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I. 
Introduction
	On April 6, 2021, the Committee on Mental Health, Disabilities, and Addiction, chaired by Council Member Farah Louis, will hold a hearing entitled “Oversight: Access to Mental Health Care in Communities of Color.” Among those invited to testify are representatives from the New York City Department of Health and Mental Hygiene (DOHMH), and other interested parties. 
II. Background
a. Access to Mental Health Care in Communities of Color
There is a lack of access to affordable, culturally-sensitive care within Black and Brown communities and other communities of color in New York City and in the United States.[footnoteRef:1] Across the country, an estimated 119 million Americans live in a “mental health desert” or “Mental Health Care Professional Shortage Area,” which means they are unable to access mental health care because there are too few mental health providers relative to the needs of the population.[footnoteRef:2] Most Americans living in mental health deserts are people of color and those in rural areas.[footnoteRef:3] This trend holds true in New York City, where, for example, in the Bronx, 91 percent of residents insured by Medicaid live in a mental health desert, most of whom are Black, Brown, and low income New Yorkers.[footnoteRef:4] Further, according to the United States Health and Human Services Office of Minority Health, Black Americans living below the poverty level are twice as likely to report psychological distress as those over twice the poverty level, yet less than half of Black adults who need mental health care for serious conditions receive it.[footnoteRef:5] [1:  See, e.g., “Biden wants to fix racial inequality. Mental health access is an important place to start,” NBC News, Feb. 17, 2021, available at https://www.nbcnews.com/think/opinion/biden-wants-fix-racial-inequality-mental-health-access-important-place-ncna1257376.]  [2:  Id.]  [3:  Id.]  [4:  Id.]  [5:  Id.] 

The lack of mental health access in communities of color is a deep, and complicated problem which extends beyond a simple lack of providers within communities of color.[footnoteRef:6] To start, communities of color are far more likely to be under- or uninsured than their white counterparts, which decreases access to affordable mental health care.[footnoteRef:7] Communities of color are also less likely to receive culturally-sensitive, trauma-informed care, which is crucial to building trust between providers and communities.[footnoteRef:8] Growing the mental health workforce in communities of color requires sustained educational and outreach efforts, federal student loan forgiveness, better guarantees of federal insurance parity and livable wages for mental health workers, and increased efforts to incentivize Americans of color to attend and have access to mental health training and graduate programs.[footnoteRef:9]  [6:  Id.]  [7:  Id.]  [8:  Id.]  [9:  Id.] 

Without access to culturally sensitive, affordable, and sustained mental health care within communities of color, mental health emergencies will continue to disproportionately prevail in communities of color, and individuals will continue to suffer from treatable mental illnesses.[footnoteRef:10] [10:  See, e.g., id.] 

b. Barriers to Community-Based Resources 
There are multiple factors that make complicate and block access to community-based mental health care, including insurance barriers, financial barriers, and language and cultural-competency barriers.[footnoteRef:11] [11:  Factors will be outlined in this section.] 



1. Shift from Fee-for-Service to Managed Care 
	Recent changes in health care payment models – specifically, the shift from “fee-for-service” to “managed care” – have created complications for smaller, community-based providers. Under the fee-for-service (FFS) payment model, doctors and other health care providers are paid for each service performed.[footnoteRef:12] As a result, each time a patient has a doctor’s appointment, a hospital stay, or a surgical consultation, the patient or third-party payers are billed for each visit, procedure, test, treatment, or other health-care service provided.[footnoteRef:13] Critics have pointed to the FFS model as the reason for ballooning health-care costs and contributing to the decline in the primary-care workforce, and the inability to meet patients’ health maintenance needs.[footnoteRef:14] These concerns have led to a shift away from the FFS model to managed care plans.[footnoteRef:15]  [12: Fee for Service, HealthCare.gov, last visited Mar. 30, 2021, Available at: https://www.healthcare.gov/glossary/fee-for-service/.]  [13:  Anne M. Lockner & Chelsea A. Walcker, INSIGHT: The Healthcare Industry’s Shift from Fee-for-Service to Value-Based Reimbursement, Bloomberg Law, Sept. 26, 2018, Available at: https://news.bloomberglaw.com/health-law-and-business/insight-the-healthcare-industrys-shift-from-fee-for-service-to-value-based-reimbursement.]  [14:  Id.]  [15:  Id.] 

