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[bookmark: _Toc225860687]I. Proviso Text

Of this appropriation, $100,000 shall not be expended or encumbered until the executive transmits a plan to address the health needs of vulnerable jail residents as they transition from prerelease to post-release services and a motion that should acknowledge receipt of the plan, and a motion acknowledging receipt of the plan is passed by the council.  The motion should reference the subject matter, the proviso's ordinance, ordinance section, and Proviso number in both the title and body of the motion. 

The plan shall include, but not be limited to: 

A. Consideration of how transitional and post-release services could be expanded to serve all jail residents who are receiving medication for a substance use disorder, are likely to experience homelessness, have a disability, have a physical or mental illness, have experienced domestic violence, may need violence interruption interventions, or are in other vulnerable populations; 
B. Strategies to expand access to behavioral health medications when jail residents are released from King County Correctional Facility, including but not limited to, improving communication about the option of receiving medications at release; 
C. A process that allows people who are released after pharmacy or release planning service business hours to obtain a supply of, or a prescription for, behavioral health medication; 
D. Evaluation of policy updates regarding behavioral health medications at release to provide a sufficient supply or prescription that takes into account appointment wait times in the community; 
E. An outline of a program to pilot contracting with one or more third-party entities for reentry targeted case management to provide a warm handoff and support for continuing substance use disorder treatment after release and discussion of how such a program could support subsections A. through D. of this proviso; 
F. Consideration of a partnership with public health - Seattle & King County public health centers in addition to or in place of a third-party contractor to provide medication supply or prescriptions for jail residents at the time of release and to ensure continuity in implementing patient care plans post release; and 
G. Discussion of the timeframe and resources needed to implement an expansion of transitional and post-release services that incorporates subsections A. through F. of this proviso. 

The executive should electronically file the plan and a motion required by this proviso by May 1, 2026, with the clerk of the council, who shall retain an electronic copy and provide an electronic copy to all councilmembers, the council chief of staff, and the lead staff for the health, housing, and human services committee or its successor.

Ordinance 20023, Section 51, Jail Health Services, Proviso P2. [footnoteRef:2] [2:  Ordinance 20023 [LINK]] 




[bookmark: _Toc225860688]II. Executive Summary

Jail Health Services (JHS) is a division of Public Health – Seattle & King County. JHS is the responsible health authority for the King County Correctional Facility (KCCF) and the Maleng Regional Justice Center (MRJC), operating 24/7 to provide timely, accessible, and high‑quality medical, dental, psychiatric, and other essential health services for individuals in custody. JHS is committed to building better partnerships and supporting people leaving the jail system to have a clear path to recovery and stability and to break the cycle of homelessness, substance use, crime and incarceration, contributing to countywide efforts that align with King County’s policy goals.

To achieve these goals, JHS has launched key initiatives that embody its evolving role and demonstrate how it can strengthen reentry efforts. These initiatives expand transitional and post-release services to serve more jail residents who are receiving medication for a substance use disorder, are likely to experience homelessness, have a disability, have a physical or mental illness, have experienced domestic violence, may need violence interruption interventions, or are in other vulnerable populations. Many individuals leaving custody experience multiple, overlapping conditions (see the Appendix for citations). Recognizing these intersections is critical for reentry planning and directly informs JHS’ Coordinated Discharge model.

To improve continuity of care for individuals leaving custody, JHS has identified three areas for expansion that would strengthen the Coordinated Discharge process and increase the system’s capacity to serve people at release:
· Expand Coordinated Discharge Service Hours. Extend the availability of Coordinated Discharge services beyond standard business hours to include evenings and weekends. This expansion would reduce missed opportunities to connect with patients who are released outside of regular hours and ensure more consistent support for vulnerable populations.
· Expand Pharmacy Hours and add Post‑Release Pharmacy Services. Increase pharmacy operating hours and establish mechanisms for dispensing medications post‑release. Expanded access would allow patients to leave custody with an adequate supply of prescribed medications, reducing the risk of treatment interruption and adverse health outcomes.
· Add Benefit Navigators (Medicaid Eligibility Specialists). Integrate benefit navigators into the discharge process to assist patients with Medicaid eligibility and enrollment. Ensuring coverage prior to release would improve access to community‑based care and reduce gaps in continuity of treatment.

After several years of planning and development, JHS is launching a major structural change to strengthen its capacity to provide these Coordinated Discharge services. This launch represents not only a staffing change but also a broader structural shift, positioning JHS more clearly as a health authority committed to patient‑centered care and equity in reentry. Beginning in the first quarter of 2026, JHS is transitioning its in‑custody social service team to a multidisciplinary model. Teams include certified substance use disorder professionals, licensed clinical social workers and mental health clinicians, and community health workers. These teams conduct a standardized social determinants of health screening[footnoteRef:3] with all individuals booked into the jail as close to booking as possible, flagging vulnerable individuals and co‑creating reentry plans.  [3:  PRAPARE. https://prapare.org/the-prapare-screening-tool/ ] 


Several major initiatives now underway in JHS are driving the need to assess future structural changes and determine what additional resources would be required to close gaps in Coordinated Discharge. These efforts include implementation of Americans with Disabilities Act (ADA) requirements for individuals with disabilities, the ADA settlement agreement that requires expansion of medication treatment for Opioid Use Disorder, participation in the Reentry Demonstration Initiative/Medicaid 1115 Waiver and follow‑up to the 2025 King County Auditor’s Office King County Behavioral Health Audit. [footnoteRef:4] While each initiative is at a different stage, with some already in implementation and others in planning, they collectively inform what a more comprehensive reentry model would require if the County chose to pursue full expansion.  [4:  jail-behavioral-health-2025.pdf] 


JHS has already launched new collaborations with diversion and reentry service providers to strengthen care coordination during incarceration and upon release. Once fully implemented, these projects could reduce barriers, improve continuity of care, and enhance outcomes for vulnerable individuals transitioning from custody to the community.

Expanding these enhanced reentry services requires substantial additional staffing resources. Expanding from JHS’ current capacity to serve approximately 3,000 individuals annually to serve all of the approximately 13,875 eligible patients represent a 362 percent increase in eligible patients. The baseline model relies on 37 FTEs. Scaling to reach 75 percent of releases would require a substantially larger workforce—including new roles to support 30-days of medication at release, Medicaid enrollment, as well as registration and billing infrastructure—bringing the total to 78 FTEs. This estimate reflects the staffing needed for a fully integrated model that incorporates the major initiatives already underway or required by external mandates, including the ADA-driven Medication for Opioid Use Disorder (MOUD) expansion, 2025 Behavioral Health Audit recommendations by the King County Auditor’s Office, and planning for the Reentry Demonstration Waiver. Because the recommendations overlap operationally and rely on shared staffing, infrastructure, and braided funding, their costs cannot be parsed into discrete components. The 78 FTE estimate, therefore, represents the combined staffing required if the County were to implement all elements of a comprehensive reentry model. Under this integrated approach, total staffing costs would rise from $5.6 million to $11.3 million. 

Expansion of transitional and post‑release services requires coordination beyond JHS. While JHS is accountable for the health outcomes of its patients and for contributing to the broader health and reentry systems, the costs and resources required to support related systems extend beyond JHS’s scope. A comprehensive reentry strategy requires a coordinated investment across King County systems — including housing, criminal legal and custody systems, public health and behavioral health systems, and human services. 

Achieving meaningful expansion also requires support, joint planning and financing across multiple systems, recognizing that no single agency can convene or fund the entirety of reentry services. Unified direction across these efforts would help ensure that the County’s investments move King County toward a more coordinated and effective reentry system.

[bookmark: _Toc225860689]III. Background 

Jail Health Services (JHS) is a division of Public Health – Seattle & King County. JHS is the responsible health authority for the King County Correctional Facility (KCCF) and the Maleng Regional Justice Center (MRJC), operating 24/7 to provide timely, accessible, and high‑quality medical, dental, psychiatric, and other essential health services for individuals in custody. Staff stabilize serious health conditions, coordinate transitions to community‑based care, and support patients with significant health and behavioral health challenges[footnoteRef:5]. Services include continuous monitoring in the jail infirmary, pharmacy support, and specialized programs such as medication‑assisted treatment for substance use disorders. The JHS Social Services team connects patients to community‑based care, social services, and benefits upon release, and also supports individuals with legal involvement through diversion programs and therapeutic court partnerships. [5:  Public Health – Seattle & King County. "Jail Health Services." Retrieved from https://kingcounty.gov/en/dept/dph/health-safety/health-centers-programs-services/jail-health-services. Accessed: November 2025.] 


