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Acute Services
Richard Crino, RN, QMHP—Vice President of Acute Services

Emergency Services 

Open Access & Intake Services

Kimberly Griffith, LICSW, QMHP—Co-Director/Emergency Services 
Alicia Curran, LICSW, QMHP—Co-Director/Emergency Services

Emergency Services provides both office-based and 
community crisis assessment, crisis intervention and 
assistance with referrals to a higher level of care. The 
team provides rapid response to both active clients 
and new individuals who are in need of immediate 
access to behavioral health treatment who reside 
in northern Rhode Island. Emergency Services 
clinicians respond to crises in the community for 
individuals who are not engaged in services in an 
attempt to further assess their individual needs and 
determine if a higher level of care is warranted.

Adult Intake Services is the agency’s “front door”, 
providing comprehensive screening and assessment, 
on demand (24/7) as a way to meet each individual’s 
needs in the moment. The purpose of the assessment 
process is to identify an individual’s prioritized 
issues for treatment and to place them in the 
appropriate program to help them attain their 
goals with the focus on wellness and recovery.

Starting late in FY 2019, Emergency Services 
implemented new after-hours access to crisis 
intervention, provided by a qualified mental health 
professional on site at local police departments or in the 
community. This service is available from 5 pm - 1 am 
Monday - Friday and on weekends from 10 am - 10 pm. 

Throughout this FY, the ES team has focused on 
building a collaborative relationship with local police 
departments to assist them in identifying individuals 
who could benefit from CCA. We have accompanied 
police on home visits and respond by phone to 
offer our services if a home visit is not warranted.

 b Remained open during the COVID 19 pandemic, 
and continued to conduct face-to-face intake 
assessments as well as telehealth services. 

 b Completed 92 telehealth assessments 
 b Completed 805 Biopsychosocial Assessments 
through Open Access and a minimum of 
294 crisis assessments at CCA and in the 
community. Emergency Services after- 
hours Mobile Crisis Clinicians completed 
89 crisis assessments in the community.

 b As part of our ongoing attempts to engage 
individuals who are seen in the community or 
who are referred to us by external agencies, 
this department provides telephonic and 
face- face outreach on a regular basis.
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BH-Link

Robert A. Abbruzzese, Jr. MSW—Director

Since opening on November 14th, 2018, BH-Link has 
created a calm and welcoming environment meant to 
provide an alternative to the overstimulating atmosphere 
of hospital-based emergency departments. BH-Link is 
a comprehensive crisis unit, serving individuals (18+) 
who are experiencing mental health and/or substance 
use related crises by providing a community-based, 
24/7 hotline and triage center. BH-Link provides 
immediate access to clients seeking services, ensures 
stability, provides seamless transfer to ongoing care, 
and reduces unnecessary use of hospital-based services. 
The vision of this program is to deliver better, more 
cost-effective behavioral healthcare in Rhode Island. 

BH-Link Hotline, 414-LINK; 414-5465 is a one-stop, 
statewide 24/7 call-in center that connects people to 
appropriate care and resources when they, or someone 
they care about, is experiencing a behavioral health crisis. 

BH-Link Triage Center – a 24/7 community-based walk-
in/drop-off facility, where clinicians provide people with 
immediate emergency behavioral health support and 
connect them to long-term care and recovery services. 

Outcomes & Engagement

Our goal is to reach as many people as possible, 
and let them know that there is non-judgmental, no 
stigmatized help for addiction and mental illness in 
RI. It has been difficult to get out there and share 
our mission with the COVID crisis. We have virtually 
shared our mission and have kept helping many Rhode 
Islanders get the help they need during this time of 
heightened anxiety, depression and social distancing. 

 b Completed 1,993 Face to Face Assessments
 b 1,874 (94.03%) Emergency 
Department diversion referrals.

 b Remained fully operational throughout the 
pandemic, taking a high volume of calls 
from people experiencing a whole spectrum 
of concerns related to the pandemic. 

 b Implemented the 942-STOP line and Suicide 
Hotline. We’ve helped to facilitate supplementally-
funded sober living for many individuals since 
taking on 942-STOP, and were recognized as 
having the highest answer-rate (99%) in the nation 
since assuming the role of RI’s suicide hotline. 

“You all made it ‘happen’ for me. 
Thank ya all for a brand new SUNNY 
DAY! Living sober-my life is more 
colorful now with all the bright 
smiles and caring spirit hearts. I can 
see the light again.”—BH Link Client
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Spotlight Team BH Link
The following incident came to our attention thanks to Robert 
Abbruzzese, Jr., MSW, Director of the BH Link Triage Center, 
which is staffed by Community Care Alliance. Some days just 
stand out more than others, particularly when a life is saved 
because a person is in the right place at the right time. This day 
was one of them. Robert continues as follows…

As you are aware, during my former police and military 
careers, I have had the honor and privilege of working 
side-by-side with many heroes. I have personally observed 
many instances of selfless service and acts of bravery under 
very stressful circumstances. I am humbled and proud to 
inform you that on September 9th, 2020, I once again got 
the opportunity to watch heroes at work—this time as a 
member of BH Link and Community Care Alliance.

