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Executive Summary  
Rising incarceration rates have made jails a major health care provider for a vulnerable, high-need 

population, including people who are caught in a cycle of homelessness and incarceration. Because we 

know so little about how health care is provided in jail, this report aims to build the evidence base by 

examining health care services in Denver jails and how they are coordinated with Medicaid-covered 

services as people cycle between jail and the community. 

Unlike prior national research that has highlighted the deficiency of health care in many jails, the 

story seems different in Denver. Although the population we focused on has very high needs, our 

analysis revealed these people appear to be diagnosed at higher rates and receive more frequent care in 

jail than in the community. Because the county pays for all health services provided in jail, incarcerating 

chronically ill people comes at a high cost.  

In addition, communities often do not have the capacity or resources to offer intensive follow-up 

services when these individuals are released from jail. Many in this high-needs population face several 

challenges to continuing the care they may have begun in jail or accessing care they need most, such as 

substance use disorder (SUD) treatment. This interrupted or inadequate health care may contribute to 

their cycle of homelessness and incarceration. Finding a way to safely release people to high-quality 

care in the community would improve well-being, prevent returns to jail, and reduce health care costs in 

jail. 

An Effort to Break the Cycle in Denver 

In 2016, Denver launched the Supportive Housing Social Impact Bond (SIB), a supportive housing 

program designed to serve a chronically homeless population that frequently cycles in and out of jail. 

The SIB was funded in part by eight private lenders who were repaid, with a positive return, by the City 

and County of Denver when the evaluation showed that the program improved housing stability and 

reduced jail stays (Gillespie et al. 2021). In addition, this intervention had a significant impact on health 

outcomes, which included lowering the use of high-cost services such as stays in short-term or city-

funded detoxification centers and emergency room visits (Hanson and Gillespie 2021). 

Funded by the Robert Wood Johnson Foundation’s Evidence for Action program, the Urban 

Institute launched a health outcomes study as a complement to the ongoing SIB evaluation. In this 

report, we use two data sources—Medicaid claims data and jail health records—and focus on the year 
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before people were enrolled in the SIB evaluation, giving us a picture of the status quo for health 

services in Denver. A forthcoming journal article will discuss the impact of supportive housing on health 

care outcomes over the two years after people were enrolled in the SIB evaluation. 

Demographics, Diagnoses, and Behavioral Health Conditions 

The SIB’s target population included all individuals who had eight or more arrests in Denver and were 

experiencing homelessness. To understand the health of this population, we started with the 721 

people enrolled in the SIB evaluation from 2016 to 2017. Half were referred to SIB supportive housing, 

and half received services as usual in the community. We analyzed data from the two years before both 

groups’ enrollment in the evaluation. Forty-seven percent of the people randomized into either the 

treatment or control group were white, 34 percent were Black, and 13 percent were Latinx. Most were 

men (85 percent), and the median age was 44. All were homeless at the time of enrollment, as indicated 

by their transiency status documented by the Denver Police Department.  

Through our analysis of Medicaid claims and jail health records, we found high rates of SUD and 

mental health diagnoses among the target population. Since Colorado expanded Medicaid under the 

Affordable Care Act, most individuals in the SIB’s target population were eligible for Medicaid. Among 

those who had Medicaid coverage (549 individuals), two-thirds had been diagnosed with an SUD, and 

most of these diagnoses were alcohol use disorder. About one-third of people with Medicaid coverage 

had a mental health diagnosis, such as schizophrenia, anxiety, or depression (in order of prevalence). 

Nearly half had a physical health diagnosis, and many had a co-occurring mental health and substance 

use diagnosis (28 percent) or behavioral and physical health diagnosis (19 percent).  

Diagnoses were more common in the jail health records. Our jail subsample included the first 307 

individuals enrolled in the study who also had a jail stay of at least 14 days in the two years before 

enrollment (the length of time before a health assessment is typically filled out). This sample is smaller 

because of the time involved in abstracting paper health records maintained in the jails but is 

representative of the broader SIB population. Among these individuals, 75 percent self-reported an 

SUD during an initial health assessment, and 55 percent self-reported an alcohol use disorder in the two 

years before their enrollment. Nearly 60 percent self-reported a mental health diagnosis, and the most 

common diagnoses were schizophrenia, bipolar disorder, and depression. In addition, we found in the 

jail health records that in the year before enrollment, 82 percent of individuals in our sample self-

reported other chronic physical health conditions, most commonly cardiovascular issues (e.g., heart 

disease or endocarditis). We see even higher rates of comorbidity in the jail data: most people were 
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diagnosed with co-occurring behavioral and physical health conditions (76 percent), and many were 

diagnosed with both mental health and substance use conditions (46 percent).  

Health Care Services 

On January 1, 2014, Colorado expanded Medicaid, making nearly all the SIB’s target population eligible 

for health care coverage. We found that 76 percent of everyone enrolled in the SIB evaluation in 2016 

and 2017 had some Medicaid coverage (behavioral, physical, or both) in the year before enrollment.  

In the community, Medicaid claims revealed that the primary services received in the year before 

enrollment were for office-based care. Not surprisingly, most office-based care was for a primary SUD 

diagnosis. This population also had significant emergency department visits (52 percent), ambulance 

rides (39 percent), and hospitalizations (16 percent), including nearly a third of individuals who had an 

emergency department visit classified as “preventable.”  

In jail, the type and amount of health care a person receives depends on length of stay, diagnoses 

upon entry, and any emergent conditions during incarceration. Medical care was initiated for 90 

percent of individuals in our subsample with a jail stay in the two years before SIB enrollment. Eighty-

five percent received medication, more than half received mental health care, and 45 percent were 

started on a substance use withdrawal protocol at least once. In addition, 25 percent required hospital-

based care beyond the medical services provided in jail. 

Challenges to Continuity of Care from Jail to the Community 

We interviewed those working at the systems level—hospitals, homeless service organizations, health 

centers and clinics, managed care organizations, courts and jails, and city offices—to better understand 

the challenges of coordinating and continuing health care from jail to the community. These challenges 

can worsen health conditions.  

◼ Coordination and interruption of Medicaid. Jail stays can create confusion around Medicaid 

eligibility status, resulting in delays in approvals and access to care. 

◼ Homelessness. Unstable housing and homelessness can make it difficult for people to use 

online appointment systems or get to appointments on time or at all. The stigma of 

homelessness and the emotional trauma this population experiences can keep people from 

seeking health care.  
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◼ Substance use disorder and dual diagnosis (co-occurring mental health and substance use 

disorders) treatment. Substance use disorder treatment is severely limited, and Colorado 

Medicaid does not cover residential and other inpatient treatment programs.  

◼ Uncompensated care. Frequent denials of Medicaid claims are a significant barrier for health 

care providers serving this population. 

◼ Release from jail. Even though Denver jails provide discharge planning to connect people to 

resources upon release, providers say it is difficult to maintain services. 

◼ Prescription medication. As a policy, people are released from Denver jails with a short-term 

supply of necessary medications, but this does not always meet the need for continued care. 

Long wait times for follow-up appointments and different medication formularies used for 

Medicaid and jail can disrupt care. 

◼ Care coordination. Providers often employ care coordinators to support continuity of care, but 

many said coordination is still challenging because of systems-level barriers. 

In Search of a Healthier Solution 

Denver, like many cities, can do more to improve the health and well-being of its most vulnerable 

residents and spend taxpayer dollars more effectively. Our analysis highlights policy opportunities such 

as expanding Medicaid reimbursement for SUD treatment. The SIB also highlights the need to provide 

more affordable, permanent housing so people can break the cycle of jail and homelessness and shift 

from emergency services accessed in a crisis to more preventive services that can address their primary 

diagnoses. 

Supportive housing—such as the housing provided through Denver’s SIB initiative—provides an 

opportunity to help people break the cycle of jail and homelessness, improve their health outcomes, and 

save taxpayer dollars on the costs of health care in jail and in the community.  

 



Health and Health Care While 

Experiencing Homelessness and 

Incarceration 
People who experience chronic homelessness often cycle in and out of jail, which not only affects their 

well-being but comes at an enormous cost to taxpayers (Aidala et al. 2014; Culhane, Metraux, and 

Hadley 2002; Larimer et al. 2009; Mondello et al. 2007). Many of these individuals also have other 

challenges, such as persistent mental illness and substance use disorders (SUDs). Communities often do 

not have the capacity or resources to offer intensive follow-up services upon release from jail. Absent 

services and housing, people caught in a revolving door of homelessness and jail stays also frequent 

detoxification centers, emergency departments, and other avoidable emergency services.  

An Effort to Break the Cycle 

In 2016, Denver launched the Supportive Housing Social Impact Bond Initiative (SIB), a supportive 

housing program designed to serve a homeless population that also represents some of the city’s most 

frequent users of police services and jails.1 Supportive housing is an evidence-based model that uses a 

Housing First approach to lower barriers to housing and end homelessness through permanent, 

affordable housing subsidies coupled with intensive case management and wraparound services 

(Tsemberis, Gulcur, and Nakae 2004). Growing evidence shows supportive housing can also affect 

outcomes in other sectors, including criminal justice and health; the following section reviews the 

literature to date. The Housing First model focuses on providing housing as quickly as possible; it does 

not push requirements for housing, such as sobriety or agreement to participate in services. The SIB 

was a five-year effort to stabilize individuals experiencing homelessness in supportive housing, leading 

to increased well-being and decreases in city spending on jail stays, detoxification centers, and 

emergency health services.  

The target population for the SIB includes individuals who cycle in and out of public systems, 

primarily criminal justice, homelessness, and emergency health services. Common terms for this 

population include “frequent users” or “super utilizers” to describe the disproportionate share of 

services and resources they require. Specifically, the SIB targets individuals who have had at least eight 

arrests in the past three years and are experiencing homelessness. In a given year, the Denver Crime 
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Prevention and Control Commission calculated that a cohort of 250 individuals in this target population 

spent an average of 56 nights in jail each year and interacted with other systems such as short-term or 

city-funded detoxification and emergency care, costing the city $7.3 million a year, on average.2 As of 

December 2017, the SIB was fully enrolled, with more than 250 individuals in supportive housing using 

both project-based and scattered-site housing and an assertive community treatment model.  

The project’s name is a reference to the financing mechanism used to provide supportive services to 

housed participants, known as a social impact bond or pay for success financing. Through this 

mechanism, eight private investors3 provided $8.6 million in up-front capital for services, and the 

project leveraged additional state and local resources for permanent housing subsidies. Through a 

social impact bond contract,4 the City of Denver agreed to repay the investors if specific performance 

outcomes were achieved, including housing stability and reductions in jail days. The city funded an 

independent evaluation by the Urban Institute that measured housing stability among housed 

participants and uses a randomized controlled trial design to determine the impact of supportive 

housing on jail days as compared with a control group receiving services as usual in the community.5 

The evaluation of the Denver SIB showed through rigorous randomized controlled trial evaluation 

that supportive housing program participants spent more time in stable housing and that the program 

significantly reduced shelter use, police interactions, jail stays, detoxification services, and emergency 

department visits. In addition, it showed that the program significantly increased office-based visits and 

prescription medications.  

Program participants spent significantly more time in housing than those in the control group, as 

measured by housing assistance. Those referred to SIB supportive housing received 560 more days of 

housing assistance over three years, compared with those who received services as usual in the 

community. After accessing supportive housing, most participants stayed housed over the long term. 

Excluding those who died during the observation period, 86 percent of participants remained in stable 

housing one year after entering housing, 81 percent remained after two years, and 77 percent remained 

after three years.  

Shelter stays for Denver SIB supportive housing program participants decreased dramatically. 

When counting all instances of shelter use—including during the day and at night—over a three-year 

period, those referred to supportive housing had 127 fewer shelter visits compared with their peers in 

the control group. This represents a 40 percent reduction in shelter stays because of supportive 

housing. 
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Police interactions and time in jail went down. People referred to supportive housing experienced 

eight fewer police contacts (a 34 percent reduction) and four fewer arrests (a 40 percent reduction) 

than those who received usual services in the community. In the three years after randomization, 

participants referred for supportive housing had almost two fewer jail stays (a 30 percent reduction) 

and spent an average of 38 fewer days in jail (a 27 percent reduction) than those who received usual 

care in the community.  