Historically, JHS’s role in reentry has been primarily operational, focused on clinical care and coordinated discharge, while broader reentry policy and contracted services have been led by the Department of Community and Human Services (DCHS) and the Executive Office Criminal Justice Strategy and Policy team. As the County strengthens its reentry system, integrating JHS’s clinical expertise with DCHS’s housing, behavioral health, and community‑based service strategies is essential to improving outcomes. A more coordinated, cross‑departmental approach would strengthen continuity of care, reduce fragmentation, and support shared accountability for reentry outcomes. Clearer alignment across King County departments would also help ensure that community partners understand JHS’s role as a health authority and that referral pathways between jail‑based care and community services are consistent and reliable.  

JHS is pursuing structural changes that better align with Public Health’s mission and elevate patient‑centered care and staff belonging. A key change has been the creation of a Social Services Manager position at the leadership level, ensuring reentry services have adequate sponsorship and advocacy. 

JHS has launched two key initiatives that embody its evolving role and demonstrate how it can strengthen reentry efforts:
· Community Engagement Initiative – A new Community Liaison role is being piloted to engage directly with community members, peer organizations, and individuals with lived experience of incarceration. The Community Liaison is actively building relationships and working with partners to co-create reentry models that reflect community priorities and embed a bidirectional feedback loop into practice.
· Reentry Demonstration Initiative – Also known as the Medicaid 1115 waiver, the initiative is a countywide effort convened by JHS to identify system‑level opportunities for improving care transitions as well as durable partnerships and pathways from jail to community care that are not dependent on individual staff and ensure lasting systemic change.

These efforts reflect the County’s commitment to building better partnerships and supporting people leaving the jail system to have a clear path to recovery and stability and to break the cycle of homelessness, substance use, crime and incarceration. 


[bookmark: _Toc225860690]IV. Report Requirements
Consideration of how transitional and postrelease services could be expanded to serve jail residents who are likely to experience homelessness, have a disability, have a physical or mental illness, have experienced domestic violence, may need violence interruption interventions, or are in other vulnerable populations
Attachment A
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Addressing needs of vulnerable patients through the JHS Coordinated Discharge Process
Many individuals leaving custody experience multiple, overlapping conditions (see the Appendix for citations). Recognizing these intersections is critical for reentry planning and directly informs the Coordinated Discharge model described in the following sections, which shows how JHS is addressing the needs of its most vulnerable patients. See the Appendix for more information.

Given the prevalence of co-occurring vulnerabilities among people who are incarcerated—including behavioral health conditions and homelessness, JHS uses a structured, person‑centered approach to reentry planning. These overlapping needs underscore the importance of a coordinated model. 

The JHS Coordinated Discharge (CD) process is an established, multidisciplinary system that already provides this support, with coordination beginning at booking and continuing through release and transition back to the community. The model emphasizes continuity of care by linking patients to housing, behavioral health, medical, and social services in the community and relies on multidisciplinary collaboration, benefit navigation, and tailored discharge planning to reduce gaps in services and improve reentry outcomes. This coordination already occurs across sectors and provides the foundation for future expansion. In its current form, the CD process supports approximately 3,000 individuals annually, demonstrating that substantial coordination is already in place.

Populations Prioritized within the CD Process
· Individuals prescribed medication for opioid use disorder
· Individuals with HIV, whether newly diagnosed or with a prior diagnosis
· Individuals who have undergone the compelled psychiatric medication process during incarceration
· Individuals with complex health conditions requiring medical coordination at release (e.g., syphilis diagnosis, chronic untreated conditions, pregnancy, behavioral health conditions)

By focusing on these populations, the CD process ensures that patients with significant medical or behavioral health needs receive appropriate support and continuity of care during the transition from custody to the community. These groups overlap substantially with the vulnerable populations identified by the Council — those experiencing homelessness, disability, and serious illness —underscoring that coordinated discharge is not only a clinical intervention but also a targeted strategy to reduce inequities in health and reentry outcomes.

The existing CD framework already provides substantial coordination for these groups; the expansion strategies described later in this report would strengthen this coordination, extend it to more individuals, and ensure it is available consistently at all times and locations.

Benefits of Coordinated Discharge
· Continuity of Care. Ensures medical and behavioral health treatment initiated in custody continues seamlessly in the community.
· Reduced Risk of Destabilization. Minimizes interruptions in medication, housing, or support services that can lead to crisis, recidivism, or death (including both fatal and non‑fatal overdoses).
· Improved Individual and Community Health Outcomes. Supports management of chronic conditions, infectious disease treatment, and behavioral health stabilization.
· Stronger Connections to Community Resources. Links patients to housing, benefit navigation, social services, and peer support networks.
· Equity in Reentry. Targets populations with overlapping vulnerabilities to reduce disparities in health and justice outcomes.

Gaps and challenges within current process 
In alignment with the Proviso’s requirement to evaluate how transitional and post‑release services can be expanded for vulnerable jail patients, this section outlines the current limitations of the Coordinated Discharge process and the structural changes underway to address them. 

JHS operates within the largest jail system in Washington State[footnoteRef:6] and provides a broader array of services than many comparably sized facilities, including medical, dental, psychiatric, pharmacy, and social services, as well as specialized programs such as medication-assisted treatment for SUDs and reentry support.  [6:  King County Department of Adult and Juvenile Detention – Jail Population Reports: https://kingcounty.gov/en/dept/dajd/reports/jail-population. ] 


Despite this breadth of services, challenges remain in ensuring that vulnerable populations across the entire jail receive coordinated discharge services. For example, DAJD data shows that more than half of releases occur within 0–3 days of booking, and about 40 percent happen after 6:00pm, limiting the ability of staff to connect people to services before they leave custody. The release notification process is also highly unpredictable; although the current workflow is designed to provide JHS staff with 90 minutes of preparation time, the actual notice is often far shorter, leaving insufficient time to coordinate care at the moment of release. In some cases, individuals are discovered to have warrants in other jurisdictions only after the coordination work has been completed, resulting in significant effort that cannot be acted upon. 

In 2025, 2,903 Coordinated Discharge orders were placed, representing the number of individuals eligible for coordinated discharge services. Of these, 2,477 individuals were released from custody; approximately 15 percent transferred to other locations, meaning that roughly 2,100 individuals returned to the community. Reentry staff met with 1,393 individuals at the time of release, or 66 percent of those returning to the community. The primary reasons individuals were not seen at release include after-hours or weekend releases, insufficient notice, and extremely short stays—particularly same or next day releases – where the process requires at least a full day in custody during the week and three full days if booked on the weekend to function effectively.  

By comparison, the jail processed 17,020 total releases from secure detention in 2025, with roughly 14,000 individuals returning to the community. An average of 55 individuals were released from custody each day, and only about 10percent of these were designated as Coordinated Discharge releases. The challenges described above already limit the ability to consistently serve a small subset of the population, and applying the same model to the full jail population would require a different operational approach.

To address these challenges and improve continuity of care for individuals leaving custody, JHS has identified four expansion strategies that would strengthen the Coordinated Discharge process and increase the system’s capacity to serve people at release:
· Expand Coordinated Discharge Service Hours. Extend the availability of Coordinated Discharge services beyond standard business hours to include evenings and weekends. This expansion would reduce missed opportunities to connect with patients who are released outside of regular hours and ensure more consistent support for vulnerable populations.
· Expand Pharmacy Hours and add Post‑Release Pharmacy Services. Increase pharmacy operating hours and establish mechanisms for dispensing medications post‑release. Expanded access would allow patients to leave custody with an adequate supply of prescribed medications, reducing the risk of treatment interruption and adverse health outcomes.
· Add Benefit Navigators (Medicaid Eligibility Specialists). Integrate benefit navigators into the discharge process to assist patients with Medicaid eligibility and enrollment. Ensuring coverage prior to release would improve access to community‑based care and reduce gaps in continuity of treatment.
· Add Billing & Registration Staff. Establish dedicated billing and registration positions to support Medicaid enrollment, encounter documentation, and claims processing.

