Best Practices

The Jail Inreach Project: Linking
Homeless Inmates Who Have Mental
[llness With Community Health Services

David S. Buck, M.D., M.P.H.
Carlie A. Brown, M.P.H.
J. Scott Hickey, Ph.D.

The Jail Inreach Project is a
health care-based intensive case
management “inreach” program
that engages incarcerated per-
sons from the homeless popula-
tion who have behavioral health
disorders (mental illness, sub-
stance use disorder, or both) in
establishing a plan for specific
postrelease services. The Jail In-
reach Project aims to provide
continuity of care and integrate
this highly marginalized subpop-
ulation of homeless persons into
primary and behavioral health
care systems by establishing pa-
tient-centered health homes.
The use of integrated primary
and behavioral health models in
conjunction with provisions for
immediate access to and continu-
ity of care upon release is emerg-
ing as a best practice in combat-
ing the rapid cycling of this vul-
nerable population between
streets and shelters, emergency
centers, and the county jail. Pre-
liminary results indicate that
more than half of the persons re-
ferred to the program remained
successfully linked with services
postrelease, whereas slightly less
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than one-third who engaged in
services while incarcerated did
not retain linkage on release.
(Psychiatric Services 62:120-122,
2011)

brupt termination of care is a

devastating consequence of a
correctional system’s inability to coor-
dinate and link released inmates with
behavioral health and social services.
In 2007 an estimated 79,000 adults
with serious mental illness were un-
able to access community-based pub-
lic or private mental health services in
Harris County, Texas (1). As a result,
the Harris County Jail has become
the de facto primary mental health
care provider for the county. It serves
as the largest provider of mental
health beds in Texas and the second
largest such provider in the nation
(second only to the Los Angeles
County Jail) (2).

There are roughly 2,400 people us-
ing mental health services in the Har-
ris County Jail on any given day (2). In
the absence of proper linkages to
necessary behavioral health and so-
cial services, many members of the
mentally ill homeless population cy-
cle between the streets and shelters,
emergency centers, and jail cells in a
virtual revolving door, and the costs
to the county attributable to their in-
creased rearrest rates exceed $14
million per year. This column de-
scribes an emerging best practice—
the Jail Inreach Project—to address
the mounting implications of disrup-
tion or termination of care for per-
sons who have been released from jail
and are mentally ill and homeless.

The Jail Inreach Project

The Jail Inreach Project in Harris
County, Texas, provides services that
strive to improve health status, sup-
port social reintegration, and reduce
the costs and overall burden on the
public health care system of persons
who are mentally ill and homeless and
being released from the Harris Coun-
ty Jail. In 2006 the Jail Inreach Pro-
ject was established and locally fund-
ed as a demonstration project under
the auspices of Healthcare for the
Homeless—Houston (HHH). The Jail
Inreach Project provides continuity
of and access to integrated primary
care and behavioral health care (men-
tal health and substance abuse treat-
ment) services upon release for
Houston’s homeless population with
mental illness, who rapidly cycle
through the Harris County Jail. It fur-
ther provides a replicable model of
care that addresses the underlying
causes of increased rearrest rates and
the immediate need for services after
incarceration.

The program aims to reduce rear-
rest rates and combat the rapid cy-
cling of the mentally ill homeless
population through Harris County
Jail; to collaborate with the Harris
County Sheriff’s Department and the
local public mental health agency to
develop a more coordinated system of
care that supports homeless releasees
in accessing resources; and to facili-
tate the transfer of medical records
between the Harris County Jail, com-
munity-based clinics, and the public
health care system to improve com-
munication and coordination be-
tween health care providers.
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Program design

HHH and the Mental Health Mental
Retardation Authority (MHMRA) of
Harris County met for the first time in
early 2006 to solidify collaboration on
the Jail Inreach Project. The meeting
led to a memorandum of understand-
ing between HHH and MHMRA that
established a referral process, which
allows HHH case managers to initiate
contact with Harris County Jail in-
mates with mental illness who were
homeless at incarceration or are an-
ticipated to be homeless on release
and to create a system for sharing pa-
tient records to enable continuity of
care and streamline research and
evaluation efforts. The memorandum
further designated the placement of
a licensed MHMRA clinician within
HHH clinics, marking the first time
that MHMRA had achieved such a
placement within a Harris County fed-
erally qualified health center.