Denver SIB supportive housing program participants used short-term or city-funded detoxification 

services less often than those in the control group. In the three years after randomization, people 

referred for supportive housing had four fewer visits to a short-term or city-funded detoxification 

facility (a 65 percent reduction) than those who received usual services in the community. The 

differences between the two groups’ uses of emergency medical services were not statistically 

significant. 

In addition to studying the Denver SIB’s effects on supportive housing participants’ housing 

stability and criminal justice system outcomes, we studied the program’s effects on people’s use of 

health care services. We found supportive housing helped people use less emergency health care, use 

more office-based health care, and receive more prescription medications. 

The Impact on Health 

The Denver SIB evaluation has made a large contribution to the evidence base on the effectiveness of 

supportive housing in reducing criminal justice involvement and health care utilization among a 

homeless population with complex needs. In 2015, based on evidence of the impact of supportive 

housing, the city agreed to repay lenders if the program resulted in successful housing stability and jail 

stay outcomes. There is also some evidence to suggest the intervention would have a significant impact 

on health outcomes and that a decrease in high-cost services such as stays in detoxification centers and 

avoidable emergency department services will likely be a significant source of cost savings for multiple 

systems. But evidence is mixed on the impact of supportive housing on health and health service 

utilization: 

◼ Several studies using various methodologies from pre-post to random assignment found use of 

emergency rooms, both avoidable and nonavoidable visits, decreased with the provision of 

supportive housing (Martinez and Burt 2006; Mondello et al. 2007; Sadowski et al. 2009; 

Seligson et al. 2013). But Aidala and coauthors (2014) and Kessell and coauthors (2006) found 
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no reductions in emergency department visits for individuals in supportive housing in their 

matched comparison and retrospective cohort studies.  

◼ Matched comparison and pre-post studies by Aidala and coauthors (2014); Selingson and 

coauthors (2013); Culhane, Metraux, and Hadley (2002); King County Department of 

Community and Human Services (2013); and Mondello and coauthors (2007) all found 

reductions in psychiatric hospitalizations for individuals in supportive housing.  

◼ Aidala and coauthors (2014) found no effect on detoxification facility days, as did Larimer and 

coauthors’ (2009) quasi-experimental study. But Aidala and coauthors (2014) found a large 

decrease in residential alcohol and drug treatment days, with the intervention group avoiding 

residential treatment completely.  

◼ Aidala and coauthors (2014); Culhane, Metraux, and Hadley (2002); Martinez and Burt (2006); 

Larimer and coauthors (2009); and Flaming and coauthors (2013) found significant cost 

reductions in the cost of care for participants in supportive housing. Culhane, Metraux, and 

Hadley (2002) found an average 32 percent reduction of inpatient Medicaid costs along with an 

increase in outpatient Medicaid claims. Cost savings were driven by decreased use of the most 

expensive health care services, particularly reductions in hospital visits and inpatient 

psychiatric services. The supportive housing intervention group in Rosenheck and coauthors’ 

(2003) randomized study of the US Department of Housing and Urban Development’s 

Veterans Affairs Supportive Housing program had reduced costs for residential treatment for 

substance use, but it also produced a larger increase in costs for inpatient hospital services, 

which the researchers hypothesized was likely specific to the program’s veteran subpopulation 

with major psychiatric disorders or SUDs. 

Taken together, the previous literature suggests that stable housing may make health concerns 

known and increase certain types of health care services, perhaps at an earlier or less severe stage than 

would be the case absent housing. The literature also suggests that supportive housing may help 

manage health concerns and chronic conditions in a way that increases continuity of care and limits the 

types of health crises that lead to such services as psychiatric hospitalizations and in-patient alcohol 

and drug treatment. This shift from crisis care to effective care management suggests decreased 

severity or burden of illness and increased well-being, as well as more effective use of health care 

services and resources.  

Although promising, the evidence is limited because studies of supportive housing for individuals 

experiencing homelessness who have frequent interactions with other systems, including criminal 
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justice and health systems, have had short follow-up periods, small sample sizes, and limited data. 

Because Medicaid does not cover health care received in jail, and because of the common use of paper 

health records within jails, health service data for people who are incarcerated is challenging to collect. 

Studies of supportive housing have tended to focus on Medicaid-reimbursed health care claims and 

inpatient hospital admissions (Culhane, Metraux, and Hadley 2002) or relied on self-reported survey 

data of health service use (Aidala et al. 2014).  

The National Academies of Sciences’ (2018) Committee on an Evaluation of Permanent Supportive 

Housing examined the impact of supportive housing on multiple categories of health and well-being, 

including sustained housing, health care utilization, physical health outcomes, mental health outcomes 

and substance abuse, general well-being, and social integration and quality of life. For health care 

utilization, the committee found evidence that supportive housing can decrease emergency department 

use and hospital stays when provided to individuals who frequently used these services before being 

housed. For most other outcomes, however, the data were too limited to draw any conclusions. The 

committee repeatedly argued in favor of the logic that housing should improve the health of high-need 

individuals experiencing homelessness and that the lack of housing would worsen their condition, but 

they also documented “the inescapable finding” that there are not enough published studies to link 

stable housing to improved health outcomes. Stronger evidence is needed on how supportive housing 

affects health outcomes for people with complex needs caught in a cycle of homelessness and jail. 

Building the Evidence Base 

With funding from the Robert Wood Johnson Foundation as part of the Evidence for Action national 

program, the Urban Institute launched a health outcomes study as a complement to the ongoing 

randomized controlled trial evaluation of the SIB to build a stronger picture of the health of the 

individuals the Denver SIB seeks to serve, including 

◼ chronic and acute health conditions and diagnoses among the target population,  

◼ access and barriers to health services both in the community and while in jail,  

◼ the cost of health services for the target population, and  

◼ the impact, if any, supportive housing has on health service utilization, health care costs, and 

coordination of care. 
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This report uses two data sources: Medicaid claims and jail health records on physical and 

behavioral health. We use claims data from two sources: Colorado Access, a managed care organization 

for both behavioral and medical care that serves as the regional accountable entity for the Denver 

metro and the surrounding area, and Denver Health and Hospital Authority, another comprehensive 

medical managed care program serving the Denver area. Although we believe these sources include 

most possible Medicaid claims, it is feasible that some individuals were Medicaid members outside 

Denver or received care not captured in Medicaid claims.  

Because study participants cycle in and out of jail, and people are ineligible for Medicaid while they 

are incarcerated because of the Medicaid Inmate Exclusion Policy,6 we also collect data on medical 

services provided by Denver Health, the medical services provider for people incarcerated in jails run 

by the Denver Sheriff Department. Jail health records are rarely analyzed in health utilization and 

outcomes research because of the time and costs of abstracting what are commonly large paper files 

stored in secure jail facilities. Denver Health manages the paper records kept on people who are 

assessed for health needs and receive health care while incarcerated. Through a memorandum of 

understanding, we hired a part-time records clerk to extract deidentified health information from a 

selection of commonly filled-out and important health forms into a database entry system we built in 

Qualtrics. We gave the records clerk a list of project-specific research IDs in order of randomization 

date to look up and enter health information so we would be able to link records and to ensure we 

received data on a representative subsample. Given the extent of the information, the records clerk 

averaged three to five patient files per week. This sample does provide a representative look at health 

services in jail for the target population (appendix B). 

Our access to jail health records will provide an important picture of the services received by those 

in the target population who continue to cycle through jail and how that differs from the services 

received in the community and in supportive housing. To provide context to the quantitative analysis, 

we also report on interviews conducted with providers working across the homelessness, health care, 

and criminal justice systems to serve a population experiencing homelessness and incarceration. 

Appendix A provides a detailed discussion of the methodology we used for the analyses in this report. 

This report focuses on the period before individuals were enrolled in the SIB evaluation. By looking 

back, we aim to describe the status quo for health services in Denver at the time individuals are caught 

in a revolving door of homelessness and jail stays. We discuss three samples in this report (table 1).  

1. Individuals in the Medicaid data sample. To describe behavioral health services in the 

community, we look at Medicaid claims over the year before enrollment for the 721 individuals 
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enrolled in the SIB evaluation from 2016 to 2017, 549 of whom had either behavioral or 

physical health coverage through Medicaid.  

2. Individuals in the jail health records sample. To describe health services in jail, we look at jail 

health records over the two years before enrollment in the SIB for the first 307 individuals 

enrolled in the SIB evaluation from January 2016 to May 2017 who had a jail stay longer than 

14 days in the two years before enrollment. We used that time frame because individuals must 

receive a health screening by then, and that screening provides information about physical and 

mental health diagnoses. 

3. Individuals in both Medicaid data and jail health records. To examine rates of diagnoses and 

services between the community and jail, we look at 170 individuals who are in both datasets 

and meet the criteria we described for each in the year before enrollment. 

TABLE 1  

Samples for Analysis: Medicaid Claims and Jail Health Records 

 
Number of study 

participants 
Share of study 

participants 

Enrolled in SIB evaluation from 2016 to 2017 721 100% 

Medicaid enrollment  

Participants who have physical or behavioral health records  549 76% 
Participants who have BOTH physical and behavioral health records 395 55% 
Participants who have ONLY behavioral health records 100 14% 
Participants who have ONLY physical health records 54 8% 

Denver Health jail records  
First individuals randomized January 2016–May 2017 with jail stays 
longer than 14 days 307 43% 

Medicaid and jail health records overlap 170 24% 

Sources: Colorado Access and Denver Health and Hospital Authority Medicaid claims from 2015 to 2017 and Denver Sheriff 

Department health records from 2014 to 2017. 

Note: SIB = Social Impact Bond. 

A partner journal article (Hanson and Gillespie 2021) examines the impact of supportive housing on 

health and health service utilization two years after enrollment in the evaluation, by comparing 

outcomes between the study participants in SIB supportive housing and those receiving usual care in 

the community. 
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Demographics, Diagnoses, and 

Health Conditions 
To understand the health of the SIB’s target population, we start with the 721 individuals enrolled in the 

SIB evaluation from 2016 to 2017. Half of these individuals were housed in SIB supportive housing, and 

half received services as usual in the community, but this report analyses data from the year before 

enrollment in the evaluation. Demographically, study participants were 59 percent white, 34 percent 

Black, and 13 percent Latinx. Most (85 percent) enrolled in the evaluation were male, and the average 

age was 44 (table 2). The subsamples included in the Medicaid data and jail health records were similar 

demographically to the full study population (appendix B).  

TABLE 2 

Demographics of All Individuals Enrolled in the SIB Evaluation from 2016 to 2017 

 Number (n) Share (n/N) 

All SIB participants (N) 721  

Male  614 85% 

Race   
Asian 3 0% 
Black 246 34% 
Native American 43 6% 
White 423 59% 

Ethnicity   
Latinx 95 13% 

Age at randomization (mean) 44  

Source: Denver Police Department. 

Note: SIB = Social Impact Bond. 

Long-Term Homelessness and Vulnerability 

As defined by the eligibility criteria, all study participants experienced homelessness in the years before 

enrollment in the evaluation. As part of the evaluation, supportive housing service providers for the SIB 

collected detailed homeless status information on participants with whom they had contact. Of the 298 

participants that had contact with supportive housing providers for the SIB, 98 percent were 

experiencing chronic, or long-term, homelessness at the point of engagement with service providers. 

The total number of months an individual was homeless directly before engaging with the SIB program 

ranged from 2 months to more than 30 years. Of the 78 participants for whom we have a common 
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assessment of vulnerability using the VI-SPDAT tool (a combination of the Vulnerability Index and the 

Service Prioritization Decision Assistance Tool used to assess acuity), the average score was 12.4, and 

the median was 12.5 (scores range from 9 to 19). In general, people scoring greater than 10 on the VI-

SPDAT are considered a priority for the most intensive housing interventions, such as supportive 

housing (Cunningham et al. 2016). These data collected for the SIB evaluation highlight the long-term 

homelessness and vulnerability of the target population.  