I would like to personally recognize the following 
BH Link staff members: Lead Nurse Meagan 
Cahoon; Nurse Melanie Plouff; Clinician, Elizabeth 

Beaulieau; Behavioral Health Worker, Ashely Fiorey: and Senior Peer, Michael Codispoti. Their quick 
thinking and decisive actions under very stressful circumstances undoubtedly saved the life of an 
individual who was suffering from a potentially deadly opioid overdose in the parking lot of BH Link. 

Working as a collective team, these mental health professionals were able to quickly recognize a potentially 
life-threatening emergency taking place. Without any hesitation, they immediately contacted 911 to 
request EMS and police assistance. In the meantime, they provided medical aid to this individual, including 
a total of nine (9) doses of Narcan as she failed to maintain consciousness. Because of the quick actions 
of our team to assess and act, this woman was conscious and alert when members of Seekonk EMS finally 
arrived on the scene to transport her to RI Hospital. We later learned that she had been admitted.

It goes without saying, that without the heroic actions taken by this BH Link team, the result of this 
incident could have had a much more tragic outcome and my correspondence to you completely 
different. I am very proud to report to you the actions of these “unsung heroes” who are working on 
the frontlines in the battle against mental health and substance use issues on a daily basis. 

Senior Peer, Mike Codispoti: Behavioral Health 
Worker, Ashley Fiorey: Clinician, Elizabeth 
Beaulieau: Lead Nurse, Meagan Cahoon. Nurse, 
Melanie Plouff was unavailable for the photo
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Acute Stabilization Unit

Scott Bjurman, MSW, LCSW, QMHP—Program Manager

“ I loved how I felt like I was at my home. I felt like a human being 
and not an alcoholic.” —Anonymous from Client Satisfaction Survey

“ I think the ASU gives you a comfortable environment to get 
sober time, then they help you figure out an after-care plan that 
best suits each individual.” —Anonymous from Client Satisfaction Survey

The Acute Stabilization Unit assists individuals who are experiencing a mental health and/
or substance use crisis. Clients admitted to the unit can expect to be met with kindness and 
compassion from knowledgeable staff whose training emphasizes Trauma Informed Care. 

Services provided by the ASU include respite, 24/7 access to RN support, case management, and medical 
prescriber coordination. In addition, guests are exposed to a client-centered and strengths-based treatment 
curriculum, aimed at enhancing their sense of self-worth, empowerment, and overall resilience. Examples 
of group topics and activities include mindfulness and meditation, Tai Chi, music and art therapies, coping 
skill development, relapse prevention and aftercare planning, and strengthening insight. Guests of the ASU 
often find their way to the program as a result of a cycle of negative coping strategies that have been created 
and exacerbated by environmental stressors. The ASU applies a holistic approach to care that help those in 
treatment to transform this cycle into one of recovery and growth, reinforced by clinical and social supports.

Outcomes & Engagement

 b Admitted 752 individuals a decrease of 24% when compared to the 
previous year, most likely due to the COVID pandemic.

Over the past year, the ASU has worked diligently to foster and strengthen relationships with other treatment 
providers. These providers include the BH Link, Crossroads, Roads to Recovery, MAP, Sojourner House, Phoenix 
House, local hospitals and mental health centers, and many more residential facilities statewide. In addition, ASU 
admitted a number of individuals from DCYF care over the last year and worked closely with DCYF case managers 
to provide support, psychiatric stabilization, and in some cases, placements for those individuals. Strengthening 
these connections has provided our clients a more comprehensive and uninterrupted continuum of care. 

Our clients are engaged in treatment from the moment they walk through the doors of ASU. The atmosphere 
of the program is meant to parallel our philosophies of care, which emphasize treatment that is motivated 
and guided by each individual’s desired outcomes. Those that we serve are continually reminded that lasting 
change and effective treatment starts with their investment. They are recognized as the most important member 
of the treatment team, as without their participations, progress cannot occur. Clients of the ASU understand 
that they are being offered a level of care that is considerably less restrictive than its inpatient counterparts. 
For these reasons, clients are more likely to be active participants in the services provided by our team. 
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Community Incident Response, Consultation & Support Services

Becky Chartier, CCSP, BA, LCDP, RCS—Program Coordinator

This Employee Assistance Program is specifically created 
for police, fire and EMS workersto assist employees 
and their families with any personal or work related 
problems that can or may affect job performance, 
and health and wellbeing. Our trained staff provide 
counseling, training and crisis response services to 
all departments we serve, helping each individual 
explore ways to cope and develop resiliency. 

Outcomes & Engagement

 b Contracted with 10 police departments, 1 fire 
department and 2 towns providing EAP services.

 b Provided over 200 hours of face-to-face individual 
counseling to police/fire and their family members.

 b Provided 125 hours of training to departments.
 b Conducted 33 critical incident debriefings 
 b Provided over 40 hours of meetings with 
police and fire departments related to type of 
service and coordination of service delivery. 

Rise to Recovery

Partial Hospitalization & Intensive Outpatient Programs

Francis Spicola, MA, LCDP—Program Manager

Depending on clients’ needs, the Partial Hospitalization 
Program (PHP) provides intensive treatment for 
five days a week/five hours a day; or the Intensive 
Outpatient Program (IOP), which is intensive treatment 
three days a week/three hours a day. These programs 
are for people eighteen years or older, suffering with 
substance use and/or related mental health (MH) 
disorders. Individuals are post medical detox and 
must be psychiatrically stable and able to participate 
in the program activities,which includes a mixture of 
psycho-education, group and individual therapy, and 
expressive art therapy. Clients develop an individual 
Recovery Oriented System of Care plan with their 
team that may include wellness activities such as 
Acupuncture, Recovery Coaching, and Yoga classes. 

