engaging with? 
 
CD: This is Christie Donner.  Our interest in working with the ACA is for a couple of reasons 
and so hopefully this will be clear in terms of why we are investing a lot of our organizational 
time and resources and even redefining this organization around the Affordable Care Act.   It’s 
very significant to people who are currently involved with the criminal justice system, as a 
strategy for them to be able to access substance abuse treatment, mental health treatment and 
primary health care, where there are currently huge gaps in available services for them.  
Particularly, the provisions around Medicare expansion could be a huge game changer for these 
folks.  They have new options where they can take control of their health care, access their health 
care and have choice in it.  That it’s not always about what is dictated to them from a criminal 
justice agency that says “Oh, you can only go to Provider A or Provider B or the emergency 
room.” We think it’s incredibly empowering for people to have a new option and be able to 
exercise some choice and ownership around these really critical issues about their lives and the 
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quality of their lives.  The empowerment piece is incredibly important within this organization.  
The other aspect is that CCJRC, since our founding, was built around structural and systemic 
drug policy reform.  In this last legislative session, we were able to have a really significant 
achievement in the passage of comprehensive sentencing reform.  We really had 3 components 
to our drug policy agenda surrounding reducing sentencing and the use of incarceration for 
people convicted of a drug offense but also increasing funding for substance abuse and mental 
health treatment.  It’s really been in this third piece of the agenda where we get to explore and 
pivot around locating drug policy, strategies, priorities and funding within the health care system.  
Doing this fits our vision for what effective drug policy should be and this is the first opportunity 
that we’ve really had in Colorado, or in our country, to really figure out what this can look like 
through exploring the implementation of the Affordable Care Act.  And so because we had kind 
of checked the box on sentencing reform, it freed up a lot of space within the organization to 
think bigger, where could we go next?  So we landed on implementation of the ACA.  We’ve 
really invested a lot of time and energy within the organization and we will continue to do so for 
years, because I do think that this is a long term transition. 
 
gs: What are some of the things that you are doing? What does the engagement look like for you 
at this point? Because the ACA is going to come online January 1 and Colorado is one of the 
states that has chosen to expand Medicaid.  What does the actual work look like? I think for a lot 
of criminal justice and drug policy reformers, healthcare reform (both generally and specifically) 
which is a complicated, huge development, is not necessarily on the front burner for a lot of 
folks, but you all have made it a core part of your engagement in the years ahead.  So what does 
the actual work look like for you at this point? 
 
CD: We look at it through the lens of “Why does our organization exist? What is the culture of 
our organization?”  There are many different ways that people can engage in ACA 
implementation which can be very consistent with their organization’s culture and strengths.  We 
are not a direct service organization, so our strategic plan around ACA implementation isn’t 
really focused heavily on one on one enrollment and that sort of stuff.  Historically, this 
organization has looked at structural and systemic reform and has always wanted to provide 
information to people and their families who are involved in the criminal justice system so that 
they know how to navigate, solve problems and connect with community resources that can help 
them.  So from that framework, what it looks like for us (and it’s sort of in development, so I can 
just tell you where we are right now, and it may morph as we figure out where we can plug in 
most effectively), but the first thing that seemed really obvious was that there was a need to bring 
diverse stakeholders together from multiple systems--from healthcare, criminal justice, 
behavioral health, etc.  We wanted to bring together both the professionals in the field as well as 
community advocates and other direct service providers.  We have been coordinating stakeholder 
group meetings, with very high levels of all of those players, to really look at this 
implementation from the structural perspective because it takes significant work to move this 
mountain.  
 
As you know as well as anyone, criminal justice has had virtually no interaction or interface with 
the healthcare system at all and even the interface that it has had with the behavioral 
health/substance abuse/mental health community needs to be completely redesigned.  The folks 
working in these systems don’t know each other and the infrastructure within these 
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systems is new under the ACA.  We brought all of these folks together in order to educate 
each other about the respective systems in the room.  For example, healthcare doesn’t 
understand criminal justice and vice versa.  These are not universes that collide very often or 
very seamlessly, so one of the primary goals was to get everyone in the room and start 
understanding what the ACA is, what does it mean and what are the needs specific to people in 
the criminal justice system.  What are the systems going to need in order to make these 
transitions, what information do people need so that they can navigate the system, who can they 
connect with for help in finding a primary care doctor or getting into substance abuse or  mental 
health treatment?  So that has been our key strategy up to this point.  How can we bring these 
people together to inspire the criminal justice agencies to engage, because in the past, they hadn’t 
done so.  They did not have the ACA on their radar screen at all.   
 