Frequency of Jail Stays 

Individuals eligible for the Denver SIB are targeted because of their homelessness and frequent 

involvement with the criminal justice system, including arrests and jail stays. This constant cycle of 

experiencing homelessness in the community and spending time in jail makes access to health services 

challenging and is disruptive to care coordination. Individuals in our analysis had an average of five 

separate stays in jail in the two years before enrollment in the SIB evaluation (table 3). They spent an 

average of 131 total days in jail in the two years before enrollment, which represents almost a fifth of 

each year in jail.  

TABLE 3 

Arrests and Jail Stays in the Two Years before Enrollment in the SIB Evaluation 

 

Treatment and Control 
Groups, Combined 

Arrests (mean) 9.3 

Share with any drug related arrests 42% 
Share with any alcohol related arrests 47% 

Jail  

Number of jail stays (mean) 5.0 
Number of jail days (mean) 131 

Share with any jail stay longer than 14 days 74% 

Source: Denver Police Department. 

Notes: SIB = Social Impact Bond. Sample for the study population is 721 people.  

Mental Health and Substance Use Disorders 

To understand diagnoses and health conditions among the Denver SIB population, we examine 

Medicaid claims and jail health records. Neither source covers the full population of 721, as the 

Medicaid data include only those who were covered by Colorado Access or Denver Health and Hospital 

Authority in the year before enrollment in the evaluation, and the jail health records cover only a subset 
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of individuals as well (table 1 provides more detail on denominators we used throughout the report). 

We use both these data sources to assess the health of the target population both in the community and 

in jail before the SIB. 

Medicaid data show that more than two-thirds of individuals have a claim with a diagnosis of an 

SUD in the year before their enrollment in the SIB evaluation, by far the most prevalent diagnosis (table 

4). Most people with a claim for an SUD have a diagnosis for alcohol use disorder (55 percent), with the 

next most prevalent being opioid use disorder (9 percent). In addition, more than one-third of 

individuals had a mental health diagnosis, such as anxiety, depression, or schizophrenia, and about one-

quarter were diagnosed both for mental health and substance use. 

TABLE 4 

Substance Use Disorder and Mental Health Diagnoses in the Year before Enrollment in the SIB 

Evaluation, as Documented in Medicaid Claims  

 Number (n) Share (n/N) 

Any Medicaid coverage (N) 549  

Any substance use disorder 366 67% 
Alcohol  301 55% 
Cocaine 27 5% 
Opioid  47 9% 
Other substance 98 18% 

Any mental health diagnosis 204 37% 
Anxiety 54 10% 
Bipolar 51 9% 
Depression 54 10% 
Developmental disorder 5 1% 
PTSD 29 5% 
Schizophrenia and other psychotic disorders 106 19% 
Other mental health disorders 8 1% 

Co-occurring substance use and mental health diagnosis 152 28% 

Source: Colorado Access Behavioral Medicaid claims from 2015 to 2017.  

Notes: PTSD = posttraumatic stress disorder; SIB = Social Impact Bond. Our sample includes anyone who has either physical or 

behavioral health coverage at any point in the year before randomization (549). 

Examining the subset of people who spent more than 14 days in jail also helps illustrate mental 

health challenges among this population. Unlike Medicaid claims, where diagnoses are available only for 

people who receive services, everyone who stays at least two weeks in jail receives a health assessment. 

This makes jail health records a unique data source for understanding the health of this population. 

Data from jail health records show higher rates of diagnoses: 75 percent of individuals in this sample 

self-reported an SUD during an initial general health or mental health assessment (table 5). Specifically, 

55 percent self-reported an alcohol use disorder, 21 percent reported a cocaine use disorder, and 14 
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percent reported an opioid use disorder. We also know from these assessments that 73 percent self-

reported smoking cigarettes at the time of the assessment. More than 50 percent self-reported a 

mental health diagnosis, a considerably higher share compared with Medicaid data. Strikingly, nearly 

half received a co-occurring diagnosis for substance use and mental health.  

We cross-examined diagnoses for individuals in our sample who had both Medicaid and jail health 

records. Neither data source provides a full picture of health conditions, but we found that people were 

more likely to be diagnosed in jail than in the community (table 6). This was especially true for mental 

health diagnoses—ranging from anxiety to psychotic disorders. Although alcohol use was often 

diagnosed in both datasets, other substance use (e.g., cocaine and opioids) was more likely to be found 

in the jail health assessments. 

TABLE 5 

Substance Use Disorder and Mental Health Diagnoses before Enrollment in the SIB Evaluation, as 

Documented in Jail Health Records 

 
Number (n) Share (n/N) 

Individuals with a jail stay longer than 14 days (N) 307  

Any substance use disorder 231 75% 
Alcohol use disorder 169 55% 
Cocaine/crack use 63 21% 
Opioid use disorder 42 14% 
Other or unspecified drug use, including marijuana 109 36% 

Any mental health diagnosis 172 56% 
Anxiety 55 18% 
Bipolar  79 26% 
Depression 71 23% 
Developmental disorder 15 5% 
PTSD 45 15% 
Schizophrenia and other psychotic disorders 83 27% 
Other conditions 17 6% 

Co-occurring substance use and mental health diagnosis 142 46% 

Source: Denver Sheriff Department health records from 2014 to 2017 for people who had a jail stay longer than 14 days in the 

two years before randomization in our sample.  

Notes: PTSD = posttraumatic stress disorder; SIB = Social Impact Bond. “Other conditions” include delirium, dementia, insomnia, 

and cognitive disorders. 
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TABLE 6 

Substance Use Disorder and Mental Health Diagnoses between Medicaid Claims  

and Jail Health Records 

 

Diagnosis in 
both data 

sources 
Diagnosis in 

jail only 

Diagnosis in 
Medicaid 

only 

Any substance use disorder 44% 26% 15% 
Alcohol use disorder 34% 15% 16% 
Cocaine/crack use 3% 16% 2% 
Opioid use disorder 5% 11% 2% 
Other substance 8% 21% 5% 

Any mental health diagnosis 22% 27% 9% 
Anxiety 1% 12% 5% 
Bipolar  6% 15% 3% 
Depression 2% 17% 5% 
Developmental disorder 1% 2% 1% 
PTSD 2% 8% 3% 
Schizophrenia and other psychotic disorders 9% 15% 5% 
Other conditions 1% 4% 1% 

Co-occurring substance use and mental health diagnosis 11% 28% 10% 

Source: Colorado Access and Denver Health and Hospital Authority Medicaid claims and Denver Sheriff Department health 

records from 2015 to 2017.  

Notes: PTSD = posttraumatic stress disorder. This sample includes 170 people who were in both datasets and who have a jail stay 

longer than 14 days in the year before randomization. The Medicaid data include anyone who had coverage at any point in the 

year before randomization. 

Physical Health Conditions 

Physical health conditions are prevalent among nearly half of the individuals in Medicaid claims, the 

most common of the chronic conditions being chronic obstructive pulmonary disease (COPD) and 

asthma (table 7). Physical trauma is also widely prevalent, with 41 percent of individuals diagnosed for 

such injuries as wounds, poison, and frostbite. This aligns with literature documenting injuries as a 

common risk of street homelessness (O’Connell 2005). About one-fifth of individuals were diagnosed 

for both behavioral and physical health conditions. 

  



H E A L T H  A N D  H E A L T H  C A R E  W H I L E  E X P E R I E N C I N G  H O M E L E S S N E S S  A N D  I N C A R C E R A T I O N  1 3   
 

TABLE 7 

Physical Health Diagnoses before Enrollment in the SIB Evaluation, as Documented  

in Medicaid Claims  

 Number (n) Share (n/N) 

Any Medicaid coverage (N) 549  

Any physical health diagnosis 246 45% 
Asthma/COPD 43 8% 
Cardiovascular issues 26 5% 
Diabetes 21 4% 
Osteoarthritis 22 4% 
Seizure disorder 18 3% 

Communicable diseases 7 1% 
HIV 5 1% 
Hepatitis B and C 1 0% 
Other STDs  1 0% 

Injuries or physical trauma 225 41% 
Wounds 199 36% 
Poison 72 13% 
Frostbite 15 3% 
Other injuries 52 9% 

Co-occurring behavioral and physical health diagnosis 102 19% 

Source: Colorado Access and Denver Health and Hospital Authority physical health Medicaid claims from 2015 to 2017.  

Notes: COPD = chronic obstructive pulmonary disease; SIB = Social Impact Bond; STD = sexually transmitted disease. Our sample 

includes anyone who has either physical or behavioral health coverage at any point in the year before randomization (549). 

Again, we see higher rates of diagnosis in the jail health records. Notably, more than 80 percent of 

individuals are diagnosed with any physical health condition in jail, and 75 percent are diagnosed with 

both behavioral health and physical health conditions (table 8). Cardiovascular issues are the most 

common, self-reported by 17 percent of individuals, followed by connective tissue disorders (including 

lupus) among 11 percent of individuals. Communicable diseases are reported significantly more 

frequently in jail (17 percent of individuals) with hepatitis the most common at 9 percent. We also know 

from the jail health data (not available in the Medicaid claims) that 9 percent of individuals self-report 

experiencing chronic pain. At the time of health assessment, wounds are reported less frequently in jail 

(14 percent) than in Medicaid data (41 percent), but this snapshot in time may not be representative of 

any injuries people may sustain during their jail stay. 
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TABLE 8 

Physical Health Diagnoses before Enrollment in the SIB Evaluation, as Documented  

in Jail Health Records  

 Number (n) Share (n/N) 

Individuals with a jail stay longer than 14 days (N) 307  

Any physical health diagnosis 251 82% 
Asthma/COPD 12 4% 
Cardiovascular issues 52 17% 
Chronic pain 27 9% 
Connective tissue disorders (including lupus) 33 11% 
Diabetes 6 2% 
Osteoarthritis 14 5% 
Seizure disorder 20 7% 

Communicable diseases 52 17% 
Hepatitis 29 9% 
HIV 7 2% 
Other STDs  23 7% 
Any injuries 44 14% 

Co-occurring behavioral and physical health diagnosis 232 76% 

Source: Denver Sheriff Department health records from 2014 to 2017 for individuals who had a jail stay longer than 14 days in 

the two years before randomization in our sample.  

Notes: COPD = chronic obstructive pulmonary disease; SIB = Social Impact Bond; STD = sexually transmitted disease. 

Information about other injuries besides wounds (burns, frostbite, poison, other) is not available in the jail health records. 

TABLE 9 

Physical Health Diagnoses between Medicaid Claims and Jail Health Records 

 

Diagnosis in 
both data 

sources 
Diagnosis in 

jail only  
Diagnosis in 

Medicaid only 

Any physical health diagnosis 17% 59% 8% 
Cardiovascular issues 1% 16% 3% 
Connective tissue disorders (including lupus) 0% 10% 0% 
COPD/asthma 0% 3% 4% 
Diabetes 1% 1% 4% 
Osteoarthritis 0% 4% 3% 
Seizure disorder 1% 5% 2% 
Communicable diseases 1% 13% 1% 
Injuries 2% 6% 19% 

Co-occurring behavioral and physical health diagnosis 6% 64% 4% 

Source: Colorado Access and Denver Health and Hospital Authority Medicaid claims and Denver Sheriff Department health 

records from 2015 to 2017.  

Notes: COPD = chronic obstructive pulmonary disease. The sample includes 170 people who were in both datasets and who have 

a jail stay longer than 14 days in the year before randomization.  

  



H E A L T H  A N D  H E A L T H  C A R E  W H I L E  E X P E R I E N C I N G  H O M E L E S S N E S S  A N D  I N C A R C E R A T I O N  1 5   
 

Health Care Services  
In this section, we examine the types and frequency of health services the SIB population received in 

the community and while in jail. Health care membership, service utilization, and costs are also affected 

by policies governing Medicaid and services in jail, and we examine those systems-level factors in the 

next section. 

