
In 2006, the Ohio Department of Rehabilitation and Correction (ODRC) partnered 
with the Corporation for Supportive Housing (CSH) to design a reentry supportive 
housing pilot, Returning Home – Ohio (RHO) – that provided pre-release 
coordination and post-release supportive housing to individuals with a disability 
who were homeless at the time of arrest and/or at risk of homelessness upon 
release. For the pilot program, disabilities were broadly defined to include 
developmental disorders, severe addiction, and serious behavioral health problems.

Evaluation of the Pilot
A rigorous evaluation was conducted by a team of researchers at the Urban Institute to measure the effect of the pilot on rearrest, 
reincarceration, residential instability, and service use outcomes and to determine the pilot’s cost-effectiveness. The final report was 
released on August 15, 2012 and is available on the Urban Institute website: www.urban.org/publications/412632.html.

The researchers analyzed administrative data from ODRC, the Ohio Department of Mental Health (ODMH), the Ohio Department 
of Alcohol and Drug Addiction Services (ODADAS), and the homeless management information systems (HMIS) from the five 
cities where the pilot was implemented. A treatment group of 121 RHO participants was compared to a comparison group of 118 
persons, who did not receive RHO services. 

Impact of the Pilot
The quasi-experimental evaluation, using propensity weights, demonstrated that during a one year follow up period:
• RHO participants were 60% less likely to be reincarcerated, although few individuals in the total sample returned to
 prison. During the one year follow up period, 6.6% of the RHO participants and 11% of the comparison group returned to prison.
• RHO participants were 40% less likely to be rearrested for any crime. The lower rates of rearrest were driven
 primarily by a reduction in misdemeanor arrests – RHO participants were 43% percent less likely to be rearrested on a
 misdemeanor charge than the comparison group.  However, among those who were rearrested, RHO participants had, on
 average, more arrests than comparison subjects. The significant difference in the number of rearrests may have been due
 to the increased supervision of RHO participants as a result of living in the supportive housing. It is also worth noting that RHO
 participants were in the community significantly longer than the comparison group before their first rearrest.
• RHO participants received more mental health and substance abuse services and received them sooner than
 comparison subjects. Data provided by ODMH and ODADAS showed that the RHO participants received an average of 290%
 percent more service days than the comparison group. In addition, the time to the first delivery of services following release 
 from prison was shorter for the treatment group than the comparison group—approximately 2.9 months and 3.4 months, 
 respectively. 
• Very few individuals – in either the treatment or comparison group – used emergency shelter following
 release. Only 25 individuals returned to emergency shelter following release, across the treatment and comparison group. As 
 a result of the low numbers, it was not possible to detect a statistically significant impact of the program for this outcome.

SUPPORTIVE HOUSING FOR 
RETURNING PRISONERS:
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Cost Analysis
The cost of each individual at one year post-release was computed to be the sum of the cost of ODMH and ODADAS services 
provided, the cost of the RHO program, and the estimated costs associated with any new criminal justice system involvement 
(rearrests and reincarceration). The researchers determined that RHO participation was associated with an increase in system 
costs of about $9,500 per person per year. However, RHO participants had lower criminal justice system costs and higher mental 
health and substance abuse system costs than comparison group subjects. Given the results of the impact evaluation—that RHO 
participation increased access to state-billable services and decreased reincarceration and rearrest—the findings from the cost 
evaluation are not surprising.   

Limitations of the Research
The evaluation results may have underestimated the impact of the program for a variety of reasons: (1) Though statistical 
techniques to reduce the selection bias were used by the research team, sociodemographic differences in the treatment and 
comparison group suggest that RHO participants may have been at a slightly higher risk of recidivism and relapse than 
comparison subjects; (2) some RHO participants were not housed for several months following release; and (3) a follow-up period 
of one year may not have been sufficient to detect the long-term cost savings to the criminal justice system that the RHO model 
expected, which could result from decreased rates of reincarceration and rearrests over time.