	Managed care plans are health insurance plans that contract with health care providers and medical facilities to provide care for members.[footnoteRef:16] These providers are inside the plan's network and the network's rules determine how much the plan will pay for specific services rendered or for each patient.[footnoteRef:17] With regard to Medicaid, states sign contracts with "managed care organizations" (MCOs), which provide medical services through their own networks of doctors and hospitals.[footnoteRef:18] The state pays the MCO a fixed annual fee for each Medicaid patient and the MCO takes responsibility for overseeing each person's care.[footnoteRef:19] [16:  Understanding Managed Care, STIC, last visited Mar. 30, 2021, Available at: https://stic-cil.org/pdf/Health%20Info/Understanding%20Managed%20Care.pdf.]  [17:  Id.]  [18:  Christine Vestal, Managed Care Explained: Why a Medicaid Innovation is Spreading, PEW, May 31, 2011, Available at: https://www.pewtrusts.org/en/research-and-analysis/blogs/stateline/2011/05/31/managed-care-explained-why-a-medicaid-innovation-is-spreading.]  [19:  Id.] 

	Although managed care is the most common form of health care in the United States,[footnoteRef:20] several researchers suggest managed care (MC) practices reduce the amount of health services that are available to communities of color or to vulnerable communities, reduce the ability of communities of color to obtain private health insurance coverage, and make it more difficult for providers within communities of color to obtain or maintain membership in a managed care organization.[footnoteRef:21] Moreover, for individuals living in lower income neighborhoods utilizing managed care, their options and provider networks are limited.[footnoteRef:22] Many people in this situation are forced to go to an emergency room for care because care is always available and cannot be denied in an emergency department.[footnoteRef:23] In addition, for these individuals, finding a provider in private practice is virtually impossible when there is an inability to pay for health care services.[footnoteRef:24] [20:  Louise Gaille, 12 Advantages and Disadvantages of Managed Care, VITTANA, Jun. 14, 2017, Available at: https://vittana.org/12-advantages-and-disadvantages-of-managed-care.]  [21:  Greenberg, Greg, U.S. minorities’ access to health care under managed care: A synthesis of the literature, Research in the Sociology of Health Care, 3, Dec. 2007, Available at: https://www.researchgate.net/publication/235250736_US_minorities'_access_to_health_care_under_managed_care_A_synthesis_of_the_literature.]  [22:  Louise Gaille, 12 Advantages and Disadvantages of Managed Care, VITTANA, Jun. 14, 2017, Available at: https://vittana.org/12-advantages-and-disadvantages-of-managed-care.]  [23:  Id.]  [24:  Id.] 

	One of the reasons for the lack of health care providers in communities of color and in lower income neighborhoods is because there is an uneven relationship between medical providers and managed care provider networks.[footnoteRef:25] Because participation in managed care provider networks is not automatic, providers must apply to be included in health care plans as preferred or "participating providers.” [footnoteRef:26] Providers feel pressured to apply to participate in these networks because they stand to lose substantial income without them;[footnoteRef:27] non-participating physicians whose patients become enrolled in managed care plans may lose a significant portion of their practice.[footnoteRef:28] Managed care organizations have the sophistication and incentive to bargain with providers to pay them lower prices, since the providers are pressured to accept decreased compensation rates in exchange for an increased patient base.[footnoteRef:29]  [25:  Dr. Stephanie Rifkinson-Mann, The Impact of Managed Care Payer Contracts on the Subspecialty Medical Provider: Policy Implications that Impact on the Care of Disabled Children, 27 Fordham Urb. L.J. 1943 (2000), Available at: https://ir.lawnet.fordham.edu/ulj/vol27/iss6/6.]  [26:  Id.]  [27:  Id.]  [28:  Id.]  [29:  Id.] 

Another issue for providers created by the shift to managed care plans relates to state Medicaid rates.[footnoteRef:30] States typically set Medicaid rates at levels below Medicare's rates, and some states like New York set rates at levels so low that they almost preclude access to care at private physicians' offices.[footnoteRef:31] Since access to private physicians has become increasingly difficult for those enrolled in Medicaid, institutional care settings are often the only option.[footnoteRef:32]  [30:  Neil S. Calman, Maxine Golub, Charmaine Ruddock, & Lan Le, Separate and Unequal Care in New York City, 9 J. Health Care L. & Pol'y 105 (2006). Available at: http://digitalcommons.law.umaryland.edu/jhclp/vol9/iss1/6.]  [31:  Id.]  [32:  Id.] 