Outcomes & Engagement

One of the challenges to providing behavioral health 
treatment for substance use and co-occurring disorders, 
is addressing the DSM-5 signs and symptoms of 
substance use that relate to the abnormal evolution 
of social and interpersonal skills. For example, many 
of our clients suffering with substance use issues have 
a history of neglecting financial obligations and may 
develop the habit of paying for substances first and 
then addressing hunger issues. In time, an individual 
may habitually accept horrible living conditions day 
after day, in exchange for the compulsion to maintain 
an active substance use disorder. Finally, because 
of habit, the individual may find this abnormal and 
negative way of life more comfortable than social 
norms and attempts to increase quality of life, 
adding a great psychological obstacle to recovery.

 b The connection between IOP/PHP and 
Recovery Housing has allowed for continuous 
treatment contact with the Recovery Housing 
clients throughout the Covid19 emergency.
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As such, the most significant development during this 
fiscal year was the expansion of CCA’s Recovery Housing 
Program, which allowed CCA to provide the next level 
of treatment and support for clients discharged from 
Substance Use Residential Treatment. Most significant 
is the end of the traditional “zero tolerance” policy for 
individuals that relapse from a substance use disorder. 
Formerly, residents of CCA’s Recovery Housing were 
discharged immediately if they relapsed. The new 
Recovery Housing program provides a direct link 
between CCA’s Residential programs and Outpatient 
programs, and each resident in Recovery Housing 
has the opportunity to work through early recovery 
without fear of losing their safe living situation. This 
continuum allows an individual to work on the DSM-
5 criteria for substance use disorders, such as social 
and interpersonal problems from abnormal social 
development. For example, individuals suffering with 
substance use disorders may have little insight into 
budgeting money, or even a significant employment 
history. It also provides more support for co-occurring 
treatment such as ability to address medication side 
effects, as well as distinguishing between compulsive 
and impulsive behaviors with IOP and PHP as a link. 
It continues the policy of treating the person and 
not just reacting to symptoms of the disorder. 

 b IOP/PHP never closed with the advent of COVID19. 

For the first month and a half when we were not 
allowed to provide group therapy and education in the 
regular face-to-face fashion, we maintained contact 
with clients and provided counseling via telehealth. 
By the third week, we were providing IOP through the 
video program, ZOOM. Eventually on June 1, 2020, we 
were back to providing a face-to-face IOP and taking 
referrals from within CCA from other referral sources. 

We continued our regular client focus groups to gather 
information and pro-actively address any issues. As 
with past years, the top three obstacles most often 
cited were transportation, safe living environment and 
gainful employment. As to providing transportation to 
and from IOP/PHP, clinicians in the IOP/PHP carry out 
such case management duties. We also continue to 
facilitate clients receiving long term and temporary bus 
passes. As for employment, clients receive help with 
resume writing when requested, as well as information 
on expungement process, groups preparing for 
interviews, and addressing gaps in a resume. There is 
a computer for the clients to use for these purposes 
as well as disseminating info about local job fairs. 

The team continues to focus on client retention in 
treatment and continue to expand the curriculum of 
group topics and therapeutic activities. To this end, 
we have expanded our relationship with our Center of 
Excellence program and helped to coordinate Suboxone 
treatment in tandem with IOP. We continue to provide 
“Mindfulness” groups conducted by the team Psychiatrist, 
and have introduced clients to CCA’s other resources, 
most notably the Serenity Center We also continue to 
provide fruit smoothies and other breakfast style fare 
as well as assistance in obtaining state food vouchers. 

Perhaps the most significant outcome was the vast 
increase in PHP numbers, particularly individuals without 
substance use as a primary diagnosis. The number of 
clients as well as billable treatment units this FYI, are 
almost equal to the numbers previous FTI with twelve 
months compared to eight this FYI due to Covid 19. 

Edward Continues
Edward went from daily substance use/self-medication 
that included IV heroin, with periods of incarceration, 
to participating in treatment and tallying less than ten 
episodes of illicit substance abuse in approximately 
a two-year period. He has developed positive 
relationship with all his family members, pays rent 
regularly, budgeting a marginal monthly fixed income, 
developed patterns of regular mealtimes and patterns 
of sleep. —As told by Francis Spicola, Program Manager
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Residential Substance Use Treatment Programs—Wilson House & Jellison House

David Thatcher, LCDP, LCDS, CCDS, ACDP—Program Manager 
David DeCosta, LCDP, CADC—Team Manager Wilson House 
Kieran Patry RCS, LCDP, CCSP—Team Manager Jellison House

The Wilson and Jellison Houses provide inpatient/residential substance 
use treatment that specializes in assisting clients with achieving 
abstinence from alcohol & substance use, as well as treatment for 
co-occurring mental health issues. Each client works with qualified, 
trauma-informed clinical staff to develop a personalized treatment plan 
based on their individual needs. Recovery is an intensive process that 
includes a variety of therapeutic approaches and a diverse treatment 
curriculum focused on gaining the necessary tools for living in recovery. 