Evaluations and assessments are
performed by staff while the client is
still incarcerated, and linkages for
needed services are established. In
meeting with an inmate before his or
her release, the goal is to identify the
needs of the individual and to develop
a discharge plan that includes initial
medical and behavioral health care
(including psychiatry, as needed) pro-
vided by HHH, eligibility assessments
for MHMRA services, substance
abuse assessment and counseling pro-
vided by HHH, and an assessment of
housing and transportation needs and
benefits eligibility.

In order to maximize the effective-
ness of the discharge plan, case man-
agers provide clients with the option
for a “direct release” into the care of a
case manager. This means that rather
than being discharged from the jail to
one’s own care in the middle of the
night (as is standard practice), partici-
pants may choose an escorted release
if they agree to stay in jail until the fol-
lowing morning. Individuals who vol-
unteer for daytime release are met
outside the jail by an HHH case man-
ager, who walks them to HHH’
Cathedral Clinic, located just blocks
from the jail. At the clinic, they receive
immediate health care. Individuals
with serious mental illnesses and who
therefore meet diagnostic criteria
(have bipolar disorder, schizophrenia

or schizoaffective disorder, or major
depression) may be eligible for servic-
es via the public mental health system.
Access to the public system of care of-
ten requires weeks to months on a
waiting list for an appointment, during
which time patients might relapse be-
cause of a lack of access to medication.
HHH often provides interim care un-
til those who are eligible can be linked
into larger public systems of care.

Participation in this program is
based on the following four criteria.
Participants must be detained in Har-
ris County Jail; have a diagnosis of a
behavioral health condition (mental
illness, substance use disorder, or
both); anticipated to be homeless
upon release; and have a history of re-
cidivism, defined as having had two or
more bookings into Harris County Jail
in the previous six months.

Preliminary findings
As of June 26, 2009, when the initial
program evaluation began, 492 individ-
uals had been referred to the Jail In-
reach Project. Tiventy-two percent ex-
perienced multiple encounters (those
who are rearrested are contacted again
by the program to try to link individu-
als back into community health servic-
es). For those who had multiple en-
counters with the program (those who
are rearrested are subsequently revisit-
ed by their case manager, and a new
case is opened), only the first en-
counter was included in this analysis.
This was done to control for the possi-
ble implications that multiple encoun-
ters with the program may have on out-
come and because each encounter can
result in a different disposition (linked
versus not linked, for example). Of the
total number of first encounters
(N=492), 275 (56%) resulted in suc-
cessful linkage to service after their re-
lease. Twenty-four (5%) declined serv-
ices, 53 (11%) were transferred to an-
other correctional facility, and 140
(29%) engaged in the program while
incarcerated but did not follow
through with the program on release.
A study was conducted by HHH in
collaboration with MHMRA and the
Harris County Budget Office that eval-
uated arrest rates one year before en-
gaging in the program and one year af-
ter engagement. Results indicate that
those who were linked to services after
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their release had arrest rates that were
36% lower compared with the number
of arrests one year before contact with
the program and one year after contact
with the program. Also, the average
number of days spent in jail decreased
from about 65 days before contact with
a case manager to just less than 42 days
during the year after contact with the
program. Total annual criminal charges
(misdemeanors and felonies) for each
participant had also been reduced by
56% during the year after contact with
the program.

Discussion

The delivery of health care in the cor-
rectional environment has many chal-
lenges. Those who are incarcerated
and who have a behavioral health di-
agnosis tend to have more comorbid
chronic medical problems much earli-
er than those who are not incarcerat-
ed. Because many detainees have
poor health and inadequate diets,
have risky lifestyles, and abuse sub-
stances, they are likely to have a high-
er incidence of medical conditions in
addition to their mental health needs.
Delivery of care within the jail and
provision of discharge planning serv-
ices are complicated by complex social
and health needs, the usual short
length of incarceration, and a some-
times uncertain date of release.