Come January 1, we are going to have 100,000 people who are going to be automatically eligible 
for Medicaid who are also currently in the criminal justice system.  That number is made up of 
people on probation and parole, just those 2 populations, without even including people released 
on bonds.  And that’s significant. That is where we have started in developing implementation 
strategies and identifying issues and barriers as well as what trainings are needed so that this can 
roll down to not just the high-systems-level folks but to the day to day operations level within 
agencies as well.  The healthcare system had no idea how many people under the criminal justice 
system were going to be eligible.  They need to figure out how they are going to provide services 
to these folks.   
 
Right now, our substance abuse and mental health treatment systems are not ready to handle the 
new load.  All of these folks that are going to be eligible for care yet we don’t have the capacity 
within our systems of care.  If we want this to be a long term, solid pathway for folks, it’s going 
to have to be built and we need to be mindful of how we do it without overloading a system that 
is still trying to make its own changes.  It’s super complicated, but our piece is going to be really 
focusing on facilitating a stakeholder process as well as project management for the 
implementation of the ACA in the criminal justice population.  People are interested, and they 
do want to engage, but there is no one else that is trying to coordinate these efforts. 
 
PC: It’s not just the people that are in charge of all of these systems, but it’s the people who are 
impacted as well--the people who have to sign up for healthcare and have never been involved in 
this.   They’ve never had their own primary care doctors, they don’t trust the system and they 
don’t trust the people that need to help them enroll and sign up.  How do we get the information 
to them so that they feel comfortable going into a system that they’ve never engaged with before. 
 
CD: What we think we can really bring to the table, in addition to facilitating the bigger project, 
is that we have a lot of confidence around demystifying things for folks who are involved with 
the criminal justice system and helping them navigate and make decisions.  We will be looking 
at multi-communication strategies, partnering with nonprofit drug service providers that we work 
with so that anyone who touches this population is well informed to help people and really 
enforce what a huge opportunity ACA implementation is for people to have more power in their 
lives and have choice around their healthcare needs etc.  It’s very multidimensional.  On one 
level you can talk about structural change, but the bottom line is that implementation is going to 
happen with the ‘boots on the ground’.  We are trying to do this state-wide strategy while also 
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drilling down into local communities and having implementation, collaboration, relationship 
building and information sharing that re-enforces all of this over time.  
 
It’s very exciting and it’s getting everyone to think outside of their own box, which has been 
really inspiring to watch.  There is real intention around trying to solve these issues.  It’s all 
voluntary--no one is forcing anyone to come to the table.  We are just utilizing our influence and 
our reputation at CCJRC to really try to make this work.  People are really willing to come and 
participate.  The complexity is exciting but challenging as well. 
 
gs: It’s interesting to hear that you all have been key conveners in the state to get these various 
different systems-actors to talk about this.  The treatment providers, behavioral health folks, 
folks in the criminal justice system and then the people who are going to be receiving insurance 
who have been impacted by the criminal justice system and you all are playing this facilitative 
role of bringing these various stakeholders together.  I suspect that it may even be, for many of 
them, the first time that they have ever even been in the room together. 
 
CD: Absolutely, I mean we are still at the stage where everyone has to wear name-tags.   
 
I will give you a perfect example of the clash of cultures.  At the first meeting, we did some 
baseline presentations on criminal justice populations and the ACA.  So we got defense 
attorneys, former judges and folks in the room and the healthcare people kept talking about 
RCCO, which for the healthcare world is the Regional Care Collaborative Organizations, which 
are responsible for coordinating care for folks on Medicaid.  The lawyers in the room were 
staring at each other with wide eyes, because RICO in the criminal justice context is the 
racketeering statute (Racketeering Influenced and Corrupt Organizations statute), so we have the 
same (sounding) acronyms, but they mean totally different things.  I mean, I thought the criminal 
justice system was incredibly complex, but so is the health and the behavioral health system.  
Even in terms of how we divide up the state, none of the maps for these systems overlay 
themselves.  Where is there alignment? What relationships need to be built with whom and 
where? 
 