Next Steps
The ODRC has established the following goals for Returning Home Ohio:
1. Expand upon initial research completed by Urban Institute, by 2015. Specifically, we will extend the follow-up period
 to three years, in order to collect longer-term data on reincarceration rates, rearrest rates, and costs. In addition, individual 
 programs will be evaluated to identify characteristics of the most successful programs.
2. Identify the most effective and efficient means to refer appropriate offenders to the RHO program. This will be 
 accomplished by early 2013 through a new work group comprised of PSH providers, Community Linkage staff, prison unit and 
 behavioral health staff, CSH and ODRC Bureau of Community Sanctions staff. The workgroup will be responsible for identifying
 the target population, adopting a screening tool and training appropriate staff.
3. Expand RHO through collaboration with other state agencies, adding programs in two additional cities by 
 the end of 2014.
4. Expand RHO to serve the prison or jail diversion population, by creating a pilot program in collaboration with a
 Common Pleas or municipal court by end of 2014.

In addition, CSH has brokered a partnership with the Ohio Housing Finance Agency, which has resulted in the development of a new 
rental subsidy program, Home for Good. This program is designed for successful graduates of the Returning Home Ohio program who 
need a longer-term rental subsidy than that provided by RHO, in order to maintain housing stability. In PY 2013, CSH will work to 
expand the Home for Good subsidy program, to make more housing opportunities available to ex-offenders with disabilities.

CSH will also continue to provide technical assistance and training to RHO provider organizations, and in PY 2013 will offer 
training on the Critical Time Intervention case management model, to support providers in delivering the most effective case 
management services immediately after the individual is released from prison.

For More Information
Kara Peterson Terri Power
Assistant Chief, Bureau of Community Sanctions Senior Program Manager, Ohio
Ohio Department of Rehabilitation and Correction CSH
(614) 752-1192  |  Kara.Peterson@odrc.state.oh.us (614) 228-6263 X224  |  terri.power@csh.org



 
 
 

In 2006, the Ohio Department of Rehabilitation and Correction (ODRC) partnered with the 
Corporation for Supportive Housing (CSH) to design a reentry supportive housing pilot, Returning 
Home – Ohio (RHO) – that provided pre-release coordination and post-release supportive housing 
to individuals with a disability who were homeless at the time of arrest and/or at risk of 
homelessness upon release. For the pilot program, disabilities were broadly defined to include 
developmental disorders, severe addiction, and serious behavioral health problems. 
 
EVALUATION OF THE PILOT 
A rigorous evaluation was conducted by a team of researchers at the Urban Institute to measure the effect of the pilot 
on rearrest, reincarceration, residential instability, and service use outcomes and to determine the pilot’s cost-
effectiveness. The final report was released on August 15, 2012 and is available on the Urban Institute website. 

The researchers analyzed administrative data from ODRC, the Ohio Department of Mental Health (ODMH), the 
Ohio Department of Alcohol and Drug Addiction Services (ODADAS), and the homeless management information 
systems (HMIS) from the five cities where the pilot was implemented. A treatment group of 121 RHO participants 
was compared to a comparison group of 118 persons, who did not receive RHO services.  

IMPACT OF THE PILOT 
The quasi-experimental evaluation, using propensity weights, demonstrated that during a one year follow up period: 

 RHO participants were 60% less likely to be reincarcerated, although few individuals in the total 
sample returned to prison. During the one year follow up period, 6.6% of the RHO participants and 11% 
of the comparison group returned to prison. 

 RHO participants were 40% less likely to be rearrested for any crime.  The lower rates of 
rearrest were driven primarily by a reduction in misdemeanor arrests – RHO participants were 43% 
percent less likely to be rearrested on a misdemeanor charge than the comparison group.  However, 
among those who were rearrested, RHO participants had, on average, more arrests than comparison 
subjects. The significant difference in the number of rearrests may have been due to the increased 
supervision of RHO participants as a result of living in the supportive housing. It is also worth noting that 
RHO participants were in the community significantly longer than the comparison group before their first 
rearrest. 

 RHO participants received more mental health and substance abuse services and received 
them sooner than comparison subjects. Data provided by ODMH and ODADAS showed that the 
RHO participants received an average of 290% percent more service days than the comparison group. In 
addition, the time to the first delivery of services following release from prison was shorter for the 
treatment group than the comparison group—approximately 2.9 months and 3.4 months, respectively. 