This integrated framework directly responds to the Proviso requirement to consider how transitional and post‑release services can be expanded to serve jail patients who are likely to experience homelessness, have a disability, live with physical or mental illness, have experienced domestic violence, or require violence interruption interventions. The initiatives outlined in the following sections have significant potential to strengthen coordinated discharge and improve outcomes for vulnerable populations.

Related Initiatives with the Potential to Address Service Gaps in Coordinated Discharge
JHS is engaged in several major initiatives that, while developed for broader compliance and system improvement goals, have implications for closing gaps in coordinated discharge. These efforts include implementation of ADA requirements for individuals with disabilities, the expansion of medication treatment for opioid use disorder, participation in the Reentry Demonstration Initiative (Medicaid Waiver) and follow‑up to the 2025 King County Behavioral Health Audit. In addition, JHS has launched new collaborations with Diversion and Reentry Service providers to strengthen care coordination during incarceration and upon release. Taken together, these initiatives form a coordinated set of strategies that once fully implemented, have the potential to reduce barriers, improve continuity of care, and enhance outcomes for vulnerable individuals transitioning from custody to the community. 

The Reentry Demonstration Initiative (Medicaid Waiver) is the most consequential of these efforts and serves as the overarching framework for building a comprehensive reentry health model. If King County is approved by the Washington State Health Care Authority (HCA) and the Centers for Medicare and Medicaid Services (CMS), the initiative would allow Medicaid reimbursement for key reentry services—including care coordination, benefit navigation, and medication continuity—creating a more sustainable funding structure for services that are currently limited or grant‑dependent. JHS has completed its readiness assessment and is actively engaged in planning with state partners. If approved, King County could begin implementation as early as July 2027, with final federal waiver renewal decisions expected by July 2028.

Positioning the County to successfully implement the Medicaid Reentry Initiative requires aligning the other initiatives that are already underway:
· The ADA Settlement‑driven MOUD expansion fulfills the initiative’s expectations for timely access to medications for substance use disorders, including rapid initiation of MOUD and standardized substance use assessment. This work builds the clinical infrastructure needed for Medicaid reimbursement.
· The 2025 Behavioral Health Audit provides the backbone policy directive for improving medication access in custody and establishes the rationale for ensuring a 30‑day supply of medications at release. Its findings directly support the medication‑continuity requirements of the Medicaid Reentry Initiative.
· Diversion and Reentry Services strengthens coordination with community providers, creating the warm‑handoff pathways required for Medicaid‑funded care transitions.

The expansion strategies described in this report—extended coordinated discharge and pharmacy hours, benefit navigators, and billing/registration capacity—are the operational foundation needed to meet the goals of all these initiatives:
· Expanded hours ensure timely access to medications and care coordination at release.
· Benefit navigators enable Medicaid enrollment and linkage to community‑based services.
· Billing and registration staff create the administrative infrastructure required for Medicaid participation and sustainability.

By operationalizing these functions, the County is positioned to implement the Medicaid Reentry Initiative if approved, while simultaneously fulfilling the requirements of the ADA‑driven MOUD expansion, the 2025 Behavioral Health Audit, and DRS coordination. These initiatives are not separate or sequential; they are foundational building blocks that prepare the County to transition from fragmented, grant‑funded services to a unified, more sustainable reentry health system. As Medicaid reimbursement becomes available, some existing funding streams will phase out, making early alignment and planning essential.

In this context, the Medicaid Reentry Initiative provides the umbrella under which the County can serve the majority of people leaving custody, while the other initiatives function as the operational strategies that make this model achievable. These efforts are described in more detail below.

DOJ Settlement Agreement
A insert year Settlement Agreement between the federal Department of Justice and King County requires that individuals with disabilities housed in the King County jails have equitable access to programs and services, including methods for effective communication with staff and visitors. As Opioid Use Disorder (OUD) is recognized as a disability protected under the ADA, the Settlement Agreement includes specific requirements for the treatment of OUD:
· All patients must be medically evaluated for OUD.
· Patients with OUD, including those not previously receiving medications in the community, must be offered FDA‑approved medications as medically appropriate.
· Policies may not categorically exclude patients with OUD from accessing medically appropriate medication.
· In cases of medication diversion[footnoteRef:7], medical staff must conduct individualized assessments to determine appropriate measures to mitigate further risk. [7:  Medication diversion refers to the transfer of prescribed medications from the person for whom they were intended to someone else, whether through sharing, selling, theft, or other unauthorized means.] 


JHS, in partnership with DAJD and the King County Executive Office Budget Team, is actively planning for and implementing these requirements. To support this implementation, JHS has established internal workgroups focused on methadone induction, medication administration, and individualized assessment processes.

Service Impact
Implementation of ADA requirements, particularly around OUD treatment, is a method of reducing coordinated discharge gaps. Even if no additional discharge strategies were pursued, ensuring evaluation and treatment prior to release would directly address continuity of care and stabilize a significant portion of extremely vulnerable patients. MOUD patients are expected to represent twenty to forty percent of all jail bookings.

Reentry Demonstration Initiative/Medicaid Waiver 1115[footnoteRef:8]  [8:  Reentry Initiative overview] 

The Reentry Demonstration Initiative, referenced earlier and in the first report of the Proviso[footnoteRef:9], is designed to improve outcomes for individuals transitioning from incarceration to the community. Its goals are to prepare people for successful reentry, improve health outcomes by reducing recidivism, emergency department visits, overdoses, and deaths, support recovery from substance use disorder, target infectious diseases such as Hepatitis C, and stabilize and treat other health conditions prior to release. [9:  King County - File #: 2025-RPT0055] 


To achieve these goals, the Washington State Health Care Authority (HCA) has established a set of required and optional services, each with defined timelines and eligibility criteria. In anticipation of potential approval, JHS has undertaken the necessary preparatory work to position King County for successful implementation. This includes:
· Forming a cross‑agency Steering Committee with partners across King County departments, the City of Seattle, community organizations, and people with lived experience to guide planning, assess feasibility, and coordinate decision‑making.
· Securing and deploying state planning funds to build a dedicated project team responsible for designing and implementing the operational, clinical, financial, and technical components required under the waiver.
· Completing a comprehensive readiness assessment in partnership with HCA to evaluate current capacity, identify gaps, and outline the steps needed to meet federal and state requirements.
· Developing early project milestones and timelines to ensure alignment with HCA expectations and to prepare for potential implementation as early as July 2027, pending approval from HCA and CMS.

If approved, the waiver would allow Medicaid reimbursement for key reentry services—including care coordination, benefit navigation, and medication continuity—creating a more robust and sustainable funding structure for services that are currently supported through a mix of state and local grants, General Fund allocations, and other heavily strained county fund sources. Final federal waiver renewal decisions are expected July 2028.


Table 1: Required and Optional Services
	Service
	Required or Optional
	Patient Population and Timeline

	Medicaid eligibility determination and enrollment
	Required
	All adults within 24 hours of booking if stay is greater than 24 hours

	Reentry Targeted Case Management (rTCM)
	Required

	All Medicaid-eligible adults within 90 days of release

	Substance Use Disorder (SUD) evaluation (screening, assessment, diagnoses, and referral to treatment)
	Required

	All Medicaid-eligible adults who have verbalized recent use of substance use and/or are showing symptoms of withdrawal

	Medications for Opioid Use Disorder (OUD) and Alcohol Use Disorder (AUD)
	Required

	All Medicaid-eligible adults diagnosed with OUD or AUD

	Reentry pharmacy: 30 days of medications at release (not limited to medications for SUD)
	Required

	All Medicaid-eligible adults in custody two or more days

	Medicaid benefits for young adults 18-26 pre-adjudication
	Required

	Youth under age 21 and foster care alumni up to age 26

	Clinical assessment and evaluation for young adults post-adjudication 
	Required
	Youth under age 21 and foster care alumni up to age 26

	Medications during the pre-release period 
	Optional
	All Medicaid-eligible adults within 90 days of release 

	Lab and radiology 
	Optional
	All Medicaid-eligible adults within 90 days of release 

	Services by people with lived experience 
	Optional
	All Medicaid-eligible adults within 90 days of release 

	Physical and behavioral clinical consultations 
	Optional
	All Medicaid-eligible adults within 90 days of release



Service Impact
The Reentry Demonstration Initiative establishes required services such as Medicaid eligibility determination, targeted case management, and provision of medications at release. These services, if implemented, would independently resolve many of the current discharge gaps by ensuring coverage, medication continuity, and structured reentry planning.