Health Care in the Community 

On January 1, 2014, Colorado expanded Medicaid to a larger and more diverse group of people, making 

the SIB’s target population nearly everyone eligible for health care coverage through Medicaid, called 

Health First Colorado. At that time, and over the period covered by the data for this report, physical and 

behavioral health services were managed separately. Behavioral health services were managed by five 

behavioral health organizations across the state. Colorado Access covered the Denver metropolitan 

area and some surrounding counties. Given their geographic coverage, individuals in the SIB were most 

likely to be Colorado Access members for behavioral health care, though some could have been 

members with other organizations covering some of the other surrounding counties (appendix C).7 

Sixty-nine percent of all individuals enrolled in the SIB evaluation in 2016 and 2017 had behavioral 

health coverage through Medicaid as members of Colorado Access in the year before enrollment.  

Physical health services were managed by a network of five Regional Care Collaborative 

Organizations in Colorado. Colorado Access covered the city and county of Denver, as well as the 

counties directly east and south of Denver. And a significant share of the SIB’s target population had a 

medical health plan directly through Denver Health and Hospital Authority. This report draws from 

both data sources, so the care described below could be for physical or behavioral health reasons. 

Seventy-six percent of all individuals (549) had at least behavioral or physical health coverage in the 

year before enrollment, and we use this sample to describe service utilization.  

Utilization and Services 

Office-based care. The most common type of service in the year before enrollment in the SIB evaluation 

was office-based care; nearly 70 percent of our sample had at least one visit in the year before 

randomization (table 10). Study participants who received this type of care had an average of 17 office-

based care visits over the year. Office-based care can include screening, assessment and diagnosis, 
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psychotherapy, medicine management, and case management. Half of all people had a visit related to a 

primary diagnosis of SUD, and one-fifth had a visit related to a primary psychiatric diagnosis. 

Hospitalizations, emergency department visits, and ambulance use. In the year before SIB 

enrollment, approximately half this population visited the emergency department, nearly 40 percent 

rode in an ambulance, and 16 percent were hospitalized (table 10). Of those with any emergency 

department usage, the average number of visits that year was 7.5. One-third of individuals had a visit 

defined as “preventable” by the Agency for Healthcare Research and Quality,8 meaning they were for a 

principal diagnosis related to mental health, alcohol, substance use, dental conditions, or asthma (ages 

18 to 39). These represent emergency department visits for conditions that are preventable or 

treatable with appropriate primary care.  

Detoxification services. Understanding detoxification services is difficult because it is not fully 

captured by Medicaid claims since it is frequently funded by several state and local sources, as we 

discuss in the next section on systems-level barriers to care. From what we can see in the Medicaid data 

we have, many of the services related to short-term or city-funded detoxification are for frequent SUD 

diagnostic and treatment planning services (table 10).  

TABLE 10 

Type and Frequency of Care Received While in the Community in the Year before SIB Enrollment 

 Number (n) Share (n/N) 
Mean instances among those 

receiving care 

Any Medicaid coverage (N) 549   

Office-based care visit 377 69% 17.1 
Primary SUD diagnosis 277 50% 18.3 
Primary psychiatric diagnosis 111 20% 7.2 
Other diagnosis 210 38% 3.4 

Emergency department visit 287 52% 7.5 
Preventable visit 164 30% 6.5 

Hospitalization 90 16% 16.4 
Primary SUD diagnosis 29 5% 7.6 
Primary psychiatric diagnosis 21 4% 32.3 
Other diagnosis 79 14% 8.9 

Ambulance 213 39% 5.2 

Other type of care 279 51% 9.3 

Prescribed medication 323 59% 8.1 

Source: Colorado Access and Denver Health and Hospital Authority physical health Medicaid claims from 2015 to 2017.  

Notes: SIB = Social Impact Bond; SUD = substance use disorder. Our sample includes anyone who has either physical or 

behavioral health coverage at any point in the year before randomization (549). 
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For many types of services, average utilization is higher than median utilization, indicating some 

individuals in the target population receive frequent services while others receive few (appendix B). 

This could be for various reasons, including ability to access services and the fact that people often 

experience cycles of high and low service utilization when managing illness and health crises.  

Health Care in Jail 

The type and amount of health care a person receives while in the Denver jail system depends on their 

length of stay, their diagnoses upon entry, and any emergent conditions during their incarceration. Each 

person receives an intake screening following booking to gather a basic medical history, and more in-

depth physical and mental health assessments are conducted for people who are incarcerated for at 

least two weeks. Any person who screens positively for mental health concerns also receives a mental 

health assessment, which evaluates their past psychiatric history (including emotional trauma, suicidal 

intentions, and suicide attempts) and substance use. 

In general, health care in jail results either from follow-up after the intake process or when a person 

requests medical attention. For example, a person flagged for mental health concerns would be seen by 

a psychiatric provider, who would develop a treatment plan for their care if necessary. People can also 

request care by filling out a request form, or “kite,” to detail their medical complaint or request. Kites 

are routinely triaged, and people are seen by nurses (for a $7 fee deducted from the person’s jail 

account) who will initiate further referrals and treatment as needed. 

Many health services are available on site in Denver’s jails, including nursing and dental services. As 

of December 2018, Denver Health employed 174 health care professionals dedicated to correctional 

care in Denver jails, including 3 physicians, 3 physician assistants, 6 nurse practitioners, 54 registered 

nurses, 17 licensed practical nurses, and other health care technicians, administrative workers, social 

workers, psychologists, and intermittent employees. When a person’s need cannot be met on site, 

outpatient and inpatient services are accessible at outside hospitals, primarily through Denver Health’s 

Correctional Care Medical Facility. In the case of medical emergencies, people are transported to an 

outside emergency department for care, by ambulance if necessary.  
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Utilization and Services  

In the following section, we examine the specific health care services received in jail among the 307 

individuals in our sample of jail health records who spent time in jail in the two years before enrollment 

in the SIB. 

Health screenings. Health screenings in jail are important for the health and well-being of the 

individual, the safety of other staff and individuals in jail, and decisions made about the person’s care 

both while in custody and after release. The National Commission on Correctional Health Care, a 

voluntary accrediting body, requires jails to conduct health screenings within 14 days of booking.9 

Denver Health has a policy that any person who has a jail stay of at least 14 days receives a full health 

assessment, including a physical and mental health screening. The data show this policy was 

successfully implemented for the SIB population; of the 307 individuals in our jail sample, 289 (94 

percent) had a health assessment.  

Infirmary and psychiatric care. Standards also exist for the timeliness of health care that should be 

provided in jail, whether medical, dental, or mental health care. The data we analyzed illustrated both 

high levels of need and frequent services for individuals in jail within the SIB population (table 11). In 

jail, medical care was initiated for 90 percent of the individuals in our jail health records sample in the 

two years before enrollment in the SIB. Individuals can receive care for illness or injuries, as well as 

dental visits and other checks. 

Mental health care in jail is provided in several ways, including psychiatric intake and follow-up, 

psychiatric groups, and other mental health care, usually indicating a nurse visit or provider other than a 

psychiatrist. Fifty-five percent of our sample received mental health care in jail, and 10 percent 

participated in psychiatric groups, attending an average of 3.64 sessions per 30 days spent in jail. 

Individuals with greater treatment needs are placed into specific groups and follow an hourly schedule 

that includes daily medication time and classes. These classes can include healthy relationships, stress 

management, recovery programs, and parenting classes (depending on what is relevant to the person’s 

needs) and may be led by a doctor or other professional.  

Medications and withdrawal protocols. Medication data from the jail health records included 

prescription and over-the-counter medication. Eighty-five percent were ordered medication during jail 

stays in the two years before enrollment in the SIB (table 11). These individuals were prescribed an 

average of 1.52 unique medications per 30 days in jail (this does not specify the frequency of medication 

receipt, which could have ranged from one time to multiple times per day). Psychiatric medications 

were prescribed to 65 percent of our sample, the most common category of medications (table 11).  
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Substance use withdrawal protocols were also commonly initiated for individuals in jail—for 

example, 41 percent of our sample started on the alcohol withdrawal protocol at least once (table 11). 

We categorized medications by their primary use, which explains why the number of substance use–

related medications appears low. Although many more people were prescribed medications to deal with 

the symptoms of withdrawal (such as for headaches or nausea, which would have been classified as 

“other medications”), only about 3 percent were prescribed medications, such as methadone, to treat 

the substance use itself. 

Emergency care and hospitalizations. People with health needs beyond what could be provided 

within jail could be seen at other facilities, primarily the Correctional Care Medical Facility at Denver 

Health, which offers inpatient and outpatient care for contracted correctional jurisdictions. This facility 

offers a variety of care, including an eye clinic; an ear, nose, and throat clinic; an obstetrics and 

gynecology clinic; and a neurology clinic. Severe cases may require an ambulance trip to an emergency 

department. One quarter of individuals required some type of hospital-based care in the two years 

before enrollment in the SIB (table 11), most commonly for some type of office care (17 percent) but 

also for emergency department visits (14 percent) and other hospital care (4 percent).  
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TABLE 11 

Type and Frequency of Care Received While in Jail in Two Years before SIB Enrollment 

 
Number 

(n) 
Share 
(n/N) 

Mean encounters 
among those receiving 
care per 30 days in jail 

Individuals with a jail stay longer than 14 days (N) 307   

Any jail-based care initiated or followed up 275 90% 0.9 
Infirmary care 240 78% 1.4 
Psychiatric care 169 55% 0.9 
Group care 30 10% 3.6 

Substance use withdrawal protocol initiated 137 45% 0.9 
Alcohol withdrawal protocol initiated 126 41% 0.9 
Benzodiazepine withdrawal protocol initiated 6 2% 0.3 
Opiate withdrawal protocol initiated 25 8% 0.6 

Other care 76 25% 0.4 
Ambulance usage 27 9% 0.4 
Emergency department care 42 14% 0.3 
Other hospital care 13 4% 0.2 
Other office care 51 17% 0.3 

Any medications ordered  262 85% 1.5 
Psychiatric medications  199 65% 0.6 
Substance use medications 10 3% 0.2 
Other medications 235 77% 1.2 

Source: Denver Sheriff Department health records from 2014 to 2017 for people who had a jail stay longer than 14 days in the 

two years before randomization in our sample.  

Notes: SIB = Social Impact Bond. Mean encounters is calculated among those who had each specific type of care, not among the 

full sample. Medications were included if they were ordered by a medical professional. Medication refusals were not always 

consistently documented, so we did not subtract them from the calculation. 

Health Care Is Provided More Frequently in Jail Than in 

the Community to Individuals in the Study Population 

Both the Medicaid and jail health records clearly demonstrate the high health care needs of this 

population. Most are diagnosed with a substance use or mental health condition, and many are 

diagnosed with both. The health care available to individuals before enrollment in the SIB was 

inadequate compared with the need in both jail and the community. But we do see that people are more 

likely to both be diagnosed and receive treatment while in jail (table 12). More than 80 percent of 

individuals with a behavioral health diagnosis received infirmary care and prescription medication while 

in jail, and significant numbers receive psychiatric care and withdrawal services as well.  
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TABLE 12 

Care Received in Jail for Individuals Diagnosed in Jail 

 Any substance use diagnosis in jail Any mental health diagnosis in jail 

Sample (N) 231 172 
Infirmary care 84% 86% 
Psychiatric care 61% 83% 
SUD withdrawal protocol 55% 42% 
Other hospital care 28% 30% 
Prescribed medication 90% 95% 

Source: Colorado Access and Denver Health and Hospital Authority physical health Medicaid claims from 2015 to 2017.  

Notes: SUD = substance use disorder. This sample includes individuals diagnosed in jail at any point in the two years before 

randomization. The Medicaid data include any services received at any point in the year before randomization through Colorado 

Access or Denver Health and Hospital Authority. This table shows care received in jail in the two years before randomization. 