 Very few individuals – in either the treatment or comparison group – used emergency 
shelter following release. Only 25 individuals returned to emergency shelter following release, across 
the treatment and comparison group. As a result of the low numbers, it was not possible to detect a 
statistically significant impact of the program for this outcome. 

COST ANALYSIS 
The cost of each individual at one year post-release was computed to be the sum of the cost of ODMH and ODADAS 
services provided, the cost of the RHO program, and the estimated costs associated with any new criminal justice 
system involvement (rearrests and reincarceration). The researchers determined that RHO participation was 
associated with an increase in system costs of about $9,500 per person per year. However, RHO participants had 
lower criminal justice system costs and higher mental health and substance abuse system costs than comparison group 
subjects. Given the results of the impact evaluation—that RHO participation increased access to state-billable 
services and decreased reincarceration and rearrest—the findings from the cost evaluation are not surprising.   
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LIMITATIONS OF THE RESEARCH 
The evaluation results may have underestimated the impact of the program for a variety of reasons: (1) Though 
statistical techniques to reduce the selection bias were used by the research team, sociodemographic differences in 
the treatment and comparison group suggest that RHO participants may have been at a slightly higher risk of 
recidivism and relapse than comparison subjects; (2) some RHO participants were not housed for several months 
following release; and (3) a follow-up period of one year may not have been sufficient to detect the long-term cost 
savings to the criminal justice system that the RHO model expected, which could result from decreased rates of 
reincarceration and rearrests over time. 

NEXT STEPS 
The ODRC has established the following goals for Returning Home Ohio: 

1. Expand upon initial research completed by Urban Institute, by 2015. Specifically, we will 
extend the follow-up period to three years, in order to collect longer-term data on reincarceration 
rates, rearrest rates, and costs. In addition, individual programs will be evaluated to identify 
characteristics of the most successful programs. 

2. Identify the most effective and efficient means to refer appropriate offenders to the RHO 
program. This will be accomplished by early 2013 through a new work group comprised of PSH 
providers, Community Linkage staff, prison unit and behavioral health staff, CSH and ODRC Bureau of 
Community Sanctions staff. The workgroup will be responsible for identifying the target population, 
adopting a screening tool and training appropriate staff. 

3. Expand RHO through collaboration with other state agencies, adding programs in two 
additional cities by the end of 2014. 

4. Expand RHO to serve the prison or jail diversion population, by creating a pilot program in 
collaboration with a Common Pleas or municipal court by end of 2014. 

In addition, CSH has brokered a partnership with the Ohio Housing Finance Agency, which has resulted in the 
development of a new rental subsidy program, Home for Good.  This program is designed for successful graduates of 
the Returning Home Ohio program who need a longer-term rental subsidy than that provided by RHO, in order to 
maintain housing stability.  In PY 2013, CSH will work to expand the Home for Good subsidy program, to make 
more housing opportunities available to ex-offenders with disabilities. 

CSH will also continue to provide technical assistance and training to RHO provider organizations, and in PY 2013 
will offer training on the Critical Time Intervention case management model, to support providers in delivering the 
most effective case management services immediately after the individual is released from prison.

 

FOR MORE INFORMATION 
 
Terri D. Power LISW-S    Christopher Galli 
Senior Program Manager    Chief Bureau of Community Sanctions 
CSH      Ohio Department of Rehabilitation and Correction 
614.228.6263 ext 224 |terri.power@csh.org  614.728.9990 | Christopher.Galli@odrc.state.oh.us 
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Treatment Pathway Program 

The Treatment Pathway Program (TPP) is an innovative, uniquely designed program to divert 

non-violent offenders living with substance use disorders. Located in the Bridgeport Superior 

Court, the program is a collaboration between Recovery Network of Programs (RNP), the 

Connecticut Department of Correction, and the Connecticut Judicial Branch and provides 

immediate assessment and assertive linkage for those individuals who are more appropriately 

served by treatment than incarceration. Treatment options include detoxification, medication 

assisted treatment (MAT), outpatient services, and residential treatment. 