2025 King County Behavioral Health Audit Recommendations 
The King County Auditor’s Office (KCAO) 2025 Behavioral Health Audit identified gaps in access to psychiatric medications and continuity of behavioral health care, particularly for patients who may not initially appear to be among the most vulnerable populations. 

The 2025 KCAO audit identified recommendations for JHS to improve medication access at release:
· Develop, document, and implement formal strategies to expand patient access to behavioral health medications, including improved communication with patients about the option of receiving medications at release.
· Establish processes that allow individuals released after service or pharmacy business hours to obtain a supply of, or a prescription for, behavioral health medication.
· Update policies regarding behavioral health medications at release to ensure patients receive a sufficient supply or prescription that accounts for appointment wait times in the community.

Service Impact
JHS is aligning fulfilling these recommendations with the Reentry Demonstration Initiative, which requires provision of medications at release. This alignment helps ensure that patients receive necessary medications. This alignment also reduces lapses in treatment and strengthens continuity of care. The audit recommendations, once implemented, would function as direct solutions to many of the coordinated discharge gaps. Expanded access to psychiatric medications at release and updated policies would help reduce lapses in treatment and improve patient stability in the community.

Diversion and Reentry Services Collaboration[footnoteRef:10]  [10:  Diversion and reentry services - King County, Washington] 

In January 2025, the King County Department of Community and Human Services, Behavioral Health and Recovery Division (DCHS/BHRD) and JHS initiated a weekly case consultation with Diversion and Reentry Services (DRS) providers. The consultation strengthens coordination of care for shared patients during incarceration and upon release. Its centers care coordination needs across custody and community settings, promotes collaboration while reducing duplication of services, supports DRS providers in navigating barriers to connecting with enrolled patients during incarceration, and builds consistent relationships between JHS and community partners.

These weekly consultations bring together a broad range of DRS providers operating within the King County Integrated Care Network (KCICN), which seeks to address the behavioral health needs of patients through coordinated, system‑wide approaches. The following providers have been invited to participate: King County Veterans Reentry Program; Pioneer Human Services Substance Use Disorder Program at Maleng Regional Justice Center; PACT Program providers (DESC, Telecare, IKRON, and NAVOS); Evergreen Treatment Services REACH Programs – VITAL and Reentry Case Management; LEAD Program providers (REACH, Ideal Options, and Community Passageways); DESC Community Outreach and Advocacy Team (COAT) Program; Community House Competency Boundary Spanner; Harborview Involuntary Treatment Triage Program; and Community House Mental Health LINC Program.

Service Impact
The weekly case consultation model with DRS providers is a mechanism to close discharge gaps. By embedding external partners into the release process, this collaboration helps ensure continuity of care and reduces fragmentation, even without additional discharge interventions.

Summary – Related Initiatives offer potential to close service gaps in Coordinated Discharge
Taken together, the ADA Settlement work, the Reentry Demonstration Initiative, the 2025 Behavioral Health Audit alignment, and the Diversion and Reentry Services collaboration represent a comprehensive framework for addressing existing service gaps in coordinated discharge. While each project was developed to meet broader compliance or system‑level goals, their respective implementation independently embeds mechanisms—such as medication continuity, Medicaid enrollment, behavioral health access, and external provider coordination—that directly resolve barriers to effective coordinated discharge. In practice, these initiatives function as coordinated discharge strategies.  Beyond ongoing efforts and continued partnership with DAJD and community providers, there are no additional standalone strategies outside of these initiatives that are not already underway. Full implementation of these projects would substantially reduce gaps, improve continuity of care, and strengthen outcomes for vulnerable populations transitioning from custody to the community.

Consideration of how transitional and post-release services could be expanded to serve all jail residents who are receiving medication for a substance use disorder 

This question is addressed in the Proviso report entitled “Plan to Address the Needs of Jail Residents Using Medication for a Substance Use Disorder as They Transition from Prerelease to Postrelease Treatment” transmitted to the Council on May 30, 2025; see pages 1-28.[footnoteRef:11] This report discusses the potential for expanding current patient screening and treatment services for MOUD in a coordinated discharge model, incorporating Washington State’s Reentry Demonstration Initiative Medicaid Waiver program, and contracting with a third party to expand the County’s ability to provide warm handoffs to service providers at the time of release.  [11:  King County - File #: 2025-RPT0131] 


These strategies are interconnected and synergistic with the initiatives described above in the current report, including expanding prescribing hours. 

Strategies to expand access to behavioral health medications when jail residents are released from King County Correctional Facility, including but not limited to, improving communication about the option of receiving medications at release 

This question is addressed in the Proviso report entitled “Plan to Address the Needs of Jail Residents Using Medication for a Substance Use Disorder as They Transition from Prerelease to Postrelease Treatment” transmitted to the Council on May 30, 2025; see pages 1-28.[footnoteRef:12] The JHS MOUD Program provides continued treatment with methadone or buprenorphine for patients who had a verified prescription prior to incarceration and initiates buprenorphine treatment for individuals diagnosed with OUD during their detention. Methadone continuation started in 2008, and buprenorphine began in 2018, initially for continuations, with inductions introduced in 2020. Long-acting injectable buprenorphine became available in 2024. The JHS healthcare practice also includes medication treatment for alcohol withdrawal.  [12:  King County - File #: 2025-RPT0131] 


Under the Medicaid Waiver Reentry Demonstration Initiative launching in July, 2026, the number of patients who receive a reentry medication benefit is expected to nearly double, increasing from approximately 2,100 to 3,900 patients annually. This would be achieved by requiring Medicaid eligibility screening be performed by staff within 24 hours of booking, which is earlier than the previous practice of completing other screenings within two to five days. This would improve communication between staff and patients about the option of receiving medications at release by ensuring that a greater percentage of individuals are screened before release. Additionally, the Medicaid Waiver Reentry Demonstration Initiative requires mandatory targeted re-entry case management and SUD evaluation services be provided for all Medicaid-eligible patients beginning 90 days prior to release. This allows JHS to expand services to include more patients with recent substance use or withdrawal risks.

A process that allows people who are released after pharmacy or release planning service business hours to obtain a supply of, or a prescription for, behavioral health medication 

This item is addressed on page 16 of the Proviso report entitled “Plan to Address the Needs of Jail Residents Using Medication for a Substance Use Disorder as They Transition from Prerelease to Postrelease Treatment” transmitted to Council on May 30, 2025.[footnoteRef:13]  [13: ] 


Under the Medicaid Waiver Reentry Demonstration Initiative, pharmacy services hours are expanded to cover all release times. This strategy is described above on pages 9-10.

Evaluation of policy updates regarding behavioral health medications at release to provide a sufficient supply or prescription that takes into account appointment wait times in the community 

This question is addressed on page 16 of the proviso report entitled “Plan to Address the Needs of Jail Residents Using Medication for a Substance Use Disorder as They Transition from Prerelease to Postrelease Treatment” transmitted to Council on May 30, 2025.[footnoteRef:14] [14: ] 


Under the Medicaid Waiver Reentry Demonstration Initiative, pharmacy staff would file and dispense a 30-day supply of all medications for all Medicaid-eligible patients who have been in custody for two days or more. This represents an increase over the current practice of ensuring patients receive a seven-day supply, accounting for appointment wait times in the community.

