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Description 
The Bronx Transitions Clinic (BTC) is an innovative model for primary care linking former inmates to 
medical care promptly after release from jail or prison. Chronic health conditions, including infectious 
diseases, substance use disorders, and mental illness, are overrepresented among jail and prison 
inmates and may go untreated during incarceration. Following release from jail or prison, former 
inmates face barriers to care, such as costs, long waits, and discrimination in medical settings. The BTC is 
a collaboration between Montefiore Medical Center and the Osborne Association, a community-based 
organization serving former inmates, and it seeks to address these barriers to care. The BTC provides a 
medical home with open access scheduling at a Federally Qualified Health Center (FQHC), uses a 
community health worker (CHW) to provide patient navigation, and is staffed by clinicians with 
experience caring for former inmates. Our goal is to link former inmates with chronic health conditions 
to primary care within two weeks of release from jail or prison and to retain them in medical care. In this 
model of primary care delivery, the CHW, who was formerly incarcerated, is a key member of the 
medical team, and intervention begins within correctional facilities. The Osborne Association provides 
health education and discharge planning at New York State prisons, so they are ideally positioned to 
refer inmates with chronic health conditions to the BTC. All referrals are received by the CHW, who 
meets former inmates following their release, educates them about the BTC, and builds rapport. The 
CHW is fluent in English and Spanish, trained in health education, evidence-based recidivism prevention, 
and communication skills, and committed to this population. Prior to the initial BTC visit, the CHW 
assists new patients in completing clinic registration forms, applying for Medicaid, and accessing other 
social services. The CHW also calls former inmates with reminders about their appointment and 
provides transportation assistance. The clinical services available at the BTC include comprehensive 
primary care, HIV, substance abuse, and mental health treatment. The BTC is integrated into the FQHC’s 
normal work flow and provides care two half-days per week with a voluntary physician. One session is 
open access, and in the other, care is provided by a medical resident. Medical students often accompany 
physicians during clinical encounters. All other services offered at the FQHC, including social work, 
Medicaid enrollment, and pharmacy services, are also available to BTC patients. Following their initial 
visit, BTC patients may follow-up at the open access session or they are integrated into the treating 
physician’s patient panel. The BTC was established in 2009. The location of care at a FQHC and 
collaboration between an academic medical center and community based organization has contributed 
to sustainability. All medical care is paid for by health insurance or on a sliding-scale for patients without 
insurance. The CHW and discharge planning are supported with grant funding from New York State. 
Building on the resources already available at an FQHC and in the community, the BTC has delivered 
patient-centered care to over 300 former inmates.  
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Goals & Objectives 

1. The overarching goal of the Bronx Transitions Clinic was to improve the health of formerly 
incarcerated persons.  

2. To provide rapid access to primary care for formerly incarcerated persons. 
3. To retain formerly incarcerated persons in primary care. 
4. To improve health outcomes among formerly incarcerated persons with chronic health 

conditions. 
5. To train a work force of health professionals to serve formerly incarcerated persons. 

 
How did you accomplish this innovation? 
 
The Bronx Transition Clinic began as the scholarly project of medical residents in the Primary Care/Social 
Medicine Residency Program at Montefiore Medical Center/Albert Einstein College of Medicine. As part 
of their Social Medicine curriculum, first-year medical residents conducted a pilot study at the FQHC 
demonstrating that 18% of patients had been incarcerated and 51% had a family member who had been 
incarcerated. These data established a need at the FQHC for an intervention that was tailored towards 
the health of former inmates. Subsequently, we met with key stakeholders in the Bronx and physicians 
with experience developing transitions clinics for former inmates. Starting in 2009, voluntary faculty and 
medical residents began to see patients one half-day session per week with most of the referrals coming 
from parole officers; however, this approach was limited because many of the patients referred by 
parole lacked chronic health conditions or interest in following up with primary care. A key step in this 
innovation, which allowed us to target former inmates with chronic health conditions who were being 
released from jail or prison, was establishing the partnership with the Osborne Association. Because 
they already performed health education and discharge planning at New York State Prisons, and had 
staff members at prison release facilities, the Osborne Association was able to identify inmates with the 
greatest need for linkage to primary care. Because they also offered many programs to assist former 
inmates in community reentry, they also were able to provide support to BTC patients in finding 
employment, securing housing, accessing benefits (e.g. health insurance), and interfacing with the 
criminal justice system. Otherwise, these competing priorities can act as a barrier to medical care. The 
Osborne Association also hired, trained, and supported the CHW, who became a member of the medical 
team in February 2010. Since this time, three men have served as community health workers. The 
culture of the FQHC and medical team was ideal to engage former inmates. As part of their social 
medicine curriculum, medical residents visit correctional facilities and participate in case conferences 
and didactic seminars related to mass incarceration, public health, and medical care. The faculty who 
developed this curriculum also served as voluntary physicians at the BTC. Therefore, the medical 
providers had a level of “cultural humility” regarding incarceration that minimized potentially 
stigmatizing attitudes toward former inmates. The FQHC serves the Highbridge and Morrisania sections 
of the South Bronx, which have a high prevalence of HIV infection, substance use, and incarceration, so 
the clinic is already committed to serving marginalized populations. Occasionally, staff in-service 
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meetings were necessary to address logistical challenges that presented during implementation of the 
intervention (e.g. assisting patients in changing Medicaid managed care plans to those accepted by the 
FQHC), but we were unaware of any negative attitudes toward patients’ history of incarceration. 
Ultimately, with the CHW meeting new patients before their first BTC visit, and then welcoming them at 
the FQHC, the BTC provided a warm, patient-centered approach to medical care.  
 