The Treatment Pathway Program identifies persons at the front end of the criminal justice 

system; i.e. those being held in lieu of bond that meet program criteria. In cooperation with 

Connecticut Bail Services, RNP submits to the courts an alternative to incarceration treatment-

based recovery plan, reducing the number of people jailed unnecessarily and connecting 

individuals with appropriate treatment. 

A unique aspect of the Treatment Pathway Program is RNP’s ability to connect each referral 

with an entitlement specialist. RNP assists each individual in applying for Connecticut’s Husky 

D Health Insurance (Medicaid for the Lowest-Income Populations) through Connecticut’s 

Insurance Exchange. 

In collaboration with Treatment Alternatives for Safe Communities (TASC), RNP and partner 

organizations will be collecting, analyzing and disseminating essential data to demonstrate the 

value and cost savings of pre-trial diversion and treatment. 

 

For more information go to: http://www.recovery-programs.org/services/addiction-

treatment/outpatient-treatment/treatment-pathway-program/ 

http://www.recovery-programs.org/services/addiction-treatment/outpatient-treatment/treatment-pathway-program/
http://www.recovery-programs.org/services/addiction-treatment/outpatient-treatment/treatment-pathway-program/


 

North Central Region 

Community Care Team 
 
What is the Community Care Team (CCT)? 
The community care team is a group of health care and homeless service providers who meet to talk about clients.  
Most of the clients this group talks about have many different health care providers.  Most of these clients struggle with 
many health issues. These might include substance abuse, mental health and medical concerns like diabetes, high blood 
pressure, and more.  
The reason these providers talk is to provide you with better care. They want to make sure you are getting all of the 
services you need to be happy, safe and healthy.  Providers discuss what services you might need or want that you are 
not getting.  They also discuss ways to improve the care you already receive.  If housing is a problem for you, they work 
together to come up with resources that might be available to you.  Information sharing is important to make sure that 
you continue to receive the right medications.  It also makes sure that referrals are made to the right providers on your 
behalf. It can also help providers connect with you if you move around a lot.  
 

What are you agreeing to when you sign the CCT Release of Information? 
Many health care and homeless agencies share information. To share your info, they need your consent.  If you go to the 
ER, detox, rehab, or mental health programs often, it can be hard for staff to find you.  
This release allows these agencies to talk to each other about your health care to try and coordinate your care and 
services.  This care planning might include diagnosis and treatment for substance use, mental health or HIV and AIDS.  If 
you give consent to share your info, these agencies can work together better to help take care of you.  
All of the agencies who work together in Greater Hartford are listed on the release. If you have questions about how 
your data is being used, you can contact Journey Home by calling 860-808-0336 
 

What agencies are part of the Community Care Team?

Advanced Behavioral Health 
Beacon Health Options 
Blue Hills Hospital 
Capitol Region Mental Health Center 
Catholic Charities/Institute for Hispanic Families 
Charter Oak Health Center 
City of Hartford Department of Health and Human Services 
Community Health Network of Connecticut, Inc. 
Community Health Resources 
Community Health Services 
Community Renewal Team 
Community Substance Abuse Centers 
Connecticut Community for Addiction Recovery 
Department of Mental Health and Addiction Services (DMHAS) 
Greater Hartford Harm Reduction Coalition 
Guardian Ad litem 
Harriott Home Health Services 
Hartford Behavioral Health 
Hartford Dispensary 
Hartford Healthcare, Inc. (Including the Institute of Living) 
Hispanic Health Council 
InterCommunity, Inc. 
New England Home Care 
St. Francis Behavioral Health Group, P.C. 
St. Francis HealthCare Partners 

St. Francis Hospital and Medical Center 
U.S. Department of Veteran’s Affairs 
The Village for Families and Children 
Wheeler Clinic 
 
Additional CCT Participants 
AIDS CT 
Chrysalis Center, Inc 
City of Hartford Department of Public Health 
Community Partners in Action 
Community Solutions 
Hands On Hartford 
ImmaCare, Inc 
Interval House 
Journey Home, Inc. 
Malta House of Care 
Mercy Housing and Shhelter Corporation 
My Sisters’ Place 
Salvation Army 
South Park Inn, Inc 
The First Church of Christ 
The House of Bread Inc. 
The Open Hearth 
YWCA Hartford Region 
 



Connecticut Integrated Healthcare & 
Housing Neighborhoods (CIHHN)

Project Overview
In 2012, AIDS-CT (formerly the Connecticut AIDS Resource Coalition), in collaboration with the Partnership for Strong 
Communities, was selected as one of four sub-grantees to take part in the national Social Innovation Fund (SIF) initiative to 
address one of the most pressing policy problems currently facing the state and the nation as a whole: rising public health care 
costs associated with fragmented and uncoordinated care that result in poor health outcomes.