An outline of a program to pilot contracting with one or more third-party entities for reentry targeted case management to provide a warm handoff and support for continuing substance use disorder treatment after release and discussion of how such a program could support subsections A. through D. of this Proviso 

This question is addressed in the proviso report entitled “Plan to Address the Needs of Jail Residents Using Medication for a Substance Use Disorder as They Transition from Prerelease to Postrelease Treatment” transmitted to Council on May 30, 2025.[footnoteRef:15] In summary, as confirmed by the Prosecuting Attorney’s Office, the County’s collective bargaining agreements prohibit contracting for work historically performed by union members. Therefore, any contractor involvement must supplement, rather than replace, work already performed by King County union-represented employees. [15: ] 


Services under this model would be provided with a clear division of responsibilities across JHS and a contractor to enhance operational clarity and prevent role confusion. JHS staff would oversee the screening, assessment, and care planning processes – responsibilities currently undertaken by JHS. This includes conducting screenings, comprehensive evaluations (such as SDOH and SUD assessments), and developing individualized care plans that address the medical, behavioral, and social needs of individuals. JHS staff would also continue to meet with individuals at the time of release to review their case plans, remind them about the contractor and the importance of following up, and provide resources to support their transition. 

The contractor’s role would begin once the care plan is finalized. Their primary responsibility would be to implement the plan by managing referrals, facilitating transitions to community-based services upon release, and coordinating logistical needs such as appointments and transportation. Case consultations between JHS social service providers and the contractor would be integrated into the model to enhance collaboration and to allow for real-time notification of releases. This structured approach would be the warm handoff from JHS staff to the contractor, with the contractor fully informed of the patient’s goals.

For additional details about this potential pilot, see Tables 2 and 3 on pages 15 – 17 of the May 30, 2025 report. [footnoteRef:16] [16: ] 

Discussion of the timeframe and resources needed to implement an expansion of transitional and post-release services that incorporates subsections A. through F. of this Proviso.

This section outlines the strategies identified by JHS and the related initiatives that would shape implementation. As previously described, JHS has identified several areas for expansion that would strengthen the CD process and improve continuity of care for vulnerable populations. These expansions are designed to address service gaps for individuals experiencing homelessness, living with disabilities, or managing serious physical and behavioral health conditions. Importantly, related initiatives such as ADA compliance, the Reentry Demonstration Initiative, the 2025 Behavioral Health Audit, and Diversion and Reentry Services coordination, if implemented and sustained, would help close many of the identified gaps. The expansion strategies outlined below build upon and align with these initiatives, ensuring that transitional and post‑release services are scaled to meet the Council’s directive.

The following subsections detail the strategies, resource requirements, operational activities, external partnerships, and implementation timeline necessary to achieve these expansions, providing a clear picture of both the resources and timeframe involved.

Resource Requirements
Implementing an expansion of transitional and post‑release services would require significant investment in staffing and supporting infrastructure. Personnel resources form the foundation of this expansion, with estimates based on current service levels and projected increases in demand.
· Baseline demand: Between July 1, 2024 and June 30, 2025, approximately 18,500 individuals were released from custody. Of these, approximately 3,000 (16.24 percent) were identified as eligible for coordinated discharge planning.
· Projected demand: With program changes outlined in this and the previous report, eligibility is expected to expand to 75 percent of all releases, equating to approximately 13,875 individuals annually.

These figures provide the basis for estimating full‑time equivalent (FTE) staffing levels and associated costs. Current estimates include social service provision and pharmacy and prescriber staffing to support medication distribution at release only. They do not include the cost of medications themselves, nor nursing, psychiatry, or related DAJD staffing costs. 

These estimates also do not account for the physical space required to deliver expanded reentry services – which are a potentially substantial cost driver given current space limitations in the jail. Related parameter-setting and decision-making will require participation from DAJD, other county agencies, and elected leadership. Until these parameters are set, costs are difficult to estimate and could vary widely depending on the outcomes of the planning process.

Table 2 summarizes current staffing levels and costs to serve approximately 3,000 individuals annually. These figures include expenditures for social service roles and pharmacy personnel only and exclude medication costs and clinical or custody staffing (e.g., nursing, psychiatry, DAJD), which are not part of the current reentry workflow. In the expanded model, the only anticipated clinical addition is prescriber time (e.g., physician, ANRP, psychiatrist) to authorize 30-day prescriptions at release.

Table 2 also presents projected staffing levels and costs for serving 75 percent of all annual releases. These projections include social service, pharmacy, prescriber, benefit navigations, and billing functions—roles required to operationalize the initiatives described earlier. 

The 78 FTE estimate represents total staffing required to support the four core operational activities needed to implement the initiatives described earlier: expanding pharmacy hours, expanding coordinated discharge hours, adding benefit navigators, and adding billing and registration capacity. These activities cut across multiple initiatives and rely on shared staffing and infrastructure; therefore, costs cannot be parsed by individual initiative. 

Medicaid enrollment under the Reentry Demonstration Initiative may offset some costs; however, reimbursement has been highly variable in other jurisdictions and would need to scale over time. An analysis is underway to project potential reimbursement. 




Table 2: Staffing and Costs (2026 & projected) 
	Position / Role
	Brief Description
	Number of FTEs (2026)
	Total Cost (2026)
	Number of Projected FTEs 
	Total Projected 
Cost

	Pharmacists
	Manage medication distribution, ensure safe prescribing, and support continuity of care
	2.0
	$433,092 
	6.0
	$1,299,276 

	Social Workers
	Provide case management and discharge planning (see 1st report for detail)
	13.0
	$1,877,447 
	24.0
	$3,466,056 

	Substance Use Disorder Professionals
	Deliver screening, assessment, and referral for SUD treatment
	10.0
	$1,444,190 
	16.0
	$2,310,704

	Community Health Workers
	Support patient navigation and linkage to community resources
	5.0
	$583,300 
	10.0
	$1,166,600

	Clinical Supervisors
	Oversee clinical service delivery and staff performance
	3.0
	$532,998 
	5.0
	$888,330

	Program Coordinator
	Coordinate program operations and scheduling
	1.0
	$144,419 
	1.0
	$144,419

	Resource Coordinator
	Manage resource allocation and patient support services
	1.0
	$157,240 
	1.0
	$157,240

	Program Manager
	Provide program oversight and reporting
	1.0
	$199,629 
	1.0
	$199,629

	Regional Health Administrator
	Administrative leadership and system coordination
	1.0
	$232,573 
	1.0
	$232,573

	Benefit Navigators
	Assist patients with Medicaid eligibility and enrollment
	--
	--
	6.0
	$677,244

	Registration Specialists
	Register patients for visit encounters
	--
	--
	5.0
	$534,820

	Billing Specialists
	Support billing infrastructure tied to Medicaid waiver implementation
	--
	--
	2.0
	$233,320

	Total
	
	37.0
	$5,604,888 
	78.0
	$11,310,211



Implementation Strategies
Expansion would be required across strategies, with the addition of billing services if the Medicaid waiver is implemented. The implementation effort can be organized into four major workstreams shown, each with its own core activities:
1. Coordinated Discharge Hours Expansion: Expand operations to support 24/7 coverage, ensuring the overall system can meet release needs at any time.
2. Pharmacy Hours Expansion: Expand pharmacy operations to support 24/7 medication availability and incorporate post‑release dispensing capacity.
3. Benefit Navigation: Add benefit navigators to assist with Medicaid eligibility and enrollment.
4. Billing Services: Establish registration and billing infrastructure if the Medicaid waiver is implemented.

Each workstream will require a set of implementation activities, including but not limited to:
· Recruitment: Hiring additional staff to support expanded hours and new services.
· Workflow Development: Designing processes for post‑release pharmacy services and benefit navigation.
· Workspace Identification: Securing physical space to accommodate expanded staff and service delivery.
· Electronic Medical Record (EMR) Development: Updating EMR systems to support new workflows and documentation requirements.
· Staff Training: Training staff on new workflows, EMR updates, and expanded service protocols.
· Policy & Procedure Development: Establish clear policies for expanded services, billing, and benefit navigation while ensuring Medicaid compliance.
· Partner Engagement & Communication: Coordinate with external partners and create communication plans to inform staff and patients about new services.
· Data & Reporting Infrastructure: Develop dashboards and metrics to track utilization, outcomes, and billing accuracy.
· Quality Assurance & Continuous Improvement: Implement audits and feedback loops to monitor performance and refine workflows.
· Technology Integration: Update EMR systems to connect with billing and Medicaid portals, exploring automation for key processes.
· Change Management & Culture Building: Provide orientation on the purpose of changes and empower champions to reinforce new practices.
· Financial Planning & Budget Alignment: Secure funding and align budget cycles to support staffing growth, technology, and training needs.