In addition to on site therapeutic services, the program addresses 
aftercare treatment objectives which include employment 
services (employment search, resume building, training and 
vocational apprenticeship programs), as well as referrals to 
PHP/IOP, or Outpatent Services and transitional housing. 

Additionally, staff connect clients with an array of community 
resources such as primary care physicians, dental professionals, 
mental health providers, and medication assisted therapies. 
Support staff promote health, safety, and consistency of 
care for residents who often have barriers preventing them 
from engaging in treatment at lower levels of care.

Outcomes & Engagement

 b 140 admissions at Wilson House
 b 132 admissions at Jellison House

Wilson House
 b Wilson House introduced new re-entry models for specific populations with legal issues. 
 b 32 parolees completed vocational, education, employment and transitional housing objectives.
 » 29 of these parolees reported going to 12 step meetings and outpatient treatment 30 days after graduating 

from the Wilson House program; and 22 parolees, 60 days after discharge. 
 b 29 parolees had positive outcomes with the family integration.
 b 64 non-parolee residents with co-occurring issues had positive outcomes with the family integration. 
 b 70 of our residents have been involved with 12 step support groups 30 
days after leaving Wilson House, and 54 after 60 days.

 b Wilson House staff conducted, thirty, sixty and ninety day follow up to assess success 
and efficacy of treatment objectives and the impact of client aftercare.

Wilson House

Jellison House
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 b 78 out of 121 clients provided follow up information after the first 30 days following 
discharge. Out of those 78, 33 were engaged in aftercare objectives (outpatient treatment, 
12-Step support and family therapy), and also reported being abstinent.

 b 54 out of 64 clients provided follow up information after the first 60 days following discharge. 
Out of the 54, 12 reported relapsing, 30 reported abstaining but not engaging in aftercare 
objectives and 12 reported that they were staying sober and engaged in aftercare objective.

 b Wilson House holds Alumni gatherings twice a year for graduates to share their stories and engage 
with residents. Graduates come back regularly with employment opportunities and sometimes 
to “sponsor” residents. Staff also engage with local businesses to discuss apprenticeships 
and potential employment opportunities for residents who are seeking employment

Justin at beekeeping class

 Jellison House
 b Jellison House partnered with CODAC Behavioral Health, Tri County 

Community Action, and Project Weber; and continues to refer and/
or admit clients from the BH–Link, CCA’S Emergency Services, Acute 
Stabilization Unit, PHP/IOP, and Recovery Housing programs.

 b Assisted residents in implementing a new set of life skills, aimed at providing 
hope, realistic goals, and positive motivations to start “their new lives.” Residents have 
attained lengthy recovery, gained meaningful employment, attained their GEDs, applied 
for higher education, and established safe structured independent living situations.

 b Activities included: The Annual BHDDH Recovery Rally, AA/NA cookouts, 
Pawtucket Red Sox games, community fundraisers, fishing trips to Newport 
w/ Clinician Richard James, and a newly added activity (beekeeping) at Rhode 

Island College w/ Clinician Daniel Seliger, gardening, nightly 12 Step recovery meetings, weekly 
physical recovery groups, trips to the public library, movies, local stores. Activities are designed to help 
clients learn to attain and engage with the community in order to achieve better life chances. 

Louie in his Garden of Hope

Louie When Louie first came to our program, he did so as a last resort. 
Louie was scared, anxious and felt an overwhelming sense of loneliness. He had just 
about lost hope that life could not amount to more. With a past riddled with 
substance use, homelessness and substantial trauma, he struggled to let go of 
longstanding beliefs. During his time in treatment, Louie demonstrated a willingness 
to engage rivaled by few. He singlehandedly created a rock garden, spelling the word 
hope, using rocks he found throughout the yard. He carefully cleaned & painted 
them, on either side of the word HOPE was a peace sign and a RI anchor symbol. 
During a time in which COVID19 restrictions made life in treatment more trying, 
Louie consistently practiced present moment awareness, doing odd jobs around the 
house and grounds like weeding the gardens, mowing and trimming the lawn, and 

painting. He did these never needing praise or acknowledgment. Despite becoming overwhelmed at times, he was 
able to redirect and always took the time to look inward in an attempt to improve. Louie developed an understanding 
of how his mal-adaptive beliefs influenced his behaviors and learned to identify, dispute, and replace them with more 
healthy alternatives. Louie was able to create and utilize a healthy sober support network. He applied, and was 
accepted for the 942 STOP Recovery Housing grant. He currently resides at the Mabel Anderson sober house at which 
his presence is larger than life. He continues to attend meetings, and outpatient counseling. Louie continues to 
partake in many of his well-known hobbies including enjoying nature and the outdoors. There are not many people in 
this world with a heart as big as Louie. As a result of his hard work and continued perseverance, the people around 
him now have the privilege to see that unclouded.—As told by Albert Silva, Substance Abuse Counselor
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Dean
Dean first came to Jellison in November of 2017 and completed the 
program the first time in April of 2018 while transitioning into the 
Mosaic House as part of his aftercare plan. He resided at Mosaic House 
for approximately five months. Work opportunities were presented 
in northern RI, but after a month with his new job he relapsed. Dean 
reported, “Feeling very depressed, isolated and lonely during these 
times. I felt drinking was the only way of easing my feelings.” During 
Dean’s drinking binge he was drinking two half gallons of vodka 
per day. Dean only weighed 132 lbs during these hard times, and 
had a seizure at the motel room. EMS was called and he ended up 
at Newport Hospital ‘with only the clothes on his back. Dean says, 
“Even my shoes were gone. I’m lucky my shoes were missing because 
I would have left the hospital and gone back to the hotel to drink.” 