Through an administrative data match, Connecticut’s implementation of the multi-year grant, CIHHN, is identifying and 
targeting 160 high-need and medically frail individuals in four different regions through collaborative partnerships between 
supportive housing, primary healthcare, and behavioral healthcare. The CIHHN cohort accrued on average $73,000 in 
Medicaid expenditures in the year before being housed.

Core Components of the Model
Four sites are implementing CIHHN: 

 » Supportive Housing Works 
 » Hands on Hartford 
 » Columbus House 
 » New London Homeless Hospitality Center 

Each agency’s program is staffed by one or more patient navigators – direct service providers whose work focuses on helping 
clients overcome barriers to connecting with medical and behavioral healthcare – as well as a systems coordinator tasked with 
addressing challenges and building bridges among the housing and healthcare providers in each area. The patient navigators 
seek out and engage individuals in the community who are identified as eligible, building relationships that serve as the clients’ 
anchors while facilitating their connections with case management, housing, and multiple healthcare systems. 

The State of Connecticut provided 150 Rental Assistance Program vouchers for scattered-site apartments, as well as 10 
additional housing vouchers through various mainstream housing programs. Service delivery employs evidence-based practices 
that embed Housing First principles within intensive case management and a Harm Reduction approach to substance use. 

Eligibility 
Eligibility for CIHHN is determined through a data match between Medicaid utilization data and the CT Homeless Management 
Information System. This match identifies super utilizers who are experiencing homelessness. CIHHN providers coordinate with 
other providers in their Coordinated Access Network (CAN) and local Community Care Teams to locate, outreach, and engage 
potential participants.

CSH and the Corporation for National and Community 
Services (CNCS)
The initiative is funded by CSH and backed by a prestigious Social 
Innovation Fund grant from the federal CNCS. AIDS-CT and the statewide 
team has been granted an award of $400,000 per year for up to five years of 
funding. The grant must be matched on a dollar-for dollar basis in cash with 
eligible non-federal matching funds. Local match sources include: the State 
of CT, the Melville Charitable Trust, the Hartford Foundation for Public 
Giving, Niles Foundation, Fairfield County Community Foundation and the 
Community Foundation of Greater New Haven.



Three Years In – Opportunities, Challenges & Emerging Themes: 
Data matching between the CT Homeless Management Information System and Medicaid has been successful in 
identifying high utilizers who experience homelessness.  The SIF cohort in Connecticut accrued on average $73,000 in 
Medicaid expenditures in the year before the intervention. As anticipated, the individuals identified have presented with 
multiple medical, behavioral, and social needs, many of which require immediate attention. 

Because rental assistance vouchers were not paired with funding for case management services, securing funding and 
staffing for those additional services has been an ongoing challenge producing a range of results and implications for 
sustainability. In some of the provider agencies, patient navigators have had to step outside of their roles to assist clients in 
securing housing and navigating public systems that fall outside of their focus on navigating and coordinating primary and 
behavioral health care. 

On the other hand, the lack of funding for case management services has served as a catalyst for forging new collaborative 
partnerships with other agencies. Of the four sub-grantee sites in Connecticut, the sites with experience in direct service  
were able to establish a range of services for SIF residents, including but not limited to:

 » In-house case management services
 » Representative payee services
 » In-house and/or existing linkages to mental health and/or medical clinical services
 » Assistance with obtaining disability benefits
 » Access to security deposits, employment specialists, and housing specialists

Furthermore, patient navigators and system coordinators imbedded in supportive housing seem to have more expertise 
in outreaching and engaging the target population, as well as greater flexibility in meeting the diversity of needs that the 
target population presents, than service providers in the healthcare systems. This has provided opportunities for creative 
and innovative ways of helping clients, but has also meant that more of the burden of clients’ high needs often falls back on 
these staff.