Phased Timeline of Implementation Strategies
The implementation timeline below is an illustrative framework showing how the major operational activities – expanding hours, adding navigators, and building billing and registration capacity—could be organized within a comprehensive project plan. Ideally, a dedicated project manager would be responsible for sequencing and coordinating these activities, many of which can be conducted in parallel depending on operational readiness, staffing availability, and policy direction. This timeline reflects a planning point and will necessarily change as activities are determined. It does not assume that all recommendations will be implemented but demonstrates how the work could be structured if the County chooses to move forward.

Short‑Term (0–12 months):
· Establish risk management framework for staffing and technology.
· Launch partner engagement with Medicaid offices, DAJD, and community partners.
· Identify workspace for new staff and expanded service delivery.
· Begin workflow development for post‑release pharmacy services.
· Begin EMR scoping for post‑release pharmacy and benefit navigation.
· Draft policies and procedures for expanded services.
· Recruit initial staff for expanded CD and pharmacy hours.
· Pilot evening and weekend CD coverage.
· Initiate benefit navigator integration.

Mid‑Term (12–24 months):
· Continue partner engagement and refine communication channels.
· Complete EMR development to support new workflows.
· Fully operationalize billing services tied to Medicaid waiver implementation.
· Establish quality assurance processes and feedback loops.
· Train staff on expanded service protocols and EMR updates.
· Develop reporting dashboards to track utilization, enrollment, and billing accuracy.
· Expand pharmacy operations toward 24/7 coverage.
· Implement post‑release pharmacy dispensing mechanisms.
· Secure additional workspace as staffing grows.

Long‑Term (24–36 months):
· Scale CD services to full 24/7 coverage.
· Evaluate outcomes and adjust staffing levels to meet expanded eligibility
· Strengthen external partnerships with DCHS, KCICN, DAJD, and housing providers to ensure sustainability.
· Conduct ongoing risk assessments and implement contingency plans for staffing, technology, and policy changes.
· Institutionalize quality improvement cycles and integrate lessons learned into policies and workflows.

Figure 1: Phased Implementation Timeline – Gant Chart


External Resources and System Supports Needed to Improve Reentry
Successful expansion of transitional and post‑release services requires strong partnerships and collaboration across all associated sectors. While JHS is accountable for the health outcomes of its patients and for contributing to the broader health and reentry systems, the costs and resources required to support related systems extend beyond JHS’s scope.  A comprehensive reentry strategy requires coordinated investment across King County systems — including housing, criminal legal and custody systems, public health and behavioral health systems, and human services. Achieving meaningful expansion would require joint planning and financing across these systems, recognizing that no single agency can convene or fund the entirety of reentry services.

As noted earlier in this report, the Medicaid Reentry Demonstration Waiver provides a clear example of how reentry is part of health care. By allowing Medicaid coverage to begin prior to release, the waiver illustrates the federal recognition that reentry requires continuity of health services as well as solutions to address health‑related social needs such as housing, behavioral health, and substance use treatment. 

Building on this understanding of reentry as a multi‑system responsibility, the following section highlights two priority strategies that would close service gaps and support coordinated discharge — strengthening communication about release dates across legal and custody partners and expanding referral pathways into housing and shelter systems.

Strategy 1: Create Communication Pathways to Support Coordinated Discharge
Individuals may be released from jail through court order, prosecutorial dismissal, posting of bail, or other statutory or administrative mechanisms. In these cases, the jail is notified to release or makes the release decision itself, and JHS is not included at the point of release notification. JHS is only alerted once release processing begins. At times, means leaving less than 90 minutes to prepare and individual’s discharge plans, ensure medication continuity, and connect the patient to services. This limited window constrains JHS’s ability to coordinate safe transitions and increases the risk of gaps in care, medication interruptions, and missed service linkages.

Developing a cross‑system notification pathway—where courts, prosecutors, or jail staff share release information directly with JHS once a release date is set—helps enable more effective discharge planning. Any notification solution must balance jail security concerns with the health system’s responsibility to ensure safe, coordinated transitions. Establishing a structured communication protocol across justice and health partners would provide a low‑cost solution that would strengthen reentry supports, reduce service delays, and improve patient outcomes.

Strategy 2: Establish Direct Referral Pathways to Housing and Shelter
Despite being designated as a priority population by some social service providers, individuals leaving jail have no direct referral pathway through JHS into emergency shelter or transitional housing. Even when shelters operate near the jail, such as the Downtown Emergency Service Center’s West Wing facility, they rarely accept individuals directly upon release, forcing patients to seek alternative shelter options scattered across the city. This challenge is compounded by the broader shortage of emergency shelter capacity countywide. Without expanding shelter availability and establishing accountable, cross‑system referral pathways that include JHS, patients leaving custody face heightened risks of homelessness, overdose, and recidivism, undermining both health and public safety goals.

To address the lack of direct referral pathways and the broader shortage of emergency shelter capacity, the County and housing partners should establish structured, cross‑system referral protocols that explicitly include JHS as a partner. Funding transitional facilities dedicated to individuals leaving incarceration, alongside accountable referral pathways into existing shelters, would better ensure immediate access to safe environments. This approach would strengthen reentry support, help reduce homelessness and overdose risk, and improve health and public safety outcomes.

Implementation Considerations
The expansion of transitional and post‑release services requires an immediate investment in staffing and infrastructure and sustained collaboration with external partners. As noted earlier in this report, the costs of reentry are distributed across multiple systems, underscoring the need for cost‑sharing and joint planning rather than reliance on any single agency.

For JHS, scaling pharmacy, discharge coordination, benefit navigation, and billing services to meet projected eligibility — estimated to reach 75 percent of all releases — would have direct impacts on jail operations. Increased activity in the release area would require coordination with custody staff and is anticipated to affect workflows, security procedures, and space utilization. 

Space constraints pose a significant barrier: the release area is already functioning at capacity, and any increase in patient volume risks disrupting existing operations. While innovative approaches such as sharing space with the adjacent DESC shelter have helped alleviate some immediate pressure, these arrangements do not meet current needs and cannot absorb future growth. As noted earlier, the cost of expanding physical space must be factored into any reentry model. 

In addition to reentry functions, JHS would likely require additional space for pharmacy staff to support medication dispensing at release which further increases the operational and spatial demands. Increasing workspace carries operational and financial considerations that must be addressed for reentry services to succeed. Ultimately, securing adequate space is a critical dependency for the success of any expanded reentry model.

In addition to expanding its physical and operational footprint in the jail, expanded discharge services would drive greater utilization of housing, behavioral health, and human service systems that already face access and capacity constraints.

These factors reinforce that expansion cannot be achieved by JHS alone. A phased implementation — beginning with short‑term pilots, followed by mid‑term scaling up, and culminating in long‑term sustainability — provides a pathway to comprehensive transitional and post‑release care. 

[bookmark: _Toc225860691]V. Conclusion

This report outlines a plan to expand transitional and postrelease services for vulnerable jail residents, including those at risk of homelessness, living with disabilities, experiencing physical or mental illness, surviving domestic violence, or requiring violence interruption interventions. Meeting these needs requires service expansion and structural coordination across legal, health, and human service systems.

JHS is already collaborating with the Department of Community and Human Services and other county partners on initiatives such as the MIDD Renewal, Medicaid Waiver, and ADA Settlement, while also advancing improvements identified in the 2025 Behavioral Health Audit. These initiatives could substantially reduce current service gaps; however, achieving this would require major expansions in space, staffing and financial investments. Priority strategies include extending coordinated discharge and pharmacy hours, establishing postrelease pharmacy services, adding benefit navigators, and—if the Medicaid waiver is implemented — building billing and registration infrastructure.

Moving these initiatives from planning to implementation require clear policy direction and sustained support from County leadership. The ADA Settlement mandates significant operational changes, the 2025 KCAO Behavioral Health Audit identifies improvements, and the Medicaid Waiver presents a voluntary opportunity that could substantially strengthen reentry services if pursued. Together, these efforts are the critical foundation for improving outcomes for people leaving custody. With coordination  and alignment across departments, King County can close key service gaps and make meaningful progress toward a more effective, equitable reentry system.



