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SUMMARY 

For many obvious reasons, people in jails and prisons are among the unhealthiest members of 
society.  The experience of being locked up – which often involves dangerous overcrowding and 
inconsistent or inadequate health care – exacerbates these problems, or creates new ones.  Given the 
magnitude of the problem, mass incarceration must be tackled at many different levels, particularly 
when considering those with serious mental illness and/or substance use disorders.  Here, in King 
County, efforts are currently underway in addressing this challenge with the Familiar Faces initiative.    

In this white paper report, it will highlight some programs or initiatives that are currently in 
existence around the US which engage in multi-sector collaborations to break the cycle of recidivism 
among high, or frequent, users of the criminal justice system.  Two programs come from New York, 
Project LINK and FUSE.  The third program, Hennepin Health, is based in Minnesota, and focuses 
more on high utilizers of the health care system.   By examining these current initiatives for common 
or similar themes or programmatic elements, the goal is to provide some additional insights for the 
Familiar Faces design team.   

BACKGROUND 

Mass incarceration in the United States is a major public health issue.  An op-ed piece from The New 
York Times recently described the problem as, “This four-decade binge poses one of the greatest 
public health challenges of modern times.” [1]  Moreover, a report from the Vera Institute of Justice 
highlighted the burden of disease behind bars.  Among various mental and physical disabilities, the 
report cited that the prevalence of serious mental illness in 2 to 4 times higher in state prisons than 
in the community. [2]  More than two-thirds of all jail inmates have a diagnosable substance use 
disorder, compared to 9% in the general population, yet fewer than 15% receive appropriate 
treatment. [2]  These statistics serve to paint a sober picture in regards to the health of the jail 
population.  In particular, given that jails house a higher proportion of individuals with mental illness 
and/or substance use disorders as compared to the general population, lack of care and treatment 
for these conditions may be contributing to arrest and incarceration rates in this specific population.   

Issues around incarceration and recidivism among those with mental illness and/or substance use 
disorders can be traced back to implementation of certain policies which resulted in the explosive 
growth of the jail population.  In the early 1970s, a series of new punitive state and federal policies 
led to unprecedented numbers of people being sent to prison to serve long custodial sentences for 
drug offenses.  The “War on Drugs” policy accelerated over the following decades, and in addition to 
filling jails all across the country, disproportionately affected minorities, and especially, the African-
American community.  Moreover, around the same time, deinstitutionalization left a number of 
former psychiatric patients without appropriate care and homeless, which ultimately resulted in 
their incarceration.  Today, as a reflection of the state of mental health care and treatment in the US, 
44 states and the District of Columbia have jails or prisons with more individuals with severe mental 
illness than the largest state mental hospital. [3]  In effect, jails have become the primary, though 
inadequate, source of shelter, treatment, and stability for those vulnerable and at-risk of 
incarceration and subsequent recidivism who should be receiving services critical to their safety and 
well-being from the community.    

2 
 



   
Once individuals are released from jail, one of the most immediate challenges is to get access to 
services, which are currently uncoordinated and sporadic.  This, in turn, results in poor health and 
social outcomes, negative experiences for the client, and increased costs.  More often than not, the 
broken system leads these individuals right back into jail.  The goal of Familiar Faces is, therefore, to 
focus on the highest utilizers of the jail health system, particularly those with serious mental illness 
and/or substance use disorders, and deliver services in a more timely, aligned, and continuous 
manner.  With an emphasis on multi-sector collaborations to support the client through a 
complicated system and process, the overarching objective aims to align with the Transformative 
Plan vision, which is to move from a crisis and sick-oriented system to one that is oriented towards 
prevention, wellness, and recovery with consumer-centered engagement.  In this white paper report, 
the purpose will be to highlight and described examples of multi-sector collaborations to improve 
health and other outcomes, including health status, housing stability, criminal justice involvement, 
hospital emergency department (ED) use, client satisfaction, and cost-reduction and savings, among 
high users of jail health services.     

EXISTING KNOWLEDGE 

For this specific population of Familiar Faces – individuals with mental illness and/or substance use 
disorders – a host of studies have supported provision of housing, medical coverage, and treatment 
for mental illness and substance abuse once released from jail in order to reduce repeated and future 
involvement in the criminal justice system.  A brief selection of these studies are presented here.     