Many logistical considerations and
adjustments had to be taken into ac-
count as the program developed early
on; much time was spent experiment-
ing with different procedures for visit-
ing detainees in order to increase effi-
ciency. Initially, detainees were called
from their cells to an interview room
on the first floor of the jail. The
process of moving a detainee from his
or her cell to the interview room often
took up to 30 minutes. In the first six
months, with over 85 referrals and
nearly 200 visits, it became clear that a
more efficient system was needed. We
discovered that more detainees could
be visited in a shorter period if the case
manager went to the detainee’s cell
and met with him or her either in the
cell or in another suitable location on
the same floor. Similarly, the issue of
dealing with uncertain release dates
resulted in the development of a poli-
cy mandating that after the initial
meeting, clients were seen only after
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they had an established release date.
This provision aided in successfully es-
tablishing a postrelease plan and in
case managers serving more clients
because case managers could maxi-
mize the efficiency of how their time
was allocated.

Outreach strategies that provide
continuity of care have generally been
supported as a best practice. The most
effective strategies seem to be those
that introduce personal connections
and reduce the distinction between
inpatient and outpatient services.
Linkage is better served when the
step to what has traditionally been
called aftercare is treated more as a
transition than as a change (3-5).
Practices that include contact with the
ongoing care agency before discharge
have proven to be beneficial. For the
Jail Inreach Project, the contribution
of the negotiated direct daytime re-
lease to the care of a case manager
cannot be overstated.

The most recent qua]ity assurance
analysis of the program indicated that
129 of 150 (86%) participants who opt-
ed for direct release to the care of a
case manager were successfully linked
to services, compared with only 51 of
181 (28%) of those who opted for a
sell-release. Further, those who opted
for a “self” nighttime release were 6.2
times less likely than those who opted
for a direct release to a case manager
to be linked to services (6). Agreeing to
spend a few more hours in jail in re-
turn for direct release may be an indi-
cator of greater motivation for change
but may also reflect the perceived im-
portance of the health care and social
service linkages provided by the pro-
gram. Early indications from our data
suggest that linkage, in its turn, ap-
pears to reduce the likelihood of rear-
rest, especially for participants with
fewer and milder previous charges
(misdemeanors versus felonies).

The importance of efficiently and
effectively tracking client information
and data in a way that is accessible to
multiple HHH staff members, includ-
ing case managers and administrators,
as well as for research and evaluation
purposes, led to the development of an
online database, which is housed on a
secure server at Baylor College of
Medicine. It is used to track release
dates, diagnoses, initial referral plans,
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postrelease service linkages, and case
status of the individual. The database
can also generate reports for quality
assessment and evaluation.

Conclusions

We believe that the design and imple-
mentation of the Jail Inreach Program
constitutes a best practice that should
be subjected to further services re-
search. One of the most successful
components of the Jail Inreach Pro-
ject is in bridging gaps between serv-
ices provided in the jail with services
provided in the community. However,
the program is restricted by the limit-
ed capacity of community resources to
provide services after a detainee is re-
leased. An alarming shortage of af-
fordable housing, psychiatric services,
substance abuse treatment services,
and other medical and social support
services has put a ceiling on the capa-
bilities of the safety net programs to
benefit this population and the com-
munity at large.

Stemming from this assessment of
the program, there are two subsequent
evaluation projects examining whether
there are differences in outcomes, pro-
cedures, or client characteristics be-
tween individuals who are linked to
services and those who do not follow
through with the program after re-
lease. Results will be informative in
terms of tailoring better interventions
and in replicating these findings.

On a systemic level, our findings
suggest that effective and replicable
mechanisms for reducing utilization of
correctional institutions as behavioral
health treatment facilities include of-
fering early prerelease planning, en-
gaging clients in their treatment plan,
offering daytime release, and provid-
ing a full health evaluation, including
medical case management and behav-
ioral health assessments. These ele-
ments provide continuity of care for
those who require medication and
help to prevent lapses in treatment. In
addition, the activation of social servic-
es (shelter and housing, job training,
and life skills counseling) and health
services (primary health home with
behavioral health care) in the frame-
work of enhanced integrated care ap-
pears to decrease arrest rates (thus de-
creasing utilization of mental health
services within the correctional sys-

tem) and increase the possibility of
transitioning out of homelessness.
Another opportunity for change in
the collaboration between HHH and
MHMRA would be to allow for inte-
gration of a behavioral health special-
ist in the primary health home. This
would provide immediate behavioral
health resources to stabilize clients
adjusting to the challenges common
to releasees. Clients could then be
provided a permanent health home
where their full health needs are ad-
dressed. Behavioral health exacerba-
tions requiring internal referral or
consultation could be obtained as
needed. Future research will be nec-
essary to validate our observations and
recommendations.
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