[bookmark: _Toc225860692]VI. Appendix: An analysis of intersecting Jail Health Services patient populations 

JHS provides care from a whole‑person perspective, recognizing that incarcerated individuals often present with complex and overlapping health and social needs. National data show that incarcerated individuals experience disproportionately high rates of chronic conditions such as asthma, hepatitis C, HIV, and substance use disorders[footnoteRef:17] alongside behavioral health conditions and social determinants of health[footnoteRef:18] challenges. These realities underscore the importance of comprehensive services during incarceration and at release. [17:  Bureau of Justice Statistics – Medical Problems of Prisoners (2008): https://bjs.ojp.gov/content/pub/pdf/mpp.pdf. ]  [18:  Social determinants of health refer to the non‑medical factors that shape a person’s health and well‑being, including housing stability, employment, access to healthcare, experiences with violence, and the strength of social support networks.] 


Providing care in a correctional setting presents unique challenges. The National Commission on Correctional Health Care (NCCHC) has documented persistent staffing shortages, security protocols, and budget constraints as everyday obstacles that directly impact timeliness and quality of care[footnoteRef:19]. The American Journal of Public Health has further noted that correctional health systems must balance cost with quality, manage regulatory and budget pressures, and address the needs of a growing elderly population[footnoteRef:20]. The Centers for Disease Control and Prevention (CDC) emphasizes that correctional health is community health, beginning at arrest, continuing through incarceration, and extending into reentry[footnoteRef:21]. [19:  NCCHC – The Greatest Challenge in Correctional Health Care (2020): https://ncchcresources.org/the-greatest-challenge-in-correctional-health-care. ]  [20:  American Journal of Public Health – Wilper et al., The Health and Health Care of US Prisoners: Results of a Nationwide Survey (2009): https://ajph.aphapublications.org/doi/full/10.2105/AJPH.2009.173602 ]  [21:  CDC – Correctional Health is Community Health (2022): https://www.cdc.gov/correctionalhealth. ] 


The following sections describe the health and social needs of individuals incarcerated in King County jails, with particular attention to patients who reported being unhoused at the time of booking, those living with a physical or sensory impairment, and those prescribed behavioral health medications as a proxy for a diagnosed mental illness or substance use disorder. 

While JHS does not currently have a mechanism to systematically identify survivors of domestic violence or individuals requiring violence‑interruption interventions, it is assumed that substantial overlaps exist across these categories and that a single individual may be represented in multiple vulnerable populations. For example, federal research indicates that people incarcerated for family-violence offenses have disproportionately high rates of mental health disorders compared to other violent offenders, showing the behavioral health overlap with this population.[footnoteRef:22]  Additionally, data from the Bureau of Justice Statistics show that domestic-violence offenders are more likely than other incarcerated individuals to have been using drugs or alcohol at the time of the offense, reflecting the strong relationship between DV-related incarceration and substance use disorders.[footnoteRef:23] Furthermore, the analysis provides the foundation for understanding how the JHS Coordinated Discharge process, together with related initiatives, addresses the needs of these vulnerable groups. By identifying current gaps and challenges and highlighting initiatives with potential to close these gaps, the report demonstrates how transitional and post‑release services can be expanded to meet the Council’s requirement and improve outcomes for individuals most at risk. [22:  DV Resource 1 Mental Health Problems of Prison and Jail Inmates or Family Violence Statistics]  [23:  DV resource 2 Bureau of Justice Statistics. Family Violence Statistics: Including Statistics on Strangers and Acquaintances. U.S. Department of Justice, Office of Justice Programs.] 


Health and Social Needs of Jail Patients
The subsections below highlight key health and social needs among incarcerated populations, describe how these groups are identified within King County jails, and outline the ways JHS social services respond to their circumstances.

Homelessness and Housing Instability
Upon booking into the King County Jail, registered nurses conduct a standardized screening that includes questions on health status, substance use, behavioral health, and housing. Housing status at the time of booking is recorded in the electronic health record by nursing staff (Registered Nurses). 

An individual’s documented housing status may change during custody, for example if housing is lost while incarcerated. Additionally, individuals may not always report their circumstances accurately at the time of booking. When patients are later connected with social service teams for transition planning, staff ask again about housing status to ensure the most accurate information is available. 

The table below presents housing status at the time of booking for individuals booked between July 1, 2024, and June 30, 2025. Data are reported by booking event rather than by unique patient, meaning that individuals with multiple bookings may be represented more than once.

Table 3: Houseless Status based on releases between 7/01/24-06/30/25
	Housing Status
	Booking Count
	%

	Unknown
	947
	5.54%

	Not Homeless
	9,851
	57.63%

	At Risk
	895
	5.24%

	Doubled Up
	384
	2.25%

	Other (motel, jail, institution)
	640
	3.74%

	Refused
	684
	4.00%

	Shelter
	283
	1.66%

	Street
	3,198
	18.71%

	Transitional Housing
	213
	1.25%

	Grand Total
	17,095
	100.00%





Physical Disabilities and Accessibility Needs
At any given time, individuals booked into a King County jail may require an accommodation related to physical disabilities. To improve consistency and accuracy in identifying these needs, JHS is collaborating with the Department of Adult and Juvenile Detention (DAJD) to establish a unified system for tracking individuals with disabilities. For the purposes of this report, the presence of a mobility order during incarceration is used as a proxy indicator of mobility concerns. A mobility order is issued when a patient requires a specific accommodation, such as assistive devices or modified housing arrangements, to support safe movement within the jail environment.

For patients who use a mobility device but are not connected to JHS Social Services, DAJD may request assistance from JHS social service staff at the time of release to ensure access to transportation or mobility devices. When patients are connected to the social service team through established workflows, staff work proactively to confirm that individuals are released with the necessary device, have an appropriate device available at home, and receive transportation support as needed. The table below presents the number of individuals who had a mobility order at any point during their incarceration between July 1, 2024, and June 30, 2025. These data provide insight into the prevalence of mobility‑related needs among the jail population, though they may not capture all individuals with disabilities.

Table 4: Presence of mobility devices for releases occurring between 7/1/24-6/30/25
	Orders
	Order Count
	%

	Unknown
	626
	3.66%

	At least 1 Mobility Order
	358
	2.09%

	No Mobility Order
	16,111
	94.24%

	Grand Total
	17,095
	100.00%



Hearing, Speech or Vision Impairment 
In the second quarter of 2025, DAJD implemented the Communication Assessment Tool to improve identification of individuals requiring communication accommodations. During the booking process, individuals are asked whether they need assistance due to a hearing, speech, or vision impairment. Booking officers record responses in the assessment tool, and the ADA (Americans with Disabilities Act) Coordinator uses this information during an interactive process with the individual to determine appropriate accommodations.

Individuals who are visually impaired, deaf, or hard of hearing are flagged in DAJD’s jail management system and in JHS’s electronic health record. This dual documentation ensures that both DAJD and JHS are aware of communication access needs throughout incarceration and can coordinate services accordingly. The table below presents the number of individuals identified through the communication assessment tool between July 1, 2024, and June 30, 2025. These data provide insight into the prevalence of communication‑related needs among the jail population, though they may not capture all individuals with impairments.

Table 5: Presence of vision or hearing impairment for bookings from 7/1/24-6/30/25
	Total Bookings
	Hearing Impairment
	Vision Impairment
	Speech Impairment

	8,703
	32 = 0.37%
	15 = 0.17%
	0 = 0.0%




Behavioral Health and Medication Management
As noted above, for the purposes of this report, JHS is defining individuals with behavioral health needs as individuals who are provided with psychiatric medications while in custody, as well as all forms of medications for opioid use disorder. These medications play a critical role in stabilizing symptoms, supporting recovery, and reducing risks associated with mental illness or substance use disorders at the time of release.

JHS provides the following types of behavioral health medications:  

Table 6: Medication categories and description
	Medication Category
	Description

	Anti-anxiety medications
	Used to reduce symptoms of anxiety, including panic attacks, disabling fear, or disabling worry

	Antidepressants
	Used to treat depression

	Antipsychotics
	Used to treat psychosis (a condition that involves loss of contact with reality). May treat schizophrenia, bipolar, severe depression.