	In addition, under managed care programs, options have become increasingly limited for Medicaid recipients, as hospitals typically choose to participate in only a few Medicaid managed care plans.[footnoteRef:33] Instead, hospitals frequently focus on plans they own and from which they derive the most financial benefit.[footnoteRef:34] In 2006, Medicaid recipients in the Bronx had access to over a dozen managed care plans.[footnoteRef:35] However, they could only receive non-emergency specialty care at a hospital in their neighborhood if they belonged to one of the few managed care plans that had a contract with that hospital.[footnoteRef:36] Additionally, in 2006, the Children's Hospital at Montefiore Medical Center, which is located in the Bronx, accepted fewer than half of the licensed Medicaid managed care plans available in the Bronx.[footnoteRef:37] Children covered by the other plans therefore did not have access to this facility.[footnoteRef:38] Accordingly, managed care has also led to the consolidation of both hospital and physician markets, which has further limited viable health care provider options.[footnoteRef:39]  [33:  Id.]  [34:  Id.]  [35:  Id.]  [36:  Id.]  [37:  Id.]  [38:  Id.]  [39:  Dranove David, Carol J. Simon, and William D. White, Is Managed Care Leading to Consolidation in Health-care Markets? Health Serv Res. Jun. 2002, Available at: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1434652/.] 

2. In-network vs. Out-of-network Costs
Another factor that creates barriers to mental health care is insurance networks and what the costs are for services in and out of insurance networks. Health care providers that may not participate in an individual’s insurance provider’s network are free to set their prices for the care and services they provide.[footnoteRef:40] They do not offer services at a discounted rate because they do not participate in the network, which results in individuals paying higher deductible and coinsurance amounts for similar services had the individual used a health care provider who participates in the network.[footnoteRef:41] When a health care provider who isn't in an individual’s plan’s network charges more than the policy pays, the provider will bill for the difference or balance.[footnoteRef:42] A 2015 survey by the National Alliance on Mental Illness (NAMI), demonstrated that people were far less likely to find or use an in-network mental health provider compared to other types of medical specialists.[footnoteRef:43] In addition, it also found that people with insurance had more difficulty locating in-network providers and facilities for mental health care compared to general or specialty medical care. [footnoteRef:44] This means that networks of mental health providers even for individuals with insurance is are far too small and limited, and the cost of service for those outside of networks is prohibitive and far too high.   [40:  Understanding Out-of-Network Expenses, Oxford Health Plans LLC, Sep. 13, 2013, Available at: https://www.uhceservices.com/content/dam/bne-portal/pdf/tools-and-resources/fed-state/OON_Expenses_Flier.pdf.]  [41:  Id.]  [42:  Michelle Andrews, N.Y. Law Offers Model for Helping Consumers Avoid Surprise Out-Of-Network Charges, KHN, Jul. 14, 2015, Available at: https://khn.org/news/n-y-law-offers-model-for-helping-consumers-avoid-surprise-out-of-network-charges/.]  [43:  Out-of-Network, Out-of-Pocket, Out-of-Options: The Unfulfilled Promise of Parity, NAMI, Nov. 2016, Available at: https://www.nami.org/Support-Education/Publications-Reports/Public-Policy-Reports/Out-of-Network-Out-of-Pocket-Out-of-Options-The.]  [44:  Id.] 

3. Medicaid vs. Medicare Coverage
As briefly discussed above, providers are less likely to accept Medicaid than other types of health insurance because the payouts from Medicaid are typically far lower.[footnoteRef:45] Only 71 percent of providers accept Medicaid compared to 85 percent who take Medicare and 90 percent that accept private insurance.[footnoteRef:46] According to a Medicaid-to-Medicare fee index, which measures each state's physician fees relative to Medicare fees, in 2016, New York’s Medicaid program paid physicians fees at 56 percent of Medicare rates.[footnoteRef:47] More specifically, New York’s Medicaid program paid primary care physicians 44 percent of Medicare rates.[footnoteRef:48] [45:  Les Masterson, Doctors less likely to accept Medicaid than other insurance, Healthcare Dive, Jan. 28, 2019, Available at:  https://www.healthcaredive.com/news/doctors-less-likely-to-accept-medicaid-than-other-insurance/546941/.]  [46:  Id.]  [47:  Medicaid-to-Medicare Fee Index, KFF, 2016, Available at: https://www.kff.org/medicaid/state-indicator/medicaid-to-medicare-fee-index/.]  [48:  Id.] 