Only about half of those with substance use and mental health diagnoses in jail received health care 

services in the community in the year before enrollment in the SIB (table 13). Frequently, this care was 

received through a hospital or emergency department visit. Of the 172 individuals diagnosed with a 

mental health condition in jail, about half as many (74 people) were prescribed medication in the 

community compared with those who were prescribed medication in jail (141 people).  

TABLE 13 

Care Received in the Community for Individuals Diagnosed in Jail 

 Any substance use diagnosis in jail Any mental health diagnosis in jail 

Sample (N) 231 172 
Any care 52% 49% 
Office-based care 42% 23% 
Hospital/ED visit 36% 40% 
Prescribed medication 42% 43% 

Source: Colorado Access and Denver Health and Hospital Authority physical health Medicaid claims from 2015 to 2017.  

Notes: ED = emergency department. This sample includes individuals diagnosed in jail at any point in the two years before 

randomization. The Medicaid data include any services received at any point in the year before randomization through Colorado 

Access or Denver Health and Hospital Authority.  
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Challenges to Continuity of Care 

from Jail to the Community  
To understand the health of and health care services accessed by people cycling through jail and 

homelessness, it is important to look not only system by system but at how health care is coordinated 

across systems at the intersection of health, homelessness, and criminal justice. We interviewed people 

working at the system level—in hospitals, homeless service organizations, health centers and clinics, 

managed care organizations, courts and jails, and city offices—to provide health care services for the 

SIB’s target population to better understand some of these coordination issues. Our interviews 

confirmed that the realities of incarceration and homelessness present unique challenges to 

coordination of health services, which can exacerbate health conditions. In this section, we discuss 

those challenges. 

Coordination and Interruption of Medicaid  

In 2014, Colorado expanded Medicaid coverage through the Affordable Care Act. As of 2018, more 

than 400,000 Coloradans were covered through Medicaid expansion.10 Before the Affordable Care Act, 

nonelderly adults without dependent children were generally excluded from coverage, but the 

expansion extended eligibility to nearly all low-income adults, which created new opportunities to 

increase insurance rates, especially among people experiencing cycles of homelessness and 

incarceration. Those working to provide health care to this population see Medicaid expansion as one of 

the most important components of better care and health, though coverage can vary for several reasons 

(e.g., by county, diagnosis, or medication).  

Because Medicaid expansion created such an opportunity to increase care for the target 

population, care providers have worked to make enrollment as efficient as possible, including for people 

being released from jail. Some providers we interviewed have enrollment specialists who assist people 

with the application and can get approval the same day. Other times, people need to apply at the county 

human services department, which can take longer. One provider reported, “If it’s Medicaid only, I could 

refer them pretty easily to get that handled quickly. But if it’s something that’s a little bit messy, 

anything that works through the county is going take a long time.” Because the county is involved, the 

application and approval process requires more assistance when a person also qualifies for disability or 

has reached Medicare eligibility age. For those who are eligible, coverage should be effective on the 
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date of the application (though providers reported mixed experiences with that), which can lead to 

delays in approvals for and access to care, especially prescription medications.  

Because of the federal Medicaid Inmate Exclusion Policy, the City and County of Denver cover all 

medical costs for people incarcerated in jails run by the Denver Sheriff Department, unless they are 

admitted to an inpatient unit at a hospital for more than 24 hours, in which case Medicaid covers the 

inpatient cost. Under this federal policy, the Colorado Department of Health Care Policy and Financing 

(HCPF) implements state policies and procedures to manage Medicaid eligibility for people who spend 

time in jail. In 2008, the Colorado state legislature passed SB 08-006,11 which requires the HCPF to 

suspend Medicaid eligibility for people who become incarcerated. HCPF guidance on this policy 

includes procedures for suspending eligibility for shorter jail stays rather than terminating eligibility, 

which could reduce barriers to continuing coverage after release from incarceration. A memo from the 

HCPF explained how this policy should work based on a person’s length of incarceration.12 Any person 

who is incarcerated for less than one calendar month should remain eligible and have no change in 

status. People who spend more than a full calendar month in jail should also remain eligible, but their 

status should be changed to suspended while they remain in jail. If they are released within 12 months, 

their Medicaid eligibility should be restored upon release if the appropriate county department is 

informed of the person’s release. The policy memo states that Medicaid eligibility should be terminated 

only after a person is in jail for 12 full, consecutive calendar months. Upon release, the person should 

file a new application and would require a redetermination of eligibility for their current circumstances.  

Based on our interviews, the suspension policy has had variable implementation over the past few 

years, and providers on the ground have a mixed understanding and experience of how Medicaid 

eligibility is affected for people who spend different lengths of time in jail. In general, providers agreed 

that people who spend less than a month in jail, as many in the target population do for any one jail stay, 

should not experience a break in Medicaid eligibility and coverage, though some providers understand 

it as a temporary suspension, and some report the eligibility status remains unchanged, either on 

purpose or because the jail stay was never reported to the correct agency. For people who spend more 

than a month in jail, providers also understood that their Medicaid eligibility would be suspended, but 

they had different experiences of how consistently and quickly their eligibility status was reinstated 

after release, which can cause confusion and lags in approval or payment for services. One provider 

explained, “Whether it’s active or not active, suspended, not suspended, whatever the term is. Does 

someone really have an active Medicaid benefit the day that they leave the jail, so if they need to go see 

a provider, or most importantly, pick up a prescription, Medicaid can be billed for that? I do hear that 

that [delay] still continues to happen and that [eligibility] doesn’t get turned on right away, even though 
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technically, it should be.” Another provider said the suspension policy had been implemented more 

effectively in the past year. Although this sample is spending time in jail (table 3), very few stay more 

than a year, so the impact of incarceration on their membership should be minimal. As providers 

reported, though, jail stays can create confusion around eligibility status and delays in approvals and 

access to care, even if coverage looks continuous in historical data. Gaps in coverage could be caused by 

reasons other than incarceration, such as a change in circumstances that affects eligibility.  

Homelessness and Housing 

Our analysis focuses on the policies and procedures that create gaps in and barriers to health care for 

people who experience homelessness and incarceration. But as we heard in our interviews with 

providers, another important barrier to highlight is the systematic stigma and emotional trauma this 

population commonly experiences. One provider explained that emotional trauma can impede people’s 

ability to access care: “People who have trauma histories are not going to seek out services in a place 

they don’t know. Because of their trauma history and their experience in new places and not knowing if 

they’re safe, who’s in there, what might be expected of them—all of those things. They don’t have the 

ability to mitigate all of that. So, [providers] give them a [service] referral, but they’re not going.”  

The health system is not set up to serve this vulnerable segment of the population. From online 

appointment systems, transportation challenges, background checks for assisted-living facilities, 

copays, limited Medicaid caseloads per provider, and strict policies on missed appointments, people in a 

cycle of homelessness and incarceration face barriers at every turn. Even if a person makes it to an 

appointment, stigma creates an uncomfortable environment for them and may affect the quality of care 

they are given. One provider explained, “Even though they’ve been to the emergency room, they’ve 

been to jail, and they’ve been to detox multiple times, it doesn’t mean that anybody actually did a 

physical, any labs, or really did a good physical exam with them. In fact, the reverse is true. They were 

not looked at [as though] their complaint [might be] physical in nature. It was ‘they’re an alcoholic. They 

come in here all the time. They’re drunk. They’re high.’ And that’s what the [medical] records say.” 

Hospital discharge practices are also problematic, when people are released to the street in the middle 

of the night in winter while still struggling to recover from pneumonia, for example. 

Though not widely considered a health service or covered by health insurance, the health providers 

we talked with repeatedly affirmed that housing is a form of health care. Whether permanent housing, 

skilled nursing or assisted-living facilities, or respite care for people transitioning out of the hospital, the 

housing options available to the target population are inadequate. Our quantitative analysis revealed 
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the most common reason for initial medical care in jail was injuries, including wounds, fractures, and 

burns. Although some of these injuries may be sustained while in jail, the literature documents injuries 

as a common risk of street homelessness (O’Connell 2005). Those providing care for this population 

identified the lack of housing as one of the main reasons such injuries are hard to treat, leading to more 

severe and longer-term conditions. One care provider we interviewed explained, “Like an injury, a 

wound, if they have no safe place to go and keep that clean and dry,… we see they have more 

amputations because they just don’t have a safe place to be taken care of.” Another provider explained, 

“For me, we see a lot of wounds,…whether it’s a fall or an infection or something, that those are so much 

harder to heal in that homeless population because of access to clean water, access to clean places to 

change dressings. A dressing that withstands the cold is a lot harder than a dressing that just withstands 

the inside of a house.”  

Substance Use Disorder and Dual Diagnosis Treatment 

As with so much of the social safety net, those we interviewed explained that the availability of health 

services for people experiencing homelessness in Denver cannot meet the demand and the seriousness 

of their health conditions. Most notably, our quantitative analysis illustrated that the overwhelming 

majority of the target population has a primary SUD diagnosis—67 percent of our Medicaid sample and 

75 percent of our jail health records sample. Yet SUD treatment, including inpatient and outpatient 

medical detoxification, is limited and often not covered by Medicaid. In Colorado, as in many other 

states, Medicaid does not cover inpatient SUD treatment. People who have dual Medicare and 

Medicaid have particular challenges because Medicare does not cover outpatient SUD treatment, so 

Medicaid will not cover outpatient services for those people either, as secondary insurance. Because 

SUD services are so poorly reimbursed, they are severely limited in the Denver community. Arapahoe 

House, Colorado’s largest SUD treatment provider, closed all services at the start of 2018 because of 

long-term financial losses and low government payments.13 The remaining treatment providers have 

long waiting lists or offer only outpatient care, which cannot meet everyone’s needs. In this population, 

SUD and mental health diagnoses often go hand in hand, though services for dual diagnoses are not as 

common. The providers we interviewed explained that inpatient psychiatric services are effectively 

unavailable for the target population. For people who are suicidal or homicidal, providers are required 

to write a 72-hour psychiatric hold to place the client in involuntary inpatient psychiatric care. 

Providers reported that even with this process, no inpatient beds are available in Denver when 

hospitals are at capacity or understaffed. Providers said it is common for these clients, who are in crisis, 

to be released shortly after being transported. Interviewees explained that they often are not held for 
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the full 72 hours, sometimes not at all, and are released without any referrals or a follow-up plan. This 

reality provides important context for the low number of hospitalizations we see reported in Colorado 

Access Medicaid claims for primary psychiatric and SUD diagnoses.  

Uncompensated Care  

Low compensation rates are a significant barrier for health care providers serving people cycling 

between homelessness and jail. Providers may access other types of funding, such as disproportionate 

share hospital payments or state block grants,14 but the true cost of serving this population is high 

compared with paid claims. Overall, this difference is the result of trying to serve a high-need, 

chronically ill population within the Medicaid reimbursement mechanism. This population often 

requires the types of services that are more likely to be denied because the service is not a covered 

benefit, such as SUD treatment. Claims may also be denied because the person has reached a limit for 

their plan. For example, Colorado limits certain types of providers, such as Federally Qualified Health  

Centers, to one service per modality (e.g., dental, medical, or behavioral health) per day for a person, 

when this population often requires multiple behavioral health services in a day they are seen by a 

provider. Denials can also happen because the incorrect diagnostic codes were used (which is especially 

challenging when dual diagnoses are common and one may be covered but the other is not), the service 

was provided by an ineligible provider (e.g., a registered nurse instead of a nurse practitioner) or out-of-

county provider, or the service required more time than is allowed. The providers we interviewed serve 

chronically homeless people who may not have accessed primary care services in a long time and have 

undiagnosed and untreated chronic health conditions. A new-patient visit in that scenario takes longer 

than a new-patient visit in a more typical population. One provider explained, “[The visit] could take an 

hour and a half. You can’t bill correctly for those [visits]. You have a chronically homeless population and 

trying to get them into primary care services, it’s hard to cover the cost under a normal reimbursement 

mechanism.”  