PC: And the other piece is that this is really new ground for everyone.  I don’t think anyone 
really knew where to start and I think that this stakeholder group actually gave people a platform 
where they could engage and find out more and be involved and actually start working to do 
something for these populations.  It was a really awesome opportunity. 
 
gs: So what is the conversation actually like? When you’re meeting with these various actors, I 
suspect that people getting to familiarize themselves with different systems must be a big part of 
the group activities, but CCRJC has been around for a long time now and working to reduce the 
impacts of mass incarceration, to roll back the drug war.  You all have really done such a 
remarkable job on reducing the scope of the criminalization based system- getting people out of 
prison, getting them out of jails and out of that system all together.  As these treatment providers 
come to the table, what is the conversation with them like about mass incarceration and the drug 
war? Do folks bring that conversation up? Do they understand the scope of the problem? Are 
they at all interested in trying to reduce the size and impact of the War on Drugs and mass 
incarceration in Colorado? 
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CD: Well how I would frame it, is that there are many doors that lead to this stakeholder table.  
There are some people that absolutely come to the table, including our local sheriff who runs the 
Denver county jail, that have a very explicit agenda around ACA implementation as well as a 
direct and proximate strategy for reducing mass incarceration.  The sheriff’s parlance would 
probably be more the “overuse” of incarceration, but there are some people that come to the table 
because they think that it is a population that has been underserved.   
 
When we first met with the Colorado Health Foundation, which gave us the seed grant for this 
work, they showed up for a site visit and they said “We just have a quick question right out of 
the gate, why are we here talking to a group with the name ‘criminal’ in its title?” It was sort of 
tongue and cheek and we just said “Well, do you care about expanding access to healthcare for 
low income people who are people of color?” and they said “Of course we do” and we said 
“Okay, well half of them are in the criminal justice system” and they said “Okay, got it”…we 
connected the dots.  So again, people can come at is because they think that people of color or 
impoverished people are priority populations, and then realize that a lot of those people are also 
engaged with the criminal justice system.  Some people come at it because they want money to 
be saved so they want to expand ACA implementation as best as possible.  There are many 
different doors that people come through, and they don’t have to all be there in the room for the 
same reasons but we have to be there to accomplish the same thing.   
 
So the meetings have been complicated as to figuring out how to strike an agenda and we have 
moved into a phase where we are identifying issues.  What are the implementation issues? A lot 
of these folks are high level administrators within state agencies, so their job is to try to figure 
out how to operationalize this policy while identifying what may be issues--not trying to solve 
any problems yet, but to identify what they may be.  One thing that we are seeing is the 
intersection of issues; probation is going to have similar issues as parole; so rather than having 
them work separately, we are trying to identify who has the same issues and where they will 
overlap.  Then we can have a more systemic strategy around how to address and resolve the 
issues.   
 
We are just now starting to identify issues, barriers and specific needs on the systematic and 
individual level.   What does the probation officer need to be useful to his client on this issue?  
We are looking at the expression of need in a very broad sense. For example, the BHOs 
(Behavioral Health Organizations) and the RCCOs said, “We have no idea how many people are 
currently in the criminal justice system or where they are living, so that we can be planning for 
service delivery.”  So one of the things we did is to gather data from the state judicial system 
regarding the 86,000 people currently on adult probation by their county of residence.  We did 
the same thing for parole.  We got the data from pretrial services for the folks on bond.  So we 
can say, “If you are the RCCO in this region that covers these counties, here is the number of 
probationers, parolees and folks on bond”.  So that they have some sense, from a system delivery 
perspective, of how many new folks they may need to accommodate, including data needs, 
relationship needs, training needs, informational needs, political needs, funding needs, anything 
really.   
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We are also in the phase of trying to identify communications needs-- what are we 
communicating, to whom and by what method?  This is where our work is blowing up, to be 
quite frank with you.  How are we going to communicate all this information to all of the people 
that need to be informed?  The stakeholder group is really clear that they need a central 
repository of information that we need to develop and which needs wide access.  We are looking 
at developing an all new, stand-alone website and we need to build the infrastructure to support 
the work of the stakeholder group as well as participate in developing a lot of the information 
and the tools and answers.  It’s really awesome and it feels like if we can thread the needles, then 
we will have institutionalized the change, rather than just having one program that is doing 
enrollment, one probation officer who is really progressive and doing it one way.  But rather, 
really trying to shift the culture as well as encouraging people who are in the system to be talking 
within their families.   
 