Access to stable housing is a critical factor in an individual’s risk for incarceration.  Approximately 
15% of the US jail population come from inmates who had been homeless, which is between 7 to 11 
times the standardized estimate of 1.36% to 2.03% in the general US population. [4]  As homelessness 
and incarceration appear to increase the risk of each other, mental illness and substance abuse are 
suggested to mediate this relationship, which indicate the importance of properly addressing the 
needs of the Familiar Faces population.  Participants in the Denver Housing First Collaborative 
showed improvements in the number of times incarcerated and days incarcerated. [5]  Before 
entering into the housing program, participants were, on average, incarcerated 30 times, but 
decreased to just 12 times after participation.  The average number of days incarcerated per 
participant fell from 488 days to just 116 days comparing pre-entry to post-entry.  Finally, the 
average cost of incarceration was over $30,000 per participant prior to entry, but that figure 
decreased to just over $5,000 once in the Housing First program. 

Access to medical coverage and treatment for mental illness and substance abuse also are supported 
by the literature to reduce criminal justice involvement.  More days on Medicaid after release is 
associated with a 35% reduction in the number of subsequent detentions, and a 16% increase in the 
number of days in the community before subsequent arrest in King County, WA. [6]  With respect to 
treatment for mental illness and substance abuse, a 60% reduction in the number of individuals re-
incarcerated is associated with treatment from a re-entry modified therapeutic community. [7] 
Although the studies cited here represent only a small sampling of the overall body of evidence to 
support the different types of programs and services helping to reduce recidivism among high 
utilizers of the jail health system with mental illness and/or substance use disorders, it is clear that 
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incorporating all of these into a comprehensive package for individuals post-release are essential to 
prevent future incarceration.  The challenge, thus, lies not as much in what services and programs to 
provide, but in how to provide them in a coordinated, accessible, and efficient process to prospective 
clients.       

CURRENT PROGRAMS 

Three programs or organizations operating around the US currently are the central focus of this 
report.  They have been highlighted here given their similarities to Familiar Faces.  These examples 
should not necessarily be considered to be exhaustive as there are several other organizations or 
programs which exist to serve similar goals and objectives.  Each of these organizations also have 
unique differences between one another and to Familiar Faces, and therefore have strengths and 
limitations specific to their given context.  In presenting these select cases, the goal is to ultimately 
assist Familiar Faces in making progress during its design phase through insights gained based on    
overlapping elements and themes from the different programs. 

Project LINK 
Project LINK is a program based in Rochester, NY, which targets individuals with serious mental 
illness who are involved with the criminal justice system.  The program is an adaptation of the 
Forensic Assertive Community Treatment (FACT) model.  FACT itself is based on the traditional 
Assertive Community Treatment (ACT) model, and it was designed for people with serious mental 
illness who are involved with the criminal justice system.  Originally, ACT was developed during the 
early 1970s for people with severe mental illness as a response to deinstitutionalization.  The model 
emphasizes a multi-disciplinary and holistic approach to services, including support for medications, 
housing, and finances.  Additionally, the effectiveness of ACT has been well-studied, with more than 
25 randomized control trials demonstrating significant results in reducing psychiatric hospital use, 
increased housing stability, and improved symptoms and subjective quality of life for participants in 
the program.    
 
Underpinned by the FACT model, Project LINK is a multi-sector effort spanning health care, social 
service, and criminal justice sectors.  Some unique elements of Project LINK include utilization of a 
mobile treatment team served by a forensic psychiatrist, a dual diagnosis treatment residence, and a 
multicultural staff.  It partners with five community organizations serving the inner-city population, 
while a director from each agency serves as a member of Project LINK’s collaborative management 
team.  In terms of outcomes reported on Project LINK, a pre-post study design with 46 participants 
showed significant reductions in jail days, arrests, hospitalizations, and hospital days.  Compared 
with a year before enrollment, the average number of days spent in jail per month per participant 
decreased from 9.1 to 2.1 days.  In addition, the average number of hospital days per month fell from 
8.3 to 0.3 days. [8]  Another study found that the average cost of jail and hospital services per client 
decreased to $34,360 for the year after enrollment as compared to $73,878 for the year before 
enrollment. [9]      
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FUSE 
FUSE, which stands for Frequent Users System Engagement, is a signature initiative from the 
Corporation for Supportive Housing (CSH) that helps communities to identify and engage high 
utilizers of public systems and place them into supportive housing to break the cycle of repeated use 
of costly crisis services and involvement in shelters and the criminal justice system.  In particular, it 
focuses on individuals with complex behavioral health challenges.   
 