Compensation was further complicated by the Medicaid system in Colorado before summer 2018, 

when physical and behavioral health services were managed separately, meaning people were members 

with different organizations for each line of service. Beginning in summer 2018, though, Colorado 

Medicaid joined physical and behavioral health services under one accountable entity in each region of 

the state. The goal of this change is to strengthen coordination of services, which, in addition to better 

care and health for Medicaid members, may also reduce some of the barriers to compensation for 

providers, though it is too soon to tell.  
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Release from Jail 

The providers we interviewed identified release from jail as one of the most problematic moments for 

continuity of care, both a danger to people and a missed opportunity for ongoing services. Even though 

the jails in Denver provide discharge planning to connect people to resources, restart benefits, and 

schedule follow-up care, providers explained that the release process has serious challenges and 

consequences for a person’s well-being. For instance, release typically happens between midnight and 

8:00 a.m. One provider explained, “They’re ordered to be held in custody until [a certain date] and that 

date starts at midnight. And then they’ll be homeless. They have nowhere to go. And God forbid they got 

arrested in July and they got out in December. They don’t have winter clothes or blankets, or if they did, 

they’ve all been stolen by now.” Release puts a person at risk, and previous research has documented 

the link between release from a correctional facility and hospitalization. According to a retrospective 

matched cohort study (Wang, Wang, and Krumholz 2013), “about 1 in 70 former inmates are 

hospitalized for an acute condition within 7 days of release, and 1 in 12 by 90 days, a rate much higher 

than in the general population.” 

The release process is disappointing to providers in large part because of the array of services that 

begin in jail and the abrupt end to those services upon release before treatment may be complete. One 

provider explained, “Jail is definitely a time when people can get sober but not get treatment to stay 

sober. There’s not that substance use treatment necessarily, so then they get back out on the streets. 

They were sober, but they didn’t necessarily learn the skills or the behavioral aspect of how to stay that 

[way]—or that that wasn’t their choice. They were put in there without having the will to not use. Then 

all of a sudden they’re less tolerant, so then they can use and overdose a lot easier. That will lead to a 

hospital visit.” Another provider highlighted the missed opportunity to continue care “because if 

someone’s been treated and medicated and relatively stable and then you turn them loose and don’t 

give them any medication, how are you expecting them to stay within the bounds of—it’s a short-

sighted, bite-off-your-nose-to-spite-your-face approach.” 

Prescription Medication  

As a policy, people are released from jail in Denver with a 30-day supply of necessary medications, 

though in practice, this does not always meet the need for continued care. One provider explained, 

“They don’t always have an appointment ready…. Say they’re getting a 30-day supply; they actually 

need to have that appointment before that 30 days is up. If they can’t get into [a provider] for six weeks, 



 2 8  H E A L T H  A N D  H E A L T H  C A R E  W H I L E  E X P E R I E N C I N G  H O M E L E S S N E S S  A N D  I N C A R C E R A T I O N  
 

then they’re going to run out of meds, before they can get in to a prescriber.” Another provider 

emphasized, “What we know now about starting and stopping most of the medications is that each time 

somebody gets stabilized on medications, and then they stop taking the medications, when we start 

again, they don’t quite get as stable this time as they were before…. And each time that happens, they 

lose a little bit of ground, in terms of coming back up to the level of functioning at which they were 

before they stopped the meds. So each time they stop and get off the meds and get restarted, they lose 

some ground in terms of their level of functioning.” The difficulty in finding a provider can be 

exacerbated for people who are on parole. Parolees must use providers on the Colorado Department of 

Correction’s approved treatment provider list for mental and substance use disorders. According to the 

providers we interviewed, the approved list cannot keep up with the need for services.  

Even if a person has a timely appointment, a provider in the community may prescribe a different 

medication than what was given in jail because of the different medication formularies used by 

Medicaid and the jail. One provider explained, “[The jail] formularies are so different that the choices for 

treating [an individual’s] mental health are quite different than what we have out here [in the 

community].” The changing of prescriptions and the cycle of going on and off psychiatric medications 

can worsen behavioral health symptoms for some people. 

Care Coordination 

Acknowledging the challenging transition from jail to the community, the providers we’ve discussed 

often employ care coordinators whose job is to support continuity of care and to connect people 

experiencing homelessness and incarceration to resources, services, and programs to help meet their 

health care needs. In Denver, these coordinators are employed by different types of organizations and 

agencies and include such positions as Medicaid enrollment specialists, behavioral health navigators, 

parole and probation officers, certified addiction counselors, case managers, and peer navigators. For 

example, parole officers check to make sure recently released people have their prescriptions; if not, 

the officer can contact the medical provider in the jail. There are even social workers to serve as care 

coordinators in the Denver Public Library. They receive questions about housing, how to access mental 

health services, and how to get into detoxification programs, among others. Despite this effort for 

coordination, providers agree continuity of care is still challenging in practice. One provider explained, 

“I see a lot of care managers involved, but they’re not communicating with each other. There might be 

more than enough people to help assist a person, but if they’re not talking to each other [it won’t work].” 

Another provider described a lack of integrated systems as a barrier: “As a social worker, I…try to help 
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with all that coordinating, but it just gets messy because [there are] overlapping, separate systems that 

are all very private and don’t like to share data and information.” As with many high-need and 

vulnerable populations, integration of services and collaboration across systems remains a barrier to 

continuity of health care for people experiencing homelessness and incarceration. 
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In Search of a Healthier Solution 
In 1976, a US Supreme Court case established a constitutional mandate for any government running a 

jail (or prison) to provide health care for incarcerated people.15 Rising incarceration rates have made 

jails a significant, even if inadvertent, health care provider for a vulnerable, high-need population, 

including people caught in a cycle of homelessness and incarceration. But the provision of care in jail 

varies greatly from initial health screening to follow-up treatment, and most jails fail to provide the care 

needed for incarcerated people (Wilper et al. 2009). Because we know so little about how health care is 

provided in jail, the purpose of this report was to build the evidence base by examining health care 

services in Denver jails and how they are coordinated with services covered by Medicaid as people 

cycle between jail and the community absent a targeted intervention such as the SIB initiative. 

Unlike prior national research that has highlighted the deficiency of health care in many jails 

(Hautala 2015; Pew Charitable Trusts 2018; Teplin 1990; Wilper et al. 2009), the story may be different 

in Denver. Although the population we targeted is very high need, our initial analysis revealed that the 

care they receive in jail, from screening to prescriptions to emergency care, meets several quality 

standards put forward by accrediting bodies such as the National Commission on Correctional Health 

Care. Such standards of care are critical to people’s well-being while they are in jail but comes at a high 

price to Denver’s taxpayers. The county pays for all health services provided in jail, so incarcerating a 

chronically ill, high-need population comes at a greater cost than a more general jail population would. 

Finding what works to safely release these individuals to high-quality care in the community could go a 

long way toward both preventing their return to jail and reducing the costs of care in jail.  

Our analysis shows that when people who have been incarcerated are released to the community, 

those covered by Medicaid are accessing office-based care and, sometimes, emergency care. In practice, 

however, they experience several challenges to continuing the care they may have begun in jail or 

accessing the care they need most, such as treatment for substance use disorders, which is the most 

common diagnosis, but treatment is frequently denied or unavailable. Medicaid pays a portion of the bill 

(paid by the federal government for those who qualified in the expansion), but the true cost of care 

remains expensive for taxpayers because of low reimbursement rates and uncompensated care that 

shifts the cost burden back on other local systems and funding sources. Usual care in the community can 

interrupt care that began in jail, is often difficult to access for people experiencing homelessness, and 

may come up short in meeting the needs of the population, all contributing to the continuing cycle of 

homelessness and incarceration. To understand more about how usual care in the community affects 

the health of this population, our next report will look at the specific types of outpatient office-based 
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care provided in the community, especially SUD services, and the most common Medicaid denial codes 

for uncompensated care. Supportive housing provides an opportunity to address the needs of this 

population.  
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Appendix A. Methods  

Colorado Access and Denver Health and Hospital 

Authority Medicaid Data 

We used participant-level Colorado Access and Denver Health and Hospital Authority Medicaid claims 

and eligibility data from the SIB to conduct our analysis on the health care utilization of study 

participants. We observed 549 people with claims during the 12-month period before randomization 

and enrollment in the SIB evaluation. Using unique dates of service, we produced estimates of visits 

occurring in the year before the participant’s randomization date. To construct the table showing the 

health diagnoses of participants, we used relevant ICD-9 (International Classification of Diseases, ninth 

revision) and ICD-10 diagnosis codes on the claims data file. We referenced the recorded place of 

service on the claims data to differentiate between office visits, emergency department visits, and 

hospitalizations.  

Denver Health Jail Records Extraction 

Individuals’ health information during their incarceration in the Denver jail system are kept in paper 

records and are not digitized. The City of Denver owns the records, and Denver Health manages them, 

so we signed a memorandum of understanding with both entities to gain access to the information. The 

agreement stipulated that we would not receive any personally identifying information about the 

individuals involved in the study. Next, we worked with Denver Health staff to learn about their records 

system. Denver Health uses more than 100 possible medical forms to record basic intake assessments, 

instruct technicians on standardized treatment plans, monitor medical conditions and medication 

prescriptions, and document emergency responses. We worked to understand which forms were the 

most frequently or routinely filled out, how often they might be filled out and by whom, and what level 

of care is signified in particular forms (i.e., is it basic care provided by a technician or complex care 

requiring a physician or other professional?).  

We could not feasibly expect to collect all available information because of the length of the 

records and number of different forms, so we narrowed our focus. We looked for forms that describe 

medical conditions upon entry to jail and forms that describe the care people received while in jail, 
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including for physical and mental health conditions, medications receipt, withdrawal treatment, and 

care (emergency and nonemergency) referred outside of Denver Health. After we completed our 

review of the forms, we created corresponding data entry forms in Qualtrics, a secure platform. We 

designed the data entry process in Qualtrics to mirror what was in the paper records as closely as 

possible. The system is organized into four parts, as the medical charts are, and there are links for each 

form from which we are collecting information. See table A.1 for the list of forms we collected and 

corresponding data available from each as used in this report. 

TABLE A.1 

Health Records Abstracted 

Name of form Fields collected 

Alcohol Withdrawal 
Assessment Record 

Primary beverage; Duration & average daily use; Date of last drink; Date; Start protocol 

Alcohol Withdrawal 
MAR 

Date of first order; Number of Tranxene and/or Vistaril prescriptions  

Assessments Assessment filled out: Abdominal pain, Allergic rhinitis/seasonal allergies, Asthma/COPD, 
Back pain, Chest pain, Colds/URI, Conjunctivitis, Constipation, Diarrhea, Gout, Headache, 
Human/animal bite, Insect bite, Sore throat/Strep, STD; For each form: diagnosis and date of 
assessment  

Benzodiazepine 
Withdrawal 
Assessment Record 

Primary benzo; Duration & average daily use; Date of last use; Date; Start protocol 

Consultation & 
Referral Record 

Referred to: DHMC ER, DHMC Radiology, CCMF Admission, Clinic, Other; Date; 
Transportation: Bus, Scout car, Ambucab, Emergency ambulance, Non-emergency 
ambulance, Contract ambulance; Reason for referral 

Dental Assessment Current dental status: X-ray needed; Hard tissue; Soft tissue; Gingival; Date  

Emergency 
Response 
Flowsheet 

Emergency type: Seizure, Syncope, Suicide attempt, Chest pain, Code blue, Other; 
Ambulance called: Emergent, Non-emergent; Date 

Group Participation Month; Year; Group participation: Name, Days in month attended 

Health Assessment Date; Current complaints; Chronic diseases: Anxiety, Arthritis, Chronic pain, Depression, 
Hepatitis C, Hypertension, Mental health, Psychiatric disorder, Prior injury, PTSD, 
Schizophrenia, Seizures, Traumatic brain injury, Other; Medications; Risk Factors: Smoking 
(<1 ppd, >1 ppd, # years), Substance use (Alcohol, Heroin, Cocaine/crack, 
Methamphetamines, Marijuana, Other); Record review; Review of systems; Physical exam; 
Females only: Birth control; STD history  