One of the things that I think is so great about what Sheriff Wilson is doing, is that he is not only 
doing the work of educating folks that are in jail through their programming, he’s bringing staff 
on to do pre-release enrollment, but he’s also putting kiosks in the visiting rooms and bringing 
community navigators into the visiting room of the jails to work with families because folks are 
going home to their families and these are conversations that need to be had within the families.  
He’s not just looking at how you engage the person that is in jail themselves but also how to get 
their family engaged.  That’s the ripple effect.  Those are the kind of things that I think are really 
inspiring.  We have to bend the learning curve.  There isn’t time to learn it as we go.  There are 
real strategies for groups to collaborate in ways that can help us to bend that learning curve 
substantially.  I think what you’re doing here with this interview is an example of that: gathering 
the stories of what people are doing, what’s working and what’s not.  Then figuring out how we 
widely disseminate that information so that people can learn one way or the other. 
 
PC: In our little fantasy world, we could even create DVDs that go into jails or prisons so that 
people can learn how to sign up and what the ACA means for them and without having to 
depend on case managers or parole or probation officers.  We can give the tools to them directly 
if we can put those DVDs into libraries or if they have them available during daily programming. 
 
CD: At CCJRC we are good messengers for that.  We’ve developed a real reputation and over 
1,000 of our members are currently in jail right now.  They are accustomed to getting 
communication from our news letters or our reentry guide or through the letters that we respond 
to.  I think part of the reason that the systems folks appreciate our involvement is that they know 
we can be effective messengers.  Not everyone can be an effective messenger for every audience 
and so that is part of the collaboration as well.  Figuring out what the information that needs to 
be communicated is and then figuring out ways that the message can be most effectively 
distributed according to the sphere of influence of each organization. 
 
gs: It strikes me that, as you outline this and discuss the activities and various types of 
engagement and the ‘ah ha’ moments that people are having and so forth, a significant amount of 
this effort is simply process oriented.  Tell me if you think this is wrong, but when you describe 
“throwing it on the wall and seeing what sticks’, there is an element here where you all have 
identified certain opportunities, you’ve seen the big picture of the ACA and healthcare, you’ve 
identified what you think that could mean, you’ve then brought together stakeholders who don’t 
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even necessarily totally understand the various systems that they are coming from.   With regards 
to ACA implementation, there are a lot of healthcare providers, drug treatment providers and 
behavioral health people who are in that system and don’t even understand what is going on. 
 
CD: Our value is in shepherding a process. Anyone could be in that role, it’s not uniquely a skill 
set of CCJRC, you could hire an outside consultant to do that, but someone needs to step into the 
project management role, it is far beyond just being a convener.  For every hour that I’m in a 
meeting, I spend 10 hours on the work; either the homework or the process, thinking it through 
and being at least 2 steps ahead of where the group is, so that I can anticipate the needs of the 
group.  That has not been easy.  I’m actually consulting with a consultant [laughter] to help me 
think through whether there are things that I could be doing better as this gets bigger and creating 
the infrastructure within the stakeholder group to support the amount of work that we are trying 
to generate.  It’s a working group, so people are doing their homework and then coming back, 
and someone needs to track all of those pieces.  And you, gabriel, know how that is as much as 
anybody, what the project management role entails.  However, that wasn’t what the original 
thought was. 
 
gs:  I am so inspired by what you all are doing and the various activities that you have 
undertaken because out here in New York, there is a lot of discussion around this stuff and most 
of it has been with respect to reentry, really, which is fantastic of course. 
 
PC: But that’s not even the biggest slice of the pie. 
 
gs: Exactly, that’s not really the biggest thing that’s at stake here. 
 
CD: There is an inclination within the treatment provider and behavioral health group, the 
healthcare folks, who want to keep talking about this in terms of reentry and I have to keep 
pulling them back to the big picture.  They don’t mean to be intentionally exclusionary but they 
just don’t “see” the people on probation or on bond.  They are invisible.  There has been much 
more conversation about reentry and a lot of the national PowerPoints that have come out and 
webinars that have talked a lot about reentry, so it’s embedded people’s brains.  We need to 
reframe the view on things because it affects strategy.  If we were only looking at the reentry 
population, this would be a much easier project.  It would be much more manageable because 
you can pre-enroll people before they leave and you know how many individuals there are.  So 
really, that’s the population that we are spending the least amount of time on because it’s the 
least complex.  
 
gs: I think what you are describing has been the inclination in a number of places, to first and 
foremost focus on reentry and almost in a way where other factors have been diminished or not 
addressed.  I think that it is a real missed opportunity.  We shouldn’t let this moment pass us by 
and only focus on reentry. 
 