Another important fact of this time was that Dean 
attempted suicide while under the influence and 

unmedicated for his clinical depression and suicidal ideation w/ bi-polar tendencies diagnoses. He 
transitioned to a dual diagnoses facility then admitted to Jellison House in November of 2019. 

While at Jellison House this second time, Dean learned recovery tools such as CBT/RET and relapse 
prevention skills, including understanding resentments, self-esteem, and present moment awareness. These 
learned skills gave Dean a foundation needed to stay sober, but during these days Dean reported severe 
depression. He was unable to get out of bed and lost 20 pounds due to my symptoms of depression. 

As his primary clinician, I set up an emergency meeting with David Thatcher, Program Manager, in 
order to evaluate Dean and transition him to the Acute Stabilization Unit. Dean says, “My medication 
adjustment was like night and day. I now had feelings of hope. I was able to maintain a positive 
disposition and I was eager to complete the Jellison House program and optimistic of my future.” 

During Dean’s last phase of residential treatment, he was eager to utilize his newly learned skills and adapt to a 
more independent living environment. Dean and I started to evaluate his recovery housing options. We decided 
that the Wilson House Campus would be the ideal place for Dean because he is surrounded by positive people and 
services in case an emergency arose. Myself, Supervisor Kieran Patry, and Mr. David Decosta, CCA’s Recovery Housing 
Coordinator, then set a completion date for Dean to transition onto the Wilson House Campus in May, 2020. 

Thus far, Dean is thriving in recovery housing. He is attending 12 Step meetings on the internet, providing advice and 
is a positive example to other recovery house residents, as well as clients in the residential program. Dean reports 
that the services provided by CCA’s Acute Services Programs continues to give him, “feelings of normalcy and a 
newfound enthusiasm toward life in general. I feel that I am a testament to the services I have and still receive and I 
hope these services play a part for me transitioning into independent living and a continued clean and sober lifestyle.” 
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Recovery Housing

David J. DeCosta LCDP, CCSP, Team Leader

“Even during the recent pandemic, 
the Recovery House has provided 
me with an opportunity to come 
together to work with other 
people in recovery. We have a 
lot of common goals, but the 
program also provides us with 
enough freedom to focus on 
our individual recovery.” —Bret

“The Recovery House Program 
is a safe, positive place to be 
productive in my recovery.” —Phil 

Recovery Housing residents are actively recovering 
from substance use and co-occurring disorders, 
and are invited to live in and maintain a clean, safe, 
homelike environment. Residents are encouraged 
to build their own Personal Recovery Plans and 
learn the value of being members of a healthy and 
productive community. For many participants this 
means obtaining employment, finding new meaningful, 
recovery-oriented activities, reuniting with family and 
other natural supports, and gaining the independient 
living skills to transfer into more permanent housing 
options. RH guests are encouraged to use staff 
and peers alike in order to network, maintain their 
prior gains, set new goals and access the services 
needed for prolonged success in recovery. 

Outcomes & Engagement

 b 45 men lived in Recovery Housing 
during this fiscal year.

Over the past year, the Recovery Housing program, 
through guidance with the Ocean State Coalition 
of Recovery Houses (OSCRH) and National Alliance 
of Recovery Residences (NARR) experienced a 
significant shift away from a staff/management-
centered model toward a socially-driven model. This 
Social Model included the election of house officers 
and established a system to balance responsibilities 
that empowered residents and alleviated stress from 
part-time staff experiencing work overload. With 
this new system came decreased turnover rates, an 
increase the average length of stay and decrease 
in the number of recurrences and rules violations, 
which would have ended in discharge in the past. 

Program staff improved referral outcomes 
for residents at intake and discharge. 

 b 10-14 clients at Birch Street and 3-6 clients 
at Teddy Jackson House currently receive 
Outpatient services through CCA. 

 b Discharged clients were generally referred to 
either BH LINK, ASU or Residential programs with 
over 90% continuing services at a higher level 
of care after admitting recurrence or relapse.

Resident John Paul standing near the Birch Street House 
garden. JP built the fencing out of branches found in the 
yard. The household has been using the vegetables to save 
money and build self-sufficiency.
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Jesse 
Even after 90 days at the Wilson House residential program, he knew he couldn’t go back. From a very young age, 
Jesse learned that he would need to take care of himself. His mother and father had never really had a relationship. 
His step-father would physically and psychologically abuse him, comparing him to his biological father who was a 
homeless drug-addict: “You’re going to end up just like him,” rang in Jesse’s ears constantly – and it hurt him, badly. 
In his teens, Jesse left home to escape the abuse and began running with a group of people who accepted him and 
made him feel welcome. This group showed him how to make money to fulfill his basic needs and provided him with 
the sort of collective strength which allowed him to not only survive but to thrive on the streets. The illusion of safety 
and stability is what lures most adolescents to gang life. No, Jesse would not be able to go home if he wanted to 
maintain any of the various transformations which had taken place since entering treatment. Walking away from his 
former life was risky but Recovery Housing provided him with a safe, confidential opportunity to have the time and 
space to learn to be a part of a healthy community. After the first few weeks in recovery housing, Jesse admitted that, 
for the first time in his life, he really felt safe.