Sustainability Planning:
Opening Doors-CT, under the auspices of the Partnership for Strong Communities’ Reaching Home Campaign, is the 
statewide framework for ending homelessness. The initiative is leading sustainability efforts for the project through the 
work of its Health and Housing Stability workgroup.  These efforts include creating greater, sustainable partnerships 
between supportive housing providers and health care providers (Federally Qualified Health Centers and Local Mental 
Health Authorities) as well as pursuing a Medicaid State Plan Amendment that would allow supportive housing providers 
to bill Medicaid for the kinds of services being provided by Patient Navigators and System Coordinators.  Regardless of 
which Medicaid financed sustainability plan is pursued, a subset of clients’ needed services (approx. 15%) will continue to 
be non-Medicaid-reimbursable. 

For more information about the CSH Social Innovation Fund Initiative and the sub-grantees, contact:

John Merz
Executive Director

AIDS-CT
Email: jmerz@aids-ct.org

Phone: 860-247-2437

CeeCee Woods
CIHHN Project Manager Consultant
Partnership for Strong Communities

Email:Cecilia@pschousing.org
Phone: 860-244-0066

Betsy Branch
Associate Director

CSH
Email: betsy.branch@csh.org

Phone: 860-560-0744

csh.org/sif-cihhn



 

John’s Proportion of Time Spent in DOC vs. community 

Throughout Connecticut, a small set of individuals are caught 

in a tragic spiral of involvement in the Criminal Justice 

system services provided at enormous expense but achieving 

few or no positive results. 

 

Frequent Users 
In many of our communities, a small group of people with complex unmet needs – histories of long-term homelessness, 
multiple involvements in the criminal justice system, untreated mental illness and addictions – play a significant role in 
driving escalating health, emergency service, and correctional system costs. As described in CSH’s Frequent Users of 
Public Services: Ending the Institutional Circuit (available at www.csh.org/publications), much of this crisis service use and 
public costs can be avoided through more appropriate models of care—namely, supportive housing.   
 
Frequent Users Systems Engagement is a ground breaking initiative that is placing up to 80 individuals into supportive 
housing in an effort to reduce criminal justice recidivism public sector costs while improving individual health and social 
outcomes. The program currently targets men and women who cycle through the homeless service and corrections 
systems in Bridgeport, New Haven, Hartford, Waterbury and Southeast CT.  
 
Eligibility for FUSE is determined through a data match between DOC and the Homeless Management Information System 
(HMIS). Through this match, the initiative partners identify individuals above the 75th percentile of jail and shelter use in 
each community, and use the current shelter census to locate and engage potential participants.  
 

Baseline Data 
The Department of Mental Health and Addiction Services is measuring results for the program, including housing stability, 
recidivism and other health and social outcomes. Baseline data collected by DMHAS tells us that the majority of FUSE 
participants are male (87.5%) with an average age of 46.  Participants are 41% black, 38% white and 21% Hispanic. 71.3% 
have completed their high school degree or GED.   
       Figure 1 
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Demonstrating Success 
Looking at the cohort of individuals housed for 12 months or more (n=39), positives outcomes are reflected in decreases in 
both shelter and jail utilization since housing.   
 

 The mean lifetime total jail episodes pre-housing for the cohort was 14.31 episodes (max. 68).  This adds up to 
more than 7.13 years (max. 24.64) in jail per person.  At a rate of $93.29 per day, the total pre-housing jail 
cost for these 39 men and women is more than $9.4 million. 

 

 Individuals housed for 12 months or more experience a 99% change (decrease) in shelters days and a 73% 
change (decrease) in jail episodes (see Figures 2 and 3). 
 