How did you evaluate and measure the impact of your program/intervention (e.g. measures, data 
tools, etc.)? What were the measures of success? 
 
We conducted a retrospective cohort study of BTC patients extracting data from the electronic medical 
record (EMR) to measure the impact of this innovation. There were two primary measures of 
effectiveness for primary care delivery: time from correctional facility release to the first BTC visit and 
engagement in primary care. These measures were compared before and after the partnership with the 
Osborne Association was established and the community health worker was hired (February 2010). The 
study was approved by our institutional IRB. Subjects: Data were extracted for patients who received 
medical care at the BTC between July 2009 and June 2013 and were recently released from prison (≤ 90 
days before initial visit). Patients referred to the BTC from other sources (e.g. court-mandated drug 
treatment programs) were not included in this analysis. Data Collection: Data were extracted from two 
sources—the EMR and the New York State Department of Corrections internet-based incarceration 
registry. Information extracted from the EMR included: sociodemographic characteristics, date of first 
visit, number of visits, presence of chronic diseases (HIV, opioid dependence, HTN, and DM, etc.), 
prescribed medications, laboratory data, and other clinical data. Prison release dates were confirmed in 
the internet-based registry. Measures: The primary outcomes were: 1) the time (in days) between 
release from correctional facilities and the initial medical visit at the BTC, and 2) engagement in primary 
care, which was defined as having at least one follow-up medical visit more than 30 days after the initial 
visit. We also explored the number of chronic health conditions among BTC patients. Analysis: For the 
primary outcomes, data were compared before and after hiring of the community health worker. The 
time to initial BTC visit was compared using the Mann-Whitney test. The proportion engaged in primary 
care was compared using chi-square.  
 
Describe your results. What was the impact or significance of this innovation (e.g. improved quality, 
culture change, decreased costs, improved patient satisfaction, etc.)? 
 
Of the 303 BTC patients seen between July 2009 and June 2013, 60% had been recently released from 
prison. For the 182 patients with recent release, the median time from prison release to BTC visit was 10 
days. This was not significantly different after the CHW was hired (12 d vs. 7 d, NS). Overall, 56% of 
those with recent release were engaged in care. Engagement in care was significant greater after the 
CHW was hired (60% vs. 36%, p = 0.01). These findings have several implications. First, BTC patients 
were promptly seen following release from prison regardless of the source of referral. This is likely due 
to our open access scheduling. Second, the CHW likely had the greatest impact by improving 
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engagement in care. The CHW made phone calls in between visits to provide BTC patients with 
assistance and social support and encouraged BTC patients to continue seeking medical care when 
necessary. Other lessons learned included the following: (1) Activating health insurance requires specific 
attention. In New York, Medicaid application can occur before release from correctional facilities; 
however, 30% of BTC patients lacked health insurance at the initial visit. Locating the clinic at an FQHC 
allowed us to see uninsured patients, provide medications at low or no cost, and assist with Medicaid 
enrollment. (2) Having CHWs build trust before medical encounters seemed to reduce patients’ fear of 
stigma. During medical visits, patients were willing to disclose clinically relevant information about their 
past incarceration. Working with a trusted community based organization and utilizing CHWs with a 
history of incarceration were essential to our success. (3) The CHW was able to identify and refer 
patients with chronic health conditions and encourage them to remain engaged in care. The comparison 
before and after the CHW was hired showed improvements in engagement, which suggests that the 
CHW is better suited for this role than parole officers. Though parole officers still may be a useful source 
of referrals, the CHW is necessary to provide patient navigation and social support. Overall, expected 
barriers to care, such as costs and long waiting times, were mostly overcome. 
 
Provide examples for how this proposal can be scaled/replicated within and/or across institutions. 
 