Teddy Jackson House
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Community Support & Recovery Services 
Mary Dwyer, MS, M.Ed., APRN—Sr. Vice President of Community Support & Recovery Services

Integrated Health Homes & Assertive Community Treatment
Kelly Kobani, BA, LCDP, CADC, CCSP—Co-Director 
Jennifer LaForge, LCSW, Co-Director  
Amy Skurka, MA, LCDS—Coordinator of Co-occurring Services 
Susan Corkran, BS, RN—Director of Nurses

Community Support Program Teams (Teams 1-4 and ACT Team) focus on each client’s individualized 
plan of recovery, wellness, and health self-management. The goal is to assist vulnerable individuals 
to live safely within the community and to reduce hospitalizations and institutional care. 

“On September 1st it will be 4 years I am sober. I am a better person than 
I was. My family is close knit and they have even noticed a change in me. 
It was the help of CCA that got me to where I am today in my recovery. 
I go to meetings regularly and I do not hang around with bad people, 
places, or things. My family is proud of me now, and I can help them 
instead of them always helping me. I have my own apartment.”—CSP Client

Outcomes & Engagement

 b Served 943 clients. 755 served in IHH and 174 served in ACT
 » 139 discharges—slightly lower than the previous year. Of the discharges, there was a decrease in the number 

of clients discharged to a skilled nursing facility. 
 » 108 individuals (11% of CSP clients) received vocational services with an average 14% being gainfully 

employed at some point during the year; an increase from 10% in the previous year.
 » 459 clients (49% of ACT clients) are engaged in co-occuring services, including mental health and substance 

use treatment services. 
 » The average number of medical hospitalizations decreased from an overall total of 65 (39% in 2019) to 47 

(27% in 2020) on the ACT team. 

“ I meet with CCA staff every Friday now and they have helped me with 
managing my medications and staying clean and sober. My sobriety was 
one of the biggest struggles for me. Meeting with the Substance Use 
Specialist every Friday helps me stay sober. I can talk about where I am in my 
recovery, what my downfalls are, and triggers so I can do better.”—CSP Client 
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The Community Support Program continues to treat 
the whole person through close coordination with 
community providers and managed care organizations, 
especially related to clients who are viewed as high 
utilizers due to complex psychiatric and medical issues 
and/or substance use. In doing so, rates of CCA client 
hospitalizations are one of the lowest in the state. 
In addition, the percent of our clients receiving post 
discharge support has increased since the last fiscal year.

 b 96% of our clients received support after 
an ED visit within 7 days from that visit. 

Optum for United Health Care assists with identifying 
these clients based on rates of hospitalizations, ED 
visits, and costs of medications or services. Together, 
we review recommendations and modify treatment 
plans with our clients so they are getting the best 
overall care. One barrier to our ability to do this across 
the board include Optum for Neighborhood Health 
Plan’s inability to provide such information on a 
monthly basis. Therefore, we rely on the information 
we collect regarding hospitalizations and ED visits, 
routine PCP visits, and BMI in order to provide quality 
care and positive outcomes for these clients. 

 b Client discharges are down from last year 
as well as discharges due to death. 

Over half of our discharges are due to external transfers 
where CCA assists clients in a smooth transfer process 
to another agency or community provider. Positive 
relationships with sister agencies, and agencies within 
the community have been cultivated and the transition 
process has provided a positive continuum of care.

 b 49% of enrolled clients had at least one co-
occurring substance use disorder in addition 
to a primary mental health disorder. 

In order to meet the needs of clients with co-
occurring mental health and substance use disorders, 
we offer assessment, individual counseling and case 
management services, as well as 5 co-occurring 
group treatment options focusing on harm 
reduction/psychoeducation, relapse prevention, 
smoking cessation, and women’s issues. 

 b 40% of our co-occurring population 
engaged in these available services. 

 » Of those clients referred for individual services, 
56% engaged in ongoing substance use 
counseling/case management services. 

 b The IHH/ACT Vocational Services 
team doubled in size. 

One of the staff hired is multilingual, and the 
team manager is ACRE certified. In addition, he 
provides training for individuals seeking ACRE 
certification through the Sherlock Center.

 b As a result of the team’s expansion, vocational 
rehabilitation services were provided to 108 clients. 

 » Of those clients, 54% engaged in ongoing 
vocational rehabilitation services. 

 » An average of 14% of CSP clients were gainfully 
employed during the past year. 

Despite being in the height of the Covid-19 pandemic, 
the Vocational Services had 15 new job starts and 
3 additional clients enrolled in an educational 
program during the past quarter. The team increased 
connections in the community through job and 
volunteer development activities, and cultivated 
a relationship with the Sherlock Center. Through 
this relationship, our clients have been referred for 
and have received benefits counseling. This service 
helped them to better understand how their work 
impacts their benefits and entitlements. Avoiding 
gaps in their Medicaid allows for continuation of 
needed behavioral health services in order to maintain 
gainful employment, increase meaningful activity, and 
continue to make progress in their overall recovery.