 

John is a 47-year-old male.  John has accrued a 
total of 57 DOC admissions dating back to 1981, 
when he was 18.  Each year of his adult lifetime, 
John has averaged 157 days in jail.  And, as 
illustrated in the chart, John’s average jail utilization 
is increasing where his current 3-year moving 
average DOC days used is 270 days per year.  
John is classified by DOC as a Mental Health 4, but 
not identified as DMHAS-target SMI making him 
ineligible for some services that may benefit him.  
Additionally, John has identified that he has no 
place to go once he is released and listed address 
as a vacant lot.  
 

http://www.csh.org/index.cfm?fuseaction=page.viewPage&pageID=4501&nodeID=81
http://www.csh.org/index.cfm?fuseaction=page.viewPage&pageID=4501&nodeID=81
http://www.csh.org/publications


 

ELEMENTS & INNOVATIONS 

Targeting Participants 

HMIS and DOC data match identified 294 individuals in the 75
th

 percentile of jail and shelter utilization 

 

Housing Resources 

Round I: 30 Units 

 10 project-based vouchers provided by the Bridgeport Housing Authority 

 10 tenant-based vouches provided by the New Haven Housing Authority 

 10 RAP certificates provided through CT Department of Social Services 

 

Round II: 50 units 

 10 RAP certificates provided through DMHAS in New Haven, Hartford, Bridgeport, Waterbury and Southeast CT 

 

Supportive Services 

DMHAS is providing support services for 80 units  

 

Enhanced Services 

Service Enhancement funding of $5,000 per unit for in-reach and support services provided through CSH from the 

Robert Wood Johnson Foundation.  

 

Public-Private Collaboration 

 FUSE is funded with a blend of federal, state, local and private philanthropic resources.  

 Monthly program oversight meetings include the non-profit housing providers, government representatives, 

evaluators and CSH.   

 The CT Interagency Working Group on Supportive Housing also provides oversight to the initiative. 

 

 
Figure 2: Homeless Shelter Use Before and After FUSE  Figure 3: Jail Use Before and After FUSE 

   
 

Innovative Partners 
Government:  DMHAS, DOC, CSSD, OPM, and DSS  
Nonprofit Housing and Services Providers: Columbus House, Chrysalis Center, Catholic Charities, Reliance House, the CT  

Coalition to End Homelessness and the Partnership for Strong Communities 
Evaluation:  DMHAS and UConn  
Philanthropy:   Robert Wood Johnson Foundation, Melville Charitable Trust, and the Open Society Institute  
 

 
 
The Corporation for Supportive Housing (CSH) is a national nonprofit organization and community 
development financial institution that helps communities create permanent housing with services to 
prevent and end homelessness. Founded in 1991, CSH advances its mission by providing advocacy, 
expertise, leadership and financial resources to make it easier to create and operate supportive housing. 
www.csh.org 



DMHAS 
Community Forensic Services (CFS) 

For more information go to: http://www.ct.gov/dmhas/cwp/view.asp?a=2900&q=334748 

 
Crisis Intervention Teams (CIT)  
 
Crisis Intervention Teams are a partnership program between the local police and the community provider network that 
provides training to law enforcement personnel and provides for a joint response to crisis in the community involving 
persons with behavioral health disorders.  The goal of CIT is to reduce the need for arrest in favor of referrals to 
appropriate treatment resources.  CIT provides trained clinicians in Hartford, New Haven, Norwich, Stamford, 
Bridgeport, Waterbury and Danbury to work collaboratively with CIT trained officers, providing Mental Health evaluation 
and recommendations when responding to crisis calls. 

 
Jail Diversion/Court Liaison Program 
 
Jail Diversion/Court Liaison programs provide court-based services to persons with psychiatric and co-occurring (mental 
illness and substance abuse) disorders who are arrested on minor offenses. The primary function of the program is to 
facilitate access to appropriate treatment services by providing assessment, referral, and linkage to community mental 
health services.  Diversion staffs work to maintain individuals in community treatment services, inform court personnel 
of treatment compliance, and facilitate access to mental health services through contacts within the Department of 
Correction when an individual is incarcerated.   

 
Jail Diversion Substance Abuse Program (JDSA) 
  
The JDSA program provides immediate admission to residential detox and/or intensive residential treatment on the day 
of arraignment or rapid admission to IOP for adults in the Hartford courts with substance dependence who would 
otherwise be jailed. Services include referral to aftercare, intensive case management, sober house rent subsidy, other 
transitional housing options, client supports, monitor compliance, and compliance report to court. 