Internal Emergency 
Psychiatric Hold 

Date hold placed; Date hold removed 

Intervention Date of order; Orders 

MAR  Order date; Medication name; Dose; Frequency; First & last date dispensed; Refusals or 
missed medications 

Mental Health 
Assessment 

Date; Diagnosis: Denies/none, Dementia, Delirium, Cognitive D/O NOS, Schizophrenia, 
Schizoaffective D/O, Psychosis D/O NOS, Bipolar D/O, Depression D/O, Mood D/O NOS, 
Panic D/O, OCD, Social phobia, PTSD, GAD, ADHD, Eating D/O, Adjustment D/O, ETOH use 
D/O, Cocaine use D/O, Opiate use D/O, Amphetamine use D/O, Inhalant use D/O, 
ETOH/drug W/D, Borderline PD, Antisocial PD, PD NOS, Intellectual disability, Other; 
Treatment plan: referrals 

Mental Health 
Progress Note 

Date of form; Date for each time seen 
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Name of form Fields collected 

Opiate Withdrawal 
Assessment Record 

Substance; Route; Average daily use; Duration of use; Last used; Date; Start protocol (Y/N); 
Methadone clinic, Dose, Phase  

Opiate Withdrawal 
MAR 

Date; Medications, dose, frequency: Clondine, Vistaril, Zofran, Loperamide 

POR Hospital 
Return Assessment 

Date; Patient is a hospital return from: ED, CCMF clinic, Other; Patient returned from clinic: 
Dental, TB/CXR, Radiology, Ortho, Dialysis, Eye, PT, OT, CCMF, Other; Head trauma 

POR Progress Note Date; Subjective/Objective/Assessment 

Psychiatric 
Provider Follow Up  

Date; Treatment plan & orders: medication; Treatment plan: Housing/code change, 
Initiate/discontinue internal hold, Refer to chaplain, male/female transition unit, substance 
abuse counselor, HAT unit, or medical: routine 

Psychiatric 
Provider Intake 
Encounter 

Date; Treatment plan & medications  

Denver Health hired a part-time records clerk to abstract deidentified health information from the 

records into Qualtrics. Because the information was to be deidentified, we used project-specific 

research IDs also used by Colorado Access to link individual records across the analysis. We trained the 

records clerk and provided them a comprehensive guide that crosswalked the fields on each health 

form we were interested in collecting information from with how the information should be entered 

into our Qualtrics system. The records clerk was given the list of the project-specific research IDs and 

entered their health data for the two years before their randomization date through one year after 

randomization, in order of randomization.  

Data quality is ensured through a system of communication, checks performed monthly using Stata, 

and checks built into Qualtrics. In the beginning, we held weekly calls with the records clerk to talk 

through progress and troubleshoot any difficulties. The frequency of these calls declined over time, but 

a key component of ensuring data quality remains open communication between the research team in 

Washington, DC, and the records clerk and Denver Health team in Colorado. The records clerk also 

sends a weekly list of personal identification numbers completed to be double checked with the back 

end of our Qualtrics system and the project list of personal identification numbers for individuals who 

have been randomized we keep at Urban. Each month, we download all the information recorded in 

Qualtrics and run it through simple data checks using Stata, flagging missing data and inaccurate dates 

(including those that come before the observation period, after the date of data entry, or invalid dates). 

The results of this check are shared back with the records clerk, and a log is kept of all changes made to 

the data. In addition, we built the data entry system in Qualtrics to prompt real-time data checks. At the 

end of most forms, three answers are shown at random and must be confirmed before the form is 

complete. Some checks are more complicated, asking, for example, the total number of times a patient 



A P P E N D I X  A  3 5   
 

was seen, according to that form, or the total number of medications they were prescribed, and which 

medication was listed first on the form. 

It became clear early on that this is a time-intensive effort. One person, for example, had three 

health assessment forms, two mental health assessment forms, one psychiatric provider intake form, 

three refusal-of-advised-medical-care forms, one assessment form for constipation, three psychiatric 

provider follow-up forms, three alcohol withdrawal assessment record forms, one intervention form, 

and three MARs (medical administration records), for a total of 20 total forms. The records clerk was 

averaging around two or three patient files per week. Three months following the beginning of data 

collection, in January 2018, we revised the forms to eliminate unnecessary information and streamline 

the appearance of the forms. In May 2018, we undertook this process again. We had noticed that some 

forms were particularly text-heavy, filled with extensive notes from nurses and doctors, and we used 

the data already collected to develop common categories for treatment and reasons for care. We 

implemented these as drop-down menus, eliminating the need for extensive text entry. With both sets 

of changes, we documented what was done, created a guide for the new data entry system, and worked 

with the records clerk to ensure the rollout occurred smoothly and was consistent across versions of 

the forms. Depending on the size of the chart, the records clerk completed three to five patient files per 

week. 

In this report, we looked at jail health records in the two years before enrollment for the first 307 

individuals enrolled in the SIB evaluation who also had a jail stay of at least 14 days. The data entry for 

this group was completed in early May 2020. We downloaded all the data and used Stata to clean the 

data and produce basic frequencies. We narrowed to the sample used in the report and looked only at 

assessments, services, and medications in the two years before each individual’s randomization date. 

Then, we created code to clean the data in each form, including dates and other necessary information 

to transform the back end of the raw Qualtrics output into a useable dataset. For the forms that had 

been changed through our streamlining process, this also included stitching the data together across 

each iteration of the form.  

Some information might be found in several forms. For example, a diagnosis or history of a mental 

health condition might appear on the health assessment or mental health assessment forms, or for 

mental health care, treatment might be recorded on a mental health progress note or the psychiatric 

provider intake encounter. To avoid either overcounting (because of duplicative information) or 

undercounting (because of taking only the information from one of the possible forms) diagnoses or 

treatments, we both combined information on diagnoses and treatments from all possible sources we 

were aware of and eliminated likely duplicative information or reported having ever received a 
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diagnosis or treatment in the period of interest. To do this, we created standard flags and categories 

across multiple forms and deduplicated similar care that appeared to take place on the same day and 

was reported on more than one form. With this complete dataset, we ran basic frequencies on 

diagnoses and treatments, including medication prescriptions. In some cases, such as comparing rates of 

follow-up psychiatric care to initial flags on the mental health assessment, we went back to the raw data 

or produced more code to further identify specific services or reasons for treatment. 

Key Informant Interviews  

The Evaluation Center at the University of Colorado Denver conducted 17 in-depth, semistructured 

interviews with people who work in health-relevant fields that serve people experiencing 

homelessness. The following organizations were represented in these interviews: Denver Health, 

Denver CARES, Colorado Coalition for the Homeless, Stout Street Health Center, Colorado Access, 

Behavioral Health Court, the Mental Health Center of Denver, Denver’s Road Home, Denver Public 

Library, and Denver Jail. The interviews addressed health conditions, systems, and outcomes for people 

experiencing homelessness, with particular emphasis on common health care needs, access to care, 

barriers to care, continuity of care, and incarceration.  

The interviews lasted between 24 and 63 minutes, with an average length of 47 minutes. 

Interviewees verbally consented to participate in the interviews. All but one of the interviewees (n = 16) 

agreed to be audio recorded; the interviewers took detailed notes during the interview instead. All 

recorded interviews were fully transcribed. 

We used NVivo 11 to analyze the interview data. The analysis was based on a structured coding 

scheme. Coders tested interrater reliability for initial coding. Agreement between coders was at or 

above 75 percent for all codes. Coders discussed and resolved each instance of disagreement. Based on 

this process, we refined the operationalization of codes to increase reliability and validity. The final 

coding scheme included the following coding categorizations: challenges; presenting conditions; 

exacerbated conditions; services: sufficient, insufficient, or unavailable; special health considerations; and 

promising strategies. We then conducted emergent coding within key codes for inclusion in this report. 

These interview data reflect the perspectives of administrators and services providers. These 

perspectives are rich and essential to understanding health-relevant services for homeless populations, 

but they do not represent an objective, systematic view of the service landscape for people 

experiencing homelessness in Denver. These findings instead offer nuanced and informed perspectives 
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on the health of people experiencing homelessness and the strengths and limitations of the current 

health care system. 
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Appendix B. Additional Medicaid  

and Jail Data 
TABLE B.1 

Demographics for All People Enrolled in the SIB, Participants in the Medicaid Sample, and 

Participants in the Jail Health Records Sample 

 

All SIB participants In Medicaid sample In jail sample 

Number 
(N =721) 

Share 
(n/N) 

Number 
(N = 549) 

Share 
(n/N) 

Number 
(N = 307) 

Share 
(n/N) 

Demographics 
Age at randomization (mean)  44.13  44.00  44.37 
Male  614 85% 473 86% 260 85% 

Race or ethnicity       
Black  246 34% 193 35% 125 41% 
White  423 59% 317 58% 159 52% 
Asian  3 0% 3 0% 2 1% 
Native American  43 6% 32 6% 19 7% 
Hispanic  95 13% 74 13% 43 14% 

Criminal justice involvement two years before randomization 

Arrests       
Mean  9.28  9.25  10.87 
Any drug-related arrests  302 42% 231 42% 140 46% 
Any alcohol-related arrests  338 47% 270 49% 138 45% 

Number of jail stays       
Mean   5.02  5.01  5.77 
0 25 3% 15 3% 0 0% 
1 53 7% 39 7% 8 3% 
2 78 11% 66 12% 25 8% 
3 84 12% 61 11% 35 11% 
4 109 15% 88 16% 40 13% 
5+ 372 52% 280 51% 199 65% 
Any jail stays (>14 days)  530 74% 401 73% 307 100% 
Number of jail days (mean)  130.48  128.61  179.30 

Source: Denver Police data.  

Notes: SIB = Social Impact Bond. Individuals are included in the Medicaid sample if they had physical or behavioral coverage at 

any point in the year before randomization and are included in the jail sample if they had a stay longer than 14 days in the two 

years before randomization. 
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TABLE B.2 

Diagnoses for Participants in the Medicaid Sample, in the Jail Health Records Sample, and in Both 

 

In Jail, Not Covered 
in Medicaid 

In Medicaid, Not in 
Jail Records 

COVERED IN JAIL AND IN MEDICAID 

Diagnosed in Both 
Diagnosed in Jail 

Only 
Diagnosed in 

Medicaid Only 

Number  
(N = 79) Share 

Number  
(N = 123) Share 

Number  
(N = 170) Share 

Number  
(N = 170) Share 

Number  
(N = 170) Share 

Behavioral health 

Mental health diagnosis 

Any mental health  41 52% 33 27% 38 22% 46 27% 16 9% 

Anxiety 11 14% 6 5% 2 1% 20 12% 8 5% 

Depression 14 18% 13 11% 3 2% 29 17% 8 5% 

Schizophrenia and other 
psychotic disorders 20 25% 16 13% 16 9% 25 15% 9 5% 

Developmental disorder 5 6% 0 0% 1 1% 4 2% 1 1% 

PTSD 7 9% 6 5% 3 2% 13 8% 5 3% 

Bipolar 21 27% 6 5% 10 6% 25 15% 5 3% 

Other mental health 1 1% 0 0% 1 1% 7 4% 2 1% 

Substance use diagnosis 

Any substance use  47 59% 82 67% 75 44% 45 26% 25 15% 

Alcohol 30 38% 74 60% 57 34% 26 15% 27 16% 

Cocaine 11 14% 3 2% 5 3% 28 16% 3 2% 

Opioids 7 9% 5 4% 8 5% 19 11% 3 2% 

Other substance 24 30% 11 9% 14 8% 36 21% 9 5% 

Physical health           
Any physical health  56 71% 33 27% 29 17% 101 59% 14 8% 

COPD/asthma 3 4% 10 8% 0 0% 5 3% 7 4% 

Connective tissue disorders  6 8% 0 0% 0 0% 17 10% 0 0% 

Diabetes 2 3% 2 2% 1 1% 2 1% 7 4% 

Cardiovascular  9 11% 1 1% 2 1% 27 16% 5 3% 

Osteoarthritis 4 5% 4 3% 0 0% 6 4% 5 3% 

Seizure disorder 3 4% 2 2% 1 1% 8 5% 3 2% 

Communicable diseases           
HIV 1 1% 1 1% 1 1% 0 0% 1 1% 

Hepatitis  3 4% 0 0% 0 0% 13 8% 0 0% 
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In Jail, Not Covered 
in Medicaid 

In Medicaid, Not in 
Jail Records 

COVERED IN JAIL AND IN MEDICAID 

Diagnosed in Both 
Diagnosed in Jail 

Only 
Diagnosed in 

Medicaid Only 

Number  
(N = 79) Share 

Number  
(N = 123) Share 

Number  
(N = 170) Share 

Number  
(N = 170) Share 

Number  
(N = 170) Share 

Other STDs  5 6% 0 0% 0 0% 11 6% 0 0% 

Injuries  3 4% 24 20% 3 2% 10 6% 32 19% 

Co-occurring diagnoses 

Both mental health and 
Substance use 30 38% 23 19% 18 11% 48 28% 17 10% 

Both behavioral and physical 
health diagnoses 49 62% 9 7% 11 6% 108 64% 7 4% 

Source: Colorado Access and Denver Health and Hospital Authority physical health Medicaid claims from 2015 to 2017. 