The CSP/IHH program also encourages and facilitates 
training and supervision around co-occurring disorders 
as well as for those seeking CADC and LCDP certification. 

 b One team leader obtained CADC and LCDP 
certifications and 5 additional staff are 
actively working towards certification. 

 b One full time bi-lingual CADC/LCDP substance 
use specialist completing her Master’s Degree 
in Clinical Mental Health Counseling.
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Kwang

“ I have been part of CCA 
for over two years. In that 
time, I have struggled 
with a lot of personal and 
life issues. I was at risk 
of losing my apartment. 
With counseling and case 
management services, I’ve 
managed to turn things 
around. I am stable in my 
apartment and am even 
working for the Census. I’m 
on my way to purchasing 
my own car so I can live 
life independently.”—Kwang

Anthony Tells It
“I’ve been working with you guys since 2008. I feel like we made 
a lot of progress together. When I first started with CCA at 
the Chicoine House, I had difficulty controlling my anger and 
emotions and feelings and I even had to leave that house and 
go to a hospital. Once I started taking the right medications 
and working with a therapist and other people at CCA, I learned 
how to better control my emotions and I was able to move into 
another CCA group home, Singleton. I really enjoyed my time 
at Singleton and I was able to make many friends there. We 
did a lot of activities and outings together and I really felt like I 
belonged. I still had some anger issues with staff and peers but 
CCA always worked with me to keep trying to be a better person. 

In 2011, CCA staff encouraged me to try moving into a more semi-
independent apartment at Tanguay in downtown Woonsocket. 
I was nervous at first but pretty quickly I felt like I moved into 
Heaven and I was surprised at how much more I loved it than 
living in a group home. I seemed to do really well at Tanguay. 

In 2013, I moved from Tanguay apartments to Sutherland 
apartments. I really loved living at Sutherland. I feel like I 
lucked out with a perfect apartment, it was right next to the 
laundry room and the sound of washer and dryers going 
at night helped me to fall asleep. My case managers at 
Sutherland were really nice and were always ready to assist. 
It was a relief to have such caring staff members there. 

In 2016, I graduated from Sutherland and was able to get my 
first fully independent apartment at Sadwin. I was afraid at first 
to live independently, but eventually I realized that it was a great 
feeling to be living on my own and doing ok with it. Now I work 
with a psychiatrist, case manager, nurse, and other staff on Team 
One. I really feel blessed about working with each member on 
my team and I’m grateful about how much they care and how 
quickly they help when I need it. I’m really looking forward to the 
CCA Wellness Center and ALIVE reopening after the pandemic. 
Before Covid-19, I was attending groups and outings several 
times per month and I miss it very much. It was really mentally 
beneficial to be able to look forward to spending some fun 
times with peers and staff going on bowling trips, Bingo Night, 
Smithfield Crossings shopping, and other fun activities.
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Frontline Worker, 
Chuck

Having common ground and 
sharing similar backgrounds 
brings people together. 
That is the premise behind 
Peer Recovery Specialists—
individuals with lived 
experience are able to coach 
someone with a familiarity 
and understanding that 
builds trust. Chuck Scullin, 
Substance Use Specialist, 

is one of 15 peer specialists working at Community 
Care Alliance who meet people where they are in 
their recovery and offer a representation of hope 
embodied in their own successful life changes.

When asked to tell us something important 
about himself, Chuck said, “I’m in recovery myself 
and understand the fears and obstacles to get 
clean and sober.” He says it is most rewarding 
when a person struggling opts for a higher level 
of service to help themselves get stronger.

Another rewarding moment for Chuck was when a 
cocaine dependent person went into the hospital for 
a leg amputation. “She was already wheelchair bound. 
She actually had a specialized wheelchair for playing 
tennis and we would play and talk about recovery. We 
had been talking for almost a year. When I went to 
visit her in the hospital she was in a very good mood 
and said she was done with drugs. She went from 
pre-contemplation to action stage in a week, and as 
of this past July she was 2-years substance free.”

Chuck looks in on 34 people enrolled in Community 
Support & Recovery Services to see if the they are 
doing okay or if they are struggling on any particular 
day. He says that the part of the job he likes the most 
is the team approach as this collaboration informs 
him about his clients’ needs and struggles. Chuck also 
facilitates a Relapse Prevention Group that has been 
temporarily discontinued due to COVID closings.

Senior VP of Community Support & Recovery Services, 
Mary Dwyer, said that when COVID19 surfaced and 
there was a need for staff to step up with tasks not 
usually part of their role, Chuck stepped up bigtime. 
He has been available and ready to help with unmet 
needs of clients and daily operations, including 
driving the van to take presumptive positive clients 
for COVID testing and providing a shuttle service 
for those who need to go grocery shopping. 

 “Chuck is a ‘go to’ worker in many ways. He is able to 
engage challenging clients. His nonjudgmental demeanor 
and willingness to help makes him approachable, not 
only to clients, but also to staff,” said Ms. Dwyer.

Chuck started work at Community Care Alliance as 
a Recovery Peer Support Specialist and transitioned 
to a Substance Use Specialist just over a year 
ago. He maintains his peer support certification 
and is on target to receive an Associate degree 
and license as an LCDP (Licensed Chemical 
Dependency Professional) at the end of this year.