4. Insurance Parity
Advocates for mental health care have raised widespread concern about the practice of many managed care companies that provide more limited coverage for treatment of mental illness than for physical illness.[footnoteRef:49] Current law requires health insurers to apply similar processes and restrictions for treatment and coverage of mental health and substance use disorders as they would for medical and surgical benefits.[footnoteRef:50] When a health insurance plan has parity, it means conditions that share the same characteristics are treated in the same way.[footnoteRef:51] However, mental health providers often cite low reimbursement rates as the main reasons they have chosen not to participate in health plan networks.[footnoteRef:52] [49:  Judith A. Huntington, Health Care in Chaos: Will We Ever See Real Managed Care, OJIN, Jan. 1997, Available at: https://ojin.nursingworld.org/MainMenuCategories/ANAMarketplace/ANAPeriodicals/OJIN/TableofContents/Vol21997/No1Jan97/HealthCareinChaos.html.]  [50:  Douglas, M., Dowd, K., Tampke, K., Rachel, S., Byrd, E., Miller, B., Lloyd, D., Wrenn, G. What is Mental Health Parity? A Consumer Guide to the Evaluating State Mental Health and Addiction Parity Statutes Report. The Kennedy Forum, 2018, Available at: KF-Evaluating-State-Mental-Health-Consumer-Brief-0918_web.pdf.]  [51:  Id.]  [52:  Out-of-Network, Out-of-Pocket, Out-of-Options: The Unfulfilled Promise of Parity, NAMI, November 2016, Available at: https://www.nami.org/Support-Education/Publications-Reports/Public-Policy-Reports/Out-of-Network-Out-of-Pocket-Out-of-Options-The.] 

A 2017 report by Milliman, an international actuarial and consulting firm,[footnoteRef:53] confirmed that reimbursement rates for mental health and substance use disorder treatment providers, through private insurance plans, were far lower than reimbursement rates for other medical providers, relative to Medicare rates.[footnoteRef:54] When insurance plans do not reimburse providers adequately, many choose not to participate in the plans’ networks. [footnoteRef:55] When an individual makes a decision to seek mental or behavioral health care but they are unable to find a provider in network, they often have to go out-of-network, resulting in higher costs.[footnoteRef:56] In a national survey of state efforts to ensure parity when it comes to behavioral health insurance benefits, New York received a failing grade.[footnoteRef:57]  [53:  About, Milliman, last visited March 30, 2021, Available at https://us.milliman.com/en/.]  [54:  LANDMARK LEGISLATION ENTERS SECOND DECADE, ParityTrack, last visited Mar. 30, 2021, Available at: https://www.paritytrack.org/mhpaea-10th-anniversary/?utm_source=tkf&utm_medium=offline&utm_campaign=mhpaea10&utm_content=anniversary ]  [55:  Id.]  [56:  Id.]  [57:  Lilo H. Stainton, NJ Gets Report Card ‘F’ for Lack of Parity in Insurance Coverage of Mental Health, NJ Spotlight News, October 5, 2018, Available at: https://www.njspotlight.com/2018/10/18-10-04-nj-gets-report-card-f-for-lack-of-parity-in-insurance-coverage-of-mental-health/] 




5. Cultural Competence
Finally, it is not just a lack of providers that make it difficult for communities of color to access care, but also the lack of culturally competent providers.[footnoteRef:58] According to the American Psychological Association, in 2018, about 86 percent of psychologists in the United States workforce were white and fewer than 15 percent were from other racial and ethnic groups. This means that individuals often see mental health providers that do not have shared racial, ethnic, language, religious, or cultural experiences, all of which can influence the quality and effectiveness of the care they receive. [footnoteRef:59]  [58:  Dr. Ashwin Vasan, Biden wants to fix racial inequality. Mental health access is an important place to start., NBC News, Feb. 17, 2021, Available at: https://www.nbcnews.com/think/opinion/biden-wants-fix-racial-inequality-mental-health-access-important-place-ncna1257376.]  [59:  Id.] 