Figure 1 below provides a good visualization of how the program operates.  In addition, the main 
objectives of FUSE are to utilize targeted and assertive discharge planning, in-reach, and engagement 
in jails, shelters, and other programs.  Services of the program are focused on supportive housing, 
both scattered- and single-site units, in which prospective clients are engaged, assessed, and, if 
eligible, moved into their own apartments within 30 days.   

Figure 1. Blueprint for FUSE: Three Pillars and Nine Steps      

 

Initial outcomes of the FUSE NYC program have shown overall improvements. [10]  Cycling between 
jails and shelters decreased, resulting in more stable lives for the participants.  Time spent in jail 
decreased by 40% among participants as compared to the group not in the FUSE program, while use 
of shelters dropped by 70% and 86% of participants remained housed after 2 years.  Moreover, the 
comparison group spent twice as many days in psychiatric inpatients as compared to FUSE 
participants.  Finally, every person housed through FUSE generated an estimated $15,000 in public 
cost offsets, adjusted for cost of housing and services.  These savings were generated through reduced 
hospitalizations and days spent in jail and shelters.   
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Hennepin Health 
Hennepin Health, in Hennepin County, Minnesota, is a medical, behavioral health, and social services 
provider formed in 2012.  It serves residents of Hennepin County between the ages of 21 and 64 who 
are without children and eligible for Medicaid.  The program operates by having all of its partners 
agree in full financial risk-sharing.  Hennepin’s partners include Hennepin County Medical Center, 
Hennepin County Human Services and Public Health, Metropolitan Health Plan (county-owned and 
operated), and NorthPoint Health and Wellness Center (a federally qualified health center).   

Moreover, its patients are stratified into risk tiers where interdisciplinary care coordination teams 
work to provide specific, individualized support and follow-up care.  Hennepin Health also focuses 
on increasing medical care among the homeless and access to behavioral health and substance abuse 
treatment.  Beyond the medical setting, its members can receive help with permanent housing and 
job placement given the program’s holistic and comprehensive view of managing health and well-
being.  Finally, Hennepin Health understands that the most critical time to stabilization and 
preventing repeated visits to the hospital is as soon as a patient leaves, which results in bolstering its 
ability to coordinate care as patients leave the hospital and re-enter the community.      

A brief summary of outcomes from Hennepin Health shows reduced hospital ED use, improved 
member health status, and cost savings. [11]  Comparing 2012 to 2013, ED visits decreased 9.1% 
from 120 visits to 109 visits per 1,000 member months.  Optimal diabetes care increased from 8.6% 
to 10%, while optimal asthma care increased from 10.6% to 13.8% over the same one year period.  
In its first year, the program produced a cost savings of $1.6 million, while in the second year, it 
produced savings of $1.1 million.  In its most recent year, 2014, Hennepin Health reported a cost 
savings of $1.3 million.     

CONCLUSIONS 

Themes or elements that these highlighted programs share include: 

• Building of relationships and trust across sectors and partners 
• Risk-sharing as a key element in collaboration 
• Appropriate use of data and analytics 
• Targeted interventions, client-focused and tailored 
• Care coordination or management teams 
• Cultural competency and sensitivity 

Overall, very few known programs exist currently, if at all, which aim to target the same population 
as Familiar Faces while incorporating as many services and programs on a scale that is comparable.  
In taking the information presented here and applying to Familiar Faces, it is important to consider 
the unique features of King County with its complexities in both its size and system.  However, despite 
these caveats, the problem of mass incarceration and its effects on individuals and communities is 
unequivocal.  By confronting this problem in King County, Familiar Faces has an opportunity to be a 
pioneer and a leader in working to address this pressing public health concern.      
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