CD: We (the drug policy or criminal justice community) have to be thinking about this from the 
long game.  The implementation of the ACA is a strategy, not the end game.  Due to the ACA, 
I’ve been able to start having conversations with our pretrial folks about the expansion of no-
money bond, then we can have conversations about pre arrest diversion, then we can be 
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throttling back the size, scope and authority of the criminal justice system as a whole.   I think 
whether it’s the LEAD program in Seattle, or any other alternative to incarceration, you have to 
have the programs in place.  You need alternatives to the criminal justice system in place.  This 
is a mechanism through which we can build that infrastructure at a community level for the 
people who are most likely to end up being arrested.  That is why this has led to such a dramatic 
shift within CCJRC, because our end game is now, like Pam said in the beginning, about 
reducing the role of the entire criminal justice system, not just ending mass incarceration.   
 
So what does that pivot look like for us?  It’s where the ACA implementation lines up perfectly 
but not as an end in and of itself.  It’s a critical, essential stepping stone.  We have to get it 
together, and I mean ‘we’ in a collective sense, to get the American population to see the value 
of the ACA.  If you look at the polls, many uninsured people don’t like Obamacare.  If we don’t 
start changing the hearts and minds of the people who will benefit from the ACA so that they can 
see the value of it and decide to fight for it, then we aren’t going to be able to keep it.  This is a 
whole new frontier. 
 
gs: What are one or two suggestions that you might have for advocates in other parts of the 
country, particularly in one of the 25 states where Medicaid is expanding, about how to engage 
in this process? Do you have any recommendations about ways that folks can get started on 
engaging with the ACA and doing as you have in regards to thinking about the long-term as 
opposed to the short-term pieces? 
 
CD: Well, even for folks that are in states that haven’t opted into the Medicaid expansion, that is 
where they start—fighting in their state to get the Medicaid expansion.  I wouldn’t write that off, 
that’s their battle line.  The number one thing is don’t give up the fight.  On the other question, in 
terms of where people can begin that do have the Medicaid expansion, it depends upon the 
organization’s strengths, capacities, relationships and culture-- where their reach is and what do 
they think they can do.   
 
There are many different ways to engage with the ACA in a better way.  The fact that the first 
interviews you have conducted are with two organizations (CCJRC and A Better Way 
Foundation) that are 100% ideologically and morally in alignment but have very different 
approaches to their work around the ACA based upon what was inherent within the culture and 
strengths of their organizations is evidence of this.  I think even sharing information can teach us 
how to expand our strengths.  I spent some time with LaReese (ABWF)  in Tucson talking about 
that, having her educate me about how they do what they do and why, so that we at CCJRC can 
be learning and expanding our capacities as well.  ABWF is a navigator, so their role has been 
very different from ours in that regard.  I think there needs to be an assessment around what 
organizations can do while also keeping in mind the structural, systemic piece. 
 
PC: I think it’s important that people know exactly what the ACA implementation and 
enrollment process is within their state so that they can talk about it with as much clarity and 
intelligence as possible and it order to demystify it within their respective area. 
 
CD: One of the gaps, even nationally, is around the fact that most people in America don’t 
understand the law itself.  Some haven’t even heard of it and those that have heard of it don’t 
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necessarily understand it or what they’ve heard has been so caught up in hyperbole and politics 
that it’s just toxic unreliable information.  Even if what organizations do is to just to become 
educators and make sure that good, reliable information about what the ACA is, how to enroll, 
etc. is getting out, that is of huge value; particularly if they want to focus on people who are 
affected by the criminal justice system.  That population isn’t on anyone’s radar except for ours, 
collectively.  If there were brochures and posters that could help amplify and bolster that 
information, there is huge value there.  The administration has absolutely blown it in regards to 
any grassroots education efforts or messaging, let alone the website rollout.  That’s not even the 
problem.  For years there has really been no comprehensive or competent public education 
surrounding the ACA.  That’s where I think organizations can really step in.  That’s really the 
role of the nonprofit and advocacy community. 
 
PC: Many individuals and groups don’t understand what a benefit the ACA is to their localities 
as far as reducing costs across the board, and this gives advocates the chance to have a toe-in and 
explain why the ACA is a benefit.  Through this, they can help in creating public education 
campaigns. 
 
gs: This is exciting. 
 
CD: I know! 
 
gs: Well, I want to thank you both for taking the time to talk with me about this stuff today. 
 
PC: We will make time for you any time! 
 
CD: I think we need to have you fly out here for a consult. 
 
gs: I’ll do that in a heartbeat! 
 
[Laughter] 
 
PC: We are putting that in our next grant proposal! 
 
CD: Really, you’re welcome to come out to a stakeholder meeting at some point in time to see 
what it looks like, that is an open invitation. 
 
[End Interview] 
 