Culturally sensitive providers often have particular skills, such as language ability, cultural knowledge, and experience treating the special health care needs of the diverse communities of the City of New York.[footnoteRef:60] Culturally competent care creates stronger patient engagement, empathy, and trust.[footnoteRef:61] This trust and engagement are especially crucial in relationships in behavioral health in order to communicate and connect with disordered thoughts, moods, or other behaviors that can affect a person’s everyday function.[footnoteRef:62] If a network lacks providers of color, its members of color may find it more difficult to obtain services from an appropriate, competent, or conveniently located provider.[footnoteRef:63] [60:  Greenberg, Greg, U.S. minorities’ access to health care under managed care: A synthesis of the literature, Research in the Sociology of Health Care, 3, Dec. 2007, Available at: https://www.researchgate.net/publication/235250736_US_minorities'_access_to_health_care_under_managed_care_A_synthesis_of_the_literature.]  [61:  Dr. Ashwin Vasan, Biden wants to fix racial inequality. Mental health access is an important place to start., NBC News, Feb. 17, 2021, Available at: https://www.nbcnews.com/think/opinion/biden-wants-fix-racial-inequality-mental-health-access-important-place-ncna1257376.]  [62:  Id.]  [63:  Greenberg, Greg, U.S. minorities’ access to health care under managed care: A synthesis of the literature, Research in the Sociology of Health Care, 3, Dec. 2007, Available at: https://www.researchgate.net/publication/235250736_US_minorities'_access_to_health_care_under_managed_care_A_synthesis_of_the_literature.] 

c. City-Offered Services 
New York City does offer some services and programs that attempt to increase access to behavioral health care for communities of color, but to date, no major structural changes to ensure widespread access have been enacted.[footnoteRef:64] [64:  This will be outlined in the below section.] 

1. ThriveNYC
[bookmark: _Ref64472470][bookmark: _Ref64474408]In 2015, First Lady Chirlane McCray and Mayor Bill de Blasio launched ThriveNYC, which focuses on ensuring that every New Yorker has access to mental health support.[footnoteRef:65] In 2019, Mayor de Blasio officially established the Mayor’s Office of ThriveNYC to coordinate ThriveNYC programs, track progress, and support City agencies as they incorporate promoting mental health into their service to New Yorkers.[footnoteRef:66] In partnership with 12 city agencies and about 200 non-profits,[footnoteRef:67] ThriveNYC has implemented several initiatives to provide new services to vulnerable populations, strengthen crisis prevention and response, intervene early, and further develop the mental health workforce.[footnoteRef:68] ThriveNYC initiatives and programs dedicated to responding to mental health crises include Crisis Interventions Training, Co-Response Teams, Intensive Mobile Treatment Teams, NYC WELL, and Mobile Crisis Teams.[footnoteRef:69]  [65:  Mayor’s Office of ThriveNYC, “ENHANCING ACCESS TO MENTAL HEALTH SUPPORT FOR EVERY NEW YORKER IN NEED”, last accessed March 30, 2021, Available at: https://www1.nyc.gov/assets/operations/downloads/pdf/mmr2019/thrivenyc.pdf.]  [66:  Id.]  [67:  Mayor’s Office of ThriveNYC, “Home”, last accessed March 30, 2021, Available at: https://thrivenyc.cityofnewyork.us/.]  [68:  Mayor’s Office of ThriveNYC, supra note 48.]  [69:  See generally Mayor’s Office of ThriveNYC, “Our Programs”, last accessed March 30, 2021, Available at: https://thrivenyc.cityofnewyork.us/programs.] 

According to the ThriveNYC 2021 Progress Report, there is “unequal access to mental healthcare in New York City.”[footnoteRef:70] The report confirms, “the highest poverty neighborhoods have over twice as many psychiatric hospitalizations per capita as the lowest poverty neighborhoods in New York City”[footnoteRef:71] because mental health needs are not equitably experienced in our City.”[footnoteRef:72] Despite ThriveNYC’s wide ranging programs, the report contends, “New Yorkers of color are less likely to be connected to mental health care that White New Yorkers.”[footnoteRef:73] In an effort to address this disparity, ThriveNYC has attempted to embed “mental health supports into programs that serve New Yorkers of color, who would otherwise be likely to go without care.”[footnoteRef:74] Some examples of these disparities include: [70:  ThriveNYC Progress Report 2021. Last accessed March 30, 2021, Available at: https://thrivenyc.cityofnewyork.us/wp-content/uploads/2021/02/ThriveNYC-ProgressReport-2021.pdf ]  [71:  Id. ]  [72:  Id.]  [73:  Id.]  [74:  Id.] 

· 35 percent of families screened for mental health challenges in homeless shelters identify as Black; 20 percent identify as Hispanic/Latino;
· 40 percent of New Yorkers served by mobile treatment teams identify as Black; 20 percent identified as Hispanic/Latino;
· 40 percent of clients served by community-based Connections to Care partners identify as Black; 48 percent identify as Hispanic; and
· 75 percent of victims served by Crime Victim Assistance Programs are people of color.[footnoteRef:75] [75:  Id.] 