The difference between a Recovery Peer Specialist and 
a Substance Use Specialist is in training and focus. 
Chuck maintains his certification as a peer, but his 
participation in training for his license for substance 
use counseling allows him to provide all of the core 
functions of a licensed substance use counselor—
screening, assessment, engagement, treatment planning, 
collaboration, referral, counseling, as well professional 
and ethical responsibilities under the supervision 
of a licensed substance use counselor. Amy Skurka, 
MA, LCDP, LCDS, CCDP-D, CCJP, QMHP, Coordinator 
of Co-occurring Services is that person, and says, 
“Chuck is a caring and dedicated clinician. He meets 
his clients where they are at in their recovery. Chuck 
does not give up easily, and is always willing to go the 
extra mile to help his clients and fellow workers.”

As Ms. Dwyer said, “Chuck has been an outstanding 
employee not only as a peer specialist and then a 
substance use specialist, but also as a flexible helper 
during this pandemic. CCA is lucky to have him.
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Mental Health Psychiatric Rehabilitative Residences (MHPRR)

Jennifer LaForge, LCSW—Co-Director of Community Support Services  
Kerri Berman, BA, CCSP, ALRA—Coordinator of Residential Services

MHPRR residential homes (Singleton, Sutherland, 
Tanguay, and Chicoine) provide transitional placement 
for those discharged from long-term hospitalization and 
requiring 24/7 support to develop skills needed to live 
independently. The program provides crisis management 
and wrap-around support, assisting clients in building a 
strong foundation of recovery, while reducing the need 
for inpatient psychiatric admissions. While mental health 
stability continues to be one of the main focuses of 
treatment, many residents have chronic medical issues 
that require medical intervention and coordination. 
Clients also receive other services at CCA and in the 
community. Strong family involvement is encouraged as 
it can be critical to the client’s engagement in services.

Outcomes & Engagement

Our mental health rehabilitative residences continue 
to be step down options for individuals with severe 
mental illnesses who had been placed long term at the 
state psychiatric hospital. The group home structure 
and treatment aims to transition these individuals 
into a supervised community setting. Five clients were 
admitted into group homes this year, four of which 
were referrals from the state hospital. The program 
engages clients in treatment, providing a safe and 
supportive environment to work on recovery goals. 

 b 48 clients lived in our residential homes.
 b 7 new admissions and 6 discharges.
 » 5 to Chicoine House, 1 to Singleton House and 1 

to Sutherland.
 » The sources of 6 referrals for these admissions 

were from long term hospital units. The one 
admission to Sutherland apartment was a 
graduate from the Chicoine group home. 

 » New admissions were a result of 4 clients 
transitioning into lower levels of care; 2 to 
supervised apartments, and 2 to community 
living. 

Mental Health Rehabilitative Group homes (Singleton 
and Chicoine House) continue to be a step down 
option for individuals with severe and persistent 
mental illnesses who have been placed long term at 
the state psychiatric hospital, or at the long term care 
unit at Fatima Hospital. The Rehabilitative Supervised 
Apartment (Sutherland and Tanguay Apartments) 
serve as a point of support for clients who require 
additional supervision in the Community Support 
Programming. Given the complexities of this population, 
Nursing Services, on-site support staff, and on-call 
after hours staff help to keep this population from 
utilizing higher levels of care. In fact, there was a 
reduction in the number of ED visits this past year.

 b Of the 48 clients, 4 required emergency 
intervention and 5 required an inpatient stay. 

The 5 new clients admitted into Chicoine House this year 
came from long term hospitalizations. Due to histories of 
medication non adherence, court orders were put into 
place upon discharge to assist clients with successful 
community placement. The program engages clients in 
treatment while providing a safe and supportive 
environment to work on individualized recovery goals.

Singleton House

Sutherland Apartments

Tanguay Apartments
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Covid Challenges in Residential Sites

The COVID-19 
pandemic presented 
us with unanticipated 
challenges and 
“goals” we never 
knew we’d have 
to set. When it 

became clear that congregate care sites were at high 
risk for spread of the virus, the state immediately 
issued “lockdown” orders to all such facilities. All CCA 
MHPRR facilities implemented restrictions to visitors 
and community outings, as well as enhanced personal 
and household hygiene, furniture rearranging for 
social distancing, and mask-wearing in communal 
spaces to minimize risk of contraction and spread. Two 
asymptomatic individual clients in different programs 
tested positive, and staff at both sites swept into action 
to implement further risk-reduction strategies and 
to schedule tests for themselves and the 17 exposed 
clients. Despite the 2 clients that tested positive, all 
other clients and staff came back negative highlighting 
the programs’ adherence to RIDOH guidelines to 
prevent spread in congregate living settings. 

Given the challenges associated with COVID-19, staff 
have implemented multiple daily routines to best serve 
clients while in their enviornments. Some examples of 
implementation techniques include: assisting clients 
with shopping as often as they can, checking in on 
client supplies and providing nutritional meal ideas that 
are affordable. Clients are cooking meals weekly and 
learning how to utilize alternative cooking techniques 
such as crockpots/instapots/grilling. Clients continue 
to expand upon their knowledge of cooking and the 
importance of healthy meal options, and work towards 
making healthy choices that best fit their personal goals. 

Clients engaged in conversations about public health-
including receiving safety pamphlets, meal ideas, 
information on water systems in Woonsocket, updated 
Governor speeches, CDC information. Clients were 
receptive to the information, with encouragement/
reminders from staff to use proper PPE and 
practicing healthy and proper personal hygiene. 

Staff have been working with clients to participate in 
increased physical activities. Some examples of these 
activities include taking walks, jogs, Frisbee, whiffle 