The transitions clinic model that utilizes community health workers with a history of incarceration is 
currently being scaled up. Led by the University of California, San Francisco and Yale University, the 
Transitions Clinic Network (TCN) includes 11 clinical sites that provide primary care to former inmates. 
The TCN has developed resources to assist clinics in tailoring their practices to deliver primary care to 
formerly incarcerated persons. The TCN has also embarked on a multi-site study, sponsored by the 
Agency for Healthcare Research and Quality, to evaluate the effectiveness of the innovation at reducing 
health care costs. The TCN will expand this innovative model of care delivery by sharing best practices, 
training CHWs, and creating a practice-based research network. Best practices: The TCM has created an 
internet-based platform for sites to create registries of patients and to enhance inter-site 
communication. Each site has a director or liaison, panel manager, and at least one CHW, and there are 
internet-based meetings monthly so that representatives from each clinical site can communicate with 
those in the same position at other sites. At these meetings, clinical sites present practice innovations 
that they have successfully integrated to improve care delivery. CHW training: CHWs from each site will 
receive a Post-Prison Health Worker Certificate from the City College of San Francisco. The internet-
based curriculum is focused on health education, patient navigation, and conflict resolution. Through 
written assignments, on-line discussions, and practical experience, the CHWs master the skills necessary 
to recruit and support patients of the transitions clinical. Each CHW also develops a project to improve 
care at their clinical site. Practice-based research network: Though the initial evaluation is focused on 
costs, the TCN is also collecting data on clinical outcomes to better understand the health needs of 
former inmates. The internet-based platform includes several survey instruments so that standardized 
data is collected and reported. All new patients at clinical sites who were released from prison in the 
previous 6 months are offered enrollment in a prospective cohort study. Data will be collected on health 
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care costs and chronic health conditions, as well as, novel domains such as predictors of recidivism, 
perceived discrimination in health care settings, and other understudied areas. One experience that was 
particularly effective for sharing best practices and strengthening the TCN, was a three day retreat in 
which representatives of all clinical sites met for skill building workshops and to set goals for future 
collaboration. The topics that were covered, among many others, included training clinic staff to provide 
care that is culturally appropriate to former inmates and minimizes stigmatization, collaborative 
approaches to team-based care, and proper data collection techniques. Several academic collaborations 
were planned (e.g. studying the impact of solitary confinement on mental health), and an advocacy 
agenda was set (e.g. improving employment opportunities for formerly incarcerated persons). The 
development of the TCN connected clinical sites, the internet-based communication and retreat 
strengthened the relationships between sites, and now we are in a strong position to further scale up 
across the country.  
 
Please describe how this innovation integrates at least two of the three academic medicine mission 
areas: clinical care, education, and/or research? 
 
The Bronx Transition Clinic (BTC) is an example of how a transitions clinic can integrate all three mission 
areas of academic medicine. The clinic was founded by internal medicine residents and was inspired by 
the social medicine curriculum received during their first year of training. Resident physicians continue 
to serve as providers at the BTC, where they see new patients who are then integrated into their 
primary care panel. Nearly 30 internal medicine residents have served as the primary care physician for 
BTC patients. Medical students commonly gain clinical experience by shadowing BTC physicians, and one 
fourth year medical student has chosen to pursue a Master Degree in Clinical Research Methods with an 
evaluation of the clinical outcomes of BTC patients as her thesis project. One clear measure of success in 
these educational efforts is that four former residents who were involved in the planning and 
development of the BTC have now dedicated their career to improving health care for criminal justice 
populations. Former residents now serve as the Assistant Commissioner for Correctional Health in the 
New York City Department of Health and Mental Hygiene, the Medical Director and Deputy Medical 
Director of the largest jail in New York City, and an NIH-funded clinician investigator who studies 
corrections and chronic health conditions. The BTC has also been an opportunity to advance research on 
health care delivery for former inmates. Manuscripts describing the development of the BTC and 
reporting some preliminary clinical outcomes for BTC patients with chronic health conditions have been 
accepted for publication. We have developed an infrastructure for clinical research and have the 
capability to assess clinical outcomes in more detail. Currently, we have studies planned to compare 
retention in HIV care between the BTC and HIV specific clinical sites, determine rates of treatment for 
chronic hepatitis C infection, and several focused on improving treatment of opioid dependence among 
former inmates. We are currently conducting a cohort study of buprenorphine treatment for opioid 
dependent BTC patients with recent release from prison, and we are developing and testing a peer 
mentorship intervention that will support opioid dependent former inmates during buprenorphine 
treatment. The BTC can rapidly engage former inmates in medical care following release from prison, 
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and we are successfully using this opportunity to provide high quality primary care, develop and study 
innovations to improve health outcomes, and to train the next generation of primary care physicians 
who will participate in this clinical care and academic research. In the Transitions Clinic Network, we 
have a strong group of colleagues doing similar work, but with the high rates of morbidity and mortality 
that follow release from prison, there is much more work to be done. 
 