Additionally, some ThriveNYC programs are designed to promote mental health for younger New Yorkers, including:
· Projects that offer on-site mental health services for 350 schools hardest hit by the COVID-19 pandemic; 
· Programs that offer on-site mental health services at every Family Justice Center in the City;
· Coordination of  58 mobile treatment teams that serve 3,800 New Yorkers with serious mental illness; and 
· Facilitation of mental health workshops at 13 libraries in mental health shortage areas through “Spaces to Thrive.”[footnoteRef:76] [76:  Id.] 

2. Communities Thrive
	In an effort to specifically address the mental health needs of underserved New Yorkers, on March 18, 2021, the Mayor announced, a relaunch of the “Communities Thrive” initiative.[footnoteRef:77]  Communities Thrive aims to eliminate “critical barriers to mental health care” faced by New Yorkers of color by “shaping how and where mental health support is delivered.”[footnoteRef:78]  While COVID-19 has disproportionately impacted communities of color, the unmet mental health needs of these communities were apparent long before the pandemic. According to the Mayor’s Office of ThriveNYC: [77:  NYC.gov. (March 18, 2021) A Recovery For All Of Us: Mayor de Blasio Announces Expansion of Tele-Mental Health Services to Address Disparate Impact of Covid-19 on Communities of Color. Last accessed March 30, 2021, Available at: https://www1.nyc.gov/office-of-the-mayor/news/200-21/recovery-all-us-mayor-de-blasio-expansion-tele-mental-health-services-to]  [78:  Id.] 

· In 2017, 76 percent of US-born Asian American/Pacific Islander New Yorkers with depression reported that there was a time in the past 12 months when they needed treatment for a mental health problem but did not get it;  
· Nationally, Black adults are 10 percent more likely to report serious psychological distress than white adults; and
· Latinx New Yorkers display higher rates of depression (12 percent) than white New Yorkers (8 percent). However, white New Yorkers suffering from depression are more likely to engage in treatment for mental health problems (58 percent) than Latinx New Yorkers suffering from depression (39 percent).[footnoteRef:79]  [79:  Id.] 

Originally scheduled for launch in March of 2020, but paused due to COVID-19, the current request for proposal invites mental health organizations representing Asian American and Pacific Islander (AAPI), Black and Latinx communities, to submit applications to serve as Community Anchors and participate in a two-year $3.7 million dollar demonstration project, focused on narrowing the gap between underserved communities and mental health providers.[footnoteRef:80] According to the Mayor’s office, “greater consideration will be given to proposals that include a geographic focus within the 33 neighborhoods designated by the Taskforce on Racial Inclusion & Equity as disproportionately impacted by the pandemic, and/or with significant racial and economic disparities in health outcomes, as well as other equity burdens identified by the City.”[footnoteRef:81]  [80:  Id. ]  [81:  Id] 

Contracts will go to three Community Anchors: one serving Asian American and Pacific Islander New Yorkers, one serving Black New Yorkers, and one serving Latinx New Yorkers.[footnoteRef:82] Each Community Anchor will serve as a project manager, leading a program to address the mental health needs of a sub-population particularly at risk of mental health issues and whose needs are unmet.[footnoteRef:83] Additionally, tele-mental health services will be integrated into primary care practices and community-based organizations already serving Asian American and Pacific Islander, Black, and Latinx New Yorkers, and trusted organizations will be afforded additional resources to meet the needs of their clientele.[footnoteRef:84] It is hoped that by directly connecting people who need care to tele-mental health services at NYC Health + Hospitals, Community Anchors will be able to address the mental health needs of at-risk communities and populations who currently have limited access to mental health services.[footnoteRef:85]  Additionally, each of the three Community Anchors will partner with five community-based organizations and five primary care practices already serving communities into which the tele-mental health services can be embedded. [footnoteRef:86] The Community Anchors will also be responsible for developing and overseeing a public awareness campaign to encourage and normalize help-seeking behaviors thereby reducing stigma.[footnoteRef:87] [82:  Id.]  [83:  Id.]  [84:  Id.  ]  [85:  Id.]  [86:  Id. ]  [87:  Id.] 

III. Conclusion
At today’s hearing, the Committee looks forward to hearing from the Administration, providers, community-based organizations, and advocates about how New York City can increase access to mental health care and resources in communities of color, identify and address gaps in services, and create lasting, structural changes where needed.


1



image1.png