 
Women's Jail Diversion Program (JDW) 
  
JDW serves women at risk of incarceration in New Britain, Bristol, and New Haven courts.  Comprehensive treatment 
and support services promote recovery among women with histories of trauma through immediate access to a trauma 
informed and comprehensive system of care.  Services include treatment for trauma, mental illness, and substance 
abuse as well community support services and limited transitional housing. 
In addition to referrals from court, JDW accepts referrals from Probation and Parole.  The program achieves significant 
reduction in incarceration and in future arrests.   

 
Alternative Drug Intervention (ADI) 
  
ADI provides intensive outpatient substance abuse treatment to 100 to 120 New Haven residents per year.  It is the 
successor to the New Haven Drug Court, providing intensive case management, basic needs, employment, education 
and linkage to 12-Step groups.  Eighty-five percent of participants successfully complete the 6 month treatment program 
without re-arrest.  
  
  

http://www.ct.gov/dmhas/cwp/view.asp?a=2900&q=334748


DMHAS 
Community Forensic Services (CFS) 

For more information go to: http://www.ct.gov/dmhas/cwp/view.asp?a=2900&q=334748 

 
Office of Pretrial Interventions 
  

I.    Pretrial Alcohol Education Program (PAEP): 
This program is available to first time offenders arrested for Operating a Motor Vehicle or Boating Under the 
Influence of Alcohol or Drugs (OUI).  It is also an option for those individuals previously arrested for these 
offenses provided that the original offense was over ten years ago without any intervening arrests or 
convictions.  Finally, it is available for youths, under the age of 21, arrested for operation of a motor vehicle 
under zero-tolerance (0.02BAC). 
  

II.  Pretrial Drug Education Program (PDEP) 
This program, also a contracted program overseen by DMHAS, is available to first time offenders, referred by the 
court who have been arrested for Possession of Drugs and/or Paraphernalia.  PDEP operates the same as PAEP 
above. 

 
Community Recovery Engagement Support and Treatment Center (CREST) 
  
CREST serves up to 30 individuals in New Haven who would not otherwise be diverted from or released from 
incarceration if not accepted into the program.  The intensive day reporting program provides daily monitoring and 
structured skill building and recovery support services for participants.  Services are provided in collaboration with 
clinical services at the DMHAS-operated Connecticut Mental Health Center to ensure comprehensive, individualized 
treatment. 

 
Advanced Supervision and Intervention Support Team (ASIST) 
 
ASIST is the product of a unique collaboration among the Judicial Branch Court Support Services Division (CSSD), the 
Department of Correction, and the Department of Mental Health and Addiction Services.  The program was developed 
to make existing Alternative to Incarceration Centers an accessible diversionary option to persons with significant 
psychiatric disorders. 
  
ASIST is able to meet the unique needs of clients who require both packages of services - judicial supervision and mental 
health and substance abuse recovery services provided by DMHAS and CSSD treatment service providers.  The ASIST 
clinician forms a stable case management link that coordinates the services delivered by the AIC/service provider 
partnership, and closely monitors the impact of these services on client functioning and quality of life. ASIST also 
includes a component of skills training and cognitive behavioral intervention to reduce recidivism. 

 
Sierra Pretrial Center 
  
The SIERRA Pre-Trial Center is a residential program for adults with serious psychiatric disabilities who are in jail awaiting 
court disposition of charges and can be safely released to the community in a structured residential program. This 
program is a collaboration with the Judicial Branch Court Support Services Division that is operated by a private agency 
with clinical services provided by the DMHAS-operated Connecticut Mental Health Center. Services offered include a 
comprehensive program of case management, psychiatric monitoring, medication monitoring, motivational 
enhancement, cognitive restructuring and training, consistent supervision and supportive services. Sierra’s goal is to 
provide a safe transition to the community, enhance and individual’s ability to live successfully in the community and 
minimize their risk of recidivism.  
  
 

 

http://www.ct.gov/dmhas/cwp/view.asp?a=2900&q=334748
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