	Mood stabilizers
	Used to treat bipolar disorder and mood changes associated with other mental disorders

	Substance use treatment medications (MSUD)
	Used to treat substance use disorders, sustain recovery, and prevent overdose



A substantial portion of the jail population relies on behavioral health medication while in custody. Over the past three years, between 22 percent and 25 percent of all bookings involved at least one behavioral health medication order.

Table 7: Percentage of bookings with medication orders by year
	Year
	Total Bookings
	Bookings with Medication Order
	Percent of Bookings

	2023
	15108
	3308
	21.9%

	2024
	15488
	3857
	24.9%

	2025
	17969
	4250
	23.7%



These figures represent individuals who would likely benefit from receiving a 30-day supply of their psychiatric or MOUD medications at release. Providing a 30-day supply of behavioral health medications is critical because the period immediately following release is associated with heightened risk of psychiatric decompensation, return to drug use, and overdose. 

The Coordinated Discharge process is designed to identify these individuals as close to booking as possible. The reentry teams work closely with other staff groups that provide the first line of care for individuals with behavioral health concerns. JHS psychiatrists and the Psychiatric Emergency Services team focus on stabilizing behavioral health symptoms, which includes continuing the same medications an individual was taking prior to incarceration according to established clinical practice guidelines.

Through the Coordinated Discharge process, an individual can receive seven-days of medication at release. If the person is not identified through the process but has an established community provider, the community provider is able to request a seven-day supply of medication from the JHS pharmacy themselves. The medication is then placed on the individual’s property in time for release.

In 2024, the King County Auditor’s Office conducted a behavioral health audit of JHS focusing on patients incarcerated in 2023 who were prescribed behavioral health medications.[footnoteRef:24] The audit identified several opportunities to strengthen continuity of care, improve internal operations, and expand access to medications at release. These findings inform the initiatives and strategies described in subsequent sections and reinforce the need for expanded system capacity. [24:  jail-behavioral-health-2025.pdf] 


Intersection of Vulnerable Populations
While the preceding subsections highlight a distinct health or social need, in practice these vulnerabilities often intersect. A patient experiencing homelessness may also require behavioral health medications, mobility support, and accommodations for communication and sensory disabilities. These overlapping needs compound risks at release, making continuity of care more complex and increasing the likelihood of poor outcomes if services are fragmented.

To better understand these intersections, JHS conducted an analysis of releases between March 1, 2020 and February 28, 2021. Although this period reflects unique conditions — including COVID-related booking restrictions and the early implementation of buprenorphine inductions — the findings offer important insight into the degree of overlap among vulnerable populations and informed the original design of Coordinated Discharge. 

Out of 13,026 releases, 8,014 individuals (62 percent) had at least one of the following characteristics:
· A psychiatric encounter while in custody
· Receipt of MOUD while in custody
· Reported homelessness at booking
· Age 18 to 24

Breakdowns of these individual conditions include:
· 57% (4565) had a psychiatric encounter
· 57% (4559) were unhoused
· 19% (1488) were on MOUD
· 20% (1637) were young adults between age 18 and 24

Of the 8014 releases, 58% had only one condition, leaving 42% with two or more conditions (31% had two conditions, 10% had three, 1% had all four).

The table below illustrates how local patterns align with national research on co-occurring conditions.




Table 8: Patients’ intersecting social determinants of health: comparisons between local data and national benchmarks 
	Overlap Category
	Local JHS Data (2021)
	National Research Benchmark

	Patients released from incarceration experiencing housing instability 
	57% / 4559 patients
	Individuals released from incarceration are nearly 10 times more likely than the general population to struggle with housing instability[footnoteRef:25]  [25:  Reentry Coalition of New Jersey. Impacts of Housing Instability Among People Recently Released from Incarceration (2024). Available at: https://reentrycoalitionofnj.org/wp-content/uploads/2024/03/V3-CS9_23-The-Impacts-of-Housing-Instability-Among-People-Recently-Released-from-Incarceration-005-4.pdf ] 


People with a prison history are 7–13 times more likely to experience homelessness[footnoteRef:26] [26:  Center for Justice Innovation. The Intersection of Homelessness, Health, and Justice Systems. Available at: https://www.innovatingjustice.org/module-3-the-intersection-of-homelessness-health-and-justice-systems ] 


	Patients who had at least one psychiatric encounter while in custody (meet criteria for mental illness/behavioral health condition)
	57% / 2,619 patients out of 4,559
	Recent national research indicates that 41% of adults in jail and 36% of adults in prison have a diagnosed mental illness, reflecting the high prevalence of behavioral health conditions among incarcerated adults.[footnoteRef:27] [27:  Prins, S.J. (2024). Prevalence of Mental Illness Among Adults in U.S. Jails and Prisons: A Systematic Review and Meta‑Analysis.  ] 


	Patients who had a psychiatric encounter who also took MOUD
	18% / 827 out of 4565 patients
	~50% of incarcerated individuals with serious mental illness also have a comorbid substance use disorder[footnoteRef:28] [28:  The Lancet Public Health. Prevalence of Comorbid Serious Mental Illnesses and Substance Use Disorders. Available at: https://www.thelancet.com/journals/lanpub/article/PIIS2468-2667%2822%2900093-7/fulltext ] 


	Patients aged 18-26 with co‑occurring vulnerabilities (homelessness, behavioral health)
	44% / 716 patients out of 1637
	National data show that 48.8% of adults ages 18–25 have either a substance use disorder (SUD) or any mental illness (AMI) in a given year, indicating a high prevalence of behavioral health vulnerabilities in this age group.[footnoteRef:29] [29:  Substance Abuse and Mental Health Services Administration (SAMHSA). 2022 National Survey on Drug Use and Health (NSDUH).  Table A.24B: Substance Use Disorder (SUD) Status or Level of Mental Illness in the Past Year: Among Adults Aged 18 or Older; by Age Group, 2022.  Available at: https://www.samhsa.gov/data/sites/default/files/reports/rpt42731/2022-nsduh-annual-national-web-110923/2022-nsduh-nnr.htm#appa ] 


	Patients identified with two or more vulnerabilities simultaneously
	43% / 3446 patients out of 8014
	National studies confirm frequent co‑occurrence of homelessness and behavioral health challenges[footnoteRef:30]; recent statewide analysis shows behavioral health and homelessness frequently co‑occur in a bidirectional relationship[footnoteRef:31] [30:  National Health Care for the Homeless Council. Incarceration & Homelessness: A Revolving Door of Risk. Available at: https://nhchc.org/wp-content/uploads/2019/08/infocus_incarceration_nov2013.pdf ]  [31:  UCSF Benioff Homelessness and Housing Initiative. Behavioral Health and Homelessness Report (2025). Available at: https://homelessness.ucsf.edu/sites/default/files/2025-03/Behavioral%20Health%20Report.pdf ] 




These patterns extend to other populations as well. In 2025, the King County Prosecuting Attorney’s Office shows that 1,596 cases involving domestic violence were booked into jail and had a first appearance hearing set. Based on data from National Bureau of Justice Statistics, a high proportion of these individuals are more likely than other incarcerated individuals to have been using drugs or alcohol at the time of the offense or have a higher chance of a behavioral health condition compared to other violent offenders.[footnoteRef:32] [footnoteRef:33]  [32:  BJS]  [33:  Mental Health BJS] 


Phased Implementation Timeline - Full Expansion

Start Date	Recruit Staff	Develop Workflows	Identify Workspace	Policy 	&	 Procedure Development	Stakeholder Engagement	Change Management	Financial Planning	EMR Development	Training Staff	Data and Reporting Infrastructure	Quality Assurance	Technology Integration	46023	46023	46023	46023	46023	46023	46023	46204	46204	46388	46569	46569	Duration	Recruit Staff	Develop Workflows	Identify Workspace	Policy 	&	 Procedure Development	Stakeholder Engagement	Change Management	Financial Planning	EMR Development	Training Staff	Data and Reporting Infrastructure	Quality Assurance	Technology Integration	364	364	364	545	1095	1095	1095	548	548	546	549	549	
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