Note: COPD = chronic obstructive pulmonary disease; PTSD = posttraumatic stress disorder; STD = sexually transmitted disease. 
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TABLE B.3 

Type and Frequency of Care Received While in the Community in the Year before SIB Enrollment 

Table 10, including medians and standard deviations 

 
Number 

(n) 
Share 
(n/N) 

Mean instances 
among those 

receiving care 

Median instances 
among those 

receiving care 
Standard 
deviation 

Any Medicaid coverage (N) 549     

Office-based care visit 377 69% 17.1 6.0 28.9 
Primary SUD diagnosis 277 50% 18.3 7.0 31.1 
Primary psychiatric diagnosis 111 20% 7.2 3.0 13.4 
Other diagnosis 210 38% 3.4 2.0 4.2 

Emergency department visit 287 52% 7.5 3.0 13.7 
Preventable visit 164 30% 6.5 2.0 13.9 

Hospitalization 90 16% 16.4 6.5 27.8 
Primary SUD diagnosis 29 5% 7.6 3.0 10.4 
Primary psychiatric diagnosis 21 4% 32.3 18.0 36.3 
Other diagnosis 79 14% 8.9 4.0 12.5 

Ambulance 213 39% 5.2 3.0 8.3 

Other type of care 279 51% 9.3 4.0 14.3 

Prescribed medication 323 59% 8.1 5.0 8.8 

Source: Colorado Access and Denver Health and Hospital Authority physical health Medicaid claims from 2015 to 2017.  

Notes: SIB = Social Impact Bond; SUD = substance use disorder. Our sample includes anyone who has either physical or 

behavioral health coverage at any point in the year before randomization (549). 
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TABLE B.4 

Type and Frequency of Care Received While in Jail in the Two Years before SIB enrollment  

Table 11, including medians and standard deviations 

 
Number 

(n) 
Share 
(n/N) 

Mean 
encounters 

among those 
receiving 

care per 30 
days in jail 

Median 
encounters 

among those 
receiving 

care per 30 
days in jail 

Standard 
deviation 

Individuals with a jail stay longer than 14 days (N) 307     

Any jail-based care initiated or followed up 275 90% 0.9 0.4 1.5 
Infirmary care 240 78% 1.4 1.0 1.2 
Psychiatric care 169 55% 0.9 0.6 1.3 

Group care 30 10% 3.6 2.5 2.9 

Substance use withdrawal protocol initiated 137 45% 0.9 0.6 0.9 
Alcohol withdrawal protocol initiated 126 41% 0.9 0.6 0.8 
Benzodiazepine withdrawal protocol initiated 6 2% 0.3 0.3 0.2 

Opiate withdrawal protocol initiated 25 8% 0.6 0.3 0.9 

Other care 76 25% 0.4 0.3 0.5 
Ambulance usage 27 9% 0.4 0.2 0.5 
Emergency department care 42 14% 0.3 0.2 0.4 

Other hospital care 13 4% 0.2 0.2 0.1 
Other office care 51 17% 0.3 0.2 0.3 

Any medications ordered  262 85% 1.5 1.0 1.5 
Psychiatric medications  199 65% 0.6 0.4 0.6 

Substance use medications 10 3% 0.2 0.2 0.1 
Other medications 235 77% 1.2 0.9 1.2 

Source: Denver Sheriff Department health records from 2014 to 2017 for individuals who had a jail stay longer than 14 days in 

the two years before randomization in our sample.  

Notes: SIB = Social Impact Bond. Mean encounters is calculated among those who had each specific type of care, not among the 

full sample. Medications were included if they were ordered by a medical professional. Medication refusals were not always 

consistently documented, so we did not subtract them from the calculation. 
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TABLE B.5 

Care Received in Jail for Individuals Diagnosed in Jail 

Table 12, with a more detailed breakdown of services 

 
Any substance use diagnosis in 

jail (N = 231) 
Any mental health diagnosis in 

jail (N = 172) 

Infirmary care 84% 86% 
Psychiatric care 61% 83% 
Group care 9% 15% 

SUD withdrawal protocol 55% 42% 
Alcohol withdrawal protocol 50% 38% 
Benzodiazepine withdrawal protocol 3% 3% 
Opiate withdrawal protocol 10% 11% 

Prescribed medication 90% 95% 

Other hospital care 28% 30% 
Emergency department 17% 17% 
Office-based (clinic) care 19% 21% 
Ambulance 11% 12% 
Other hospital care 5% 5% 

Source: Colorado Access and Denver Health and Hospital Authority physical health Medicaid claims from 2015 to 2017.  

Notes: SUD = substance use disorder. This sample includes individuals diagnosed in jail at any point in the  two years before 

randomization. The Medicaid data include any services received at any point in the year before randomization through Colorado 

Access or Denver Health and Hospital Authority. This table shows care received in jail in the two years before randomization. 
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Appendix C. Colorado Access 

Coverage 
FIGURE C.1 

Geographic Coverage Areas for Colorado Medicaid in 2018 (New Structure) 

 

Source: “Accountable Care Collaborative,” Colorado Department of Health Care Policy and Financing, accessed November 20, 

2021, https://hcpf.colorado.gov/accphase2. 

https://hcpf.colorado.gov/accphase2
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Notes 
1  Denver Mayor’s Office, “Mayor Hancock Announces Social Impact Bonds to Serve First 25 Participants at North 

Colorado Station,” news release, February 16, 2016, https://www.csh.org/wp-

content/uploads/2011/12/Denver-SIB-launch-release-2-16-16.pdf.   

 2  Denver’s analysis of the SIB’s target population can be found in the city’s fact sheet on the initiative. See CSH 

(n.d.). 

3  The eight investors are Northern Trust, the Ben and Lucy Ana Fund at the Walton Family Foundation, The Piton 

Foundation, the Laura and John Arnold Foundation, The Colorado Health Foundation, The Denver Foundation, 

Living Cities Blended Catalyst, and the Nonprofit Finance Fund. 

4  “Mayor Hancock Announces Plans to Connect Hundreds of Homeless to Supportive Housing,” press release, 

June 25, 2014, https://denverfireonline.com/mayor-hancock-announces-plans-to-connect-hundreds-of-

homeless-to-supportive-housing/.   

5  For more details on the randomized controlled trial evaluation, see Cunningham et al. (2016).  

6  Subparagraph (A) in the matter after section 1905(a)(29) of the Social Security Act: “Compilation of the Social 

Security Laws: Definitions,” Social Security Administration, accessed November 6, 2021, 

https://www.ssa.gov/OP_Home/ssact/title19/1905.htm.  

7  As of 2018, physical and behavioral health services are managed by the same regional accountable entity, of 

which there are five across the state. Colorado Access still covers Denver and the counties immediately east and 

south. 

8  “Chartbook on Care Coordination: Preventable Emergency Department Visits,” US Department of Health and 

Human Services, Agency for Healthcare Research and Quality, accessed November 6, 2021, 

https://www.ahrq.gov/research/findings/nhqrdr/chartbooks/carecoordination/measure2.html.  

9  Standard E-04 describes the requirements for initial health assessments for people in jails and prisons. See 

“Initial Health Assessment,” National Commission on Correctional Health Care, accessed November 6, 2021, 

https://www.ncchc.org/initial-health-assessment-30-4.  

10  Statistics on Colorado’s Medicaid expansion available CDHCPF (2018).  

11  Colo. Rev. Stat. § 25.5-4-2.5.5 (2016).  

12  Joan Henneberry, “Suspension of Medicaid Eligibility for Incarcerated Persons,” letter to Richard C. Allen, 

associate regional administrator, May 29, 2009,  

https://www.colorado.gov/pacific/sites/default/files/May%2029%2C%202009%20Department%20Letter%20

to%20CMS%20with%20Proposed%20Policy%20on%20the%20Suspension%20of%20Benefits%20for%20Inm

ates.pdf. 

13  John Ingold, “Colorado’s Largest Treatment Provider for Drug and Alcohol Addiction Is Closing,” Denver Post, 

January 3, 2018, https://www.denverpost.com/2017/12/15/arapahoe-house-addiction-treatment-center-

closing/. 

14  More information on disproportionate share hospital payments is available at “Disproportionate Share 

Hospitals,” US Department of Health and Human Services, Health Resources and Services Administration, 

accessed November 6, 2021, https://www.hrsa.gov/opa/eligibility-and-registration/hospitals/disproportionate-

share-hospitals/index.html; and information on Colorado substance abuse block grants at “Substance Abuse 

Prevention Block Grant (SABG),” Colorado Department of Human Services, accessed November 6, 2021, 

https://www.colorado.gov/pacific/cdhs/substance-abuse-prevention-block-grant-sabg.  

15  Estelle v. Gamble, 429 U.S. 97 (1976). 

https://www.csh.org/wp-content/uploads/2011/12/Denver-SIB-launch-release-2-16-16.pdf
https://www.csh.org/wp-content/uploads/2011/12/Denver-SIB-launch-release-2-16-16.pdf
https://denverfireonline.com/mayor-hancock-announces-plans-to-connect-hundreds-of-homeless-to-supportive-housing/
https://denverfireonline.com/mayor-hancock-announces-plans-to-connect-hundreds-of-homeless-to-supportive-housing/
https://www.ssa.gov/OP_Home/ssact/title19/1905.htm
https://www.ahrq.gov/research/findings/nhqrdr/chartbooks/carecoordination/measure2.html
https://www.ncchc.org/initial-health-assessment-30-4
https://www.leg.state.co.us/clics/clics2008a/csl.nsf/billcontainers/2D0DDC30036656CE872573680054F114/$FILE/006_enr.pdf
https://www.colorado.gov/pacific/sites/default/files/May%2029%2C%202009%20Department%20Letter%20to%20CMS%20with%20Proposed%20Policy%20on%20the%20Suspension%20of%20Benefits%20for%20Inmates.pdf
https://www.colorado.gov/pacific/sites/default/files/May%2029%2C%202009%20Department%20Letter%20to%20CMS%20with%20Proposed%20Policy%20on%20the%20Suspension%20of%20Benefits%20for%20Inmates.pdf
https://www.colorado.gov/pacific/sites/default/files/May%2029%2C%202009%20Department%20Letter%20to%20CMS%20with%20Proposed%20Policy%20on%20the%20Suspension%20of%20Benefits%20for%20Inmates.pdf
https://www.denverpost.com/2017/12/15/arapahoe-house-addiction-treatment-center-closing/
https://www.denverpost.com/2017/12/15/arapahoe-house-addiction-treatment-center-closing/
https://www.hrsa.gov/opa/eligibility-and-registration/hospitals/disproportionate-share-hospitals/index.html
https://www.hrsa.gov/opa/eligibility-and-registration/hospitals/disproportionate-share-hospitals/index.html
https://www.colorado.gov/pacific/cdhs/substance-abuse-prevention-block-grant-sabg
https://www.loc.gov/item/usrep429097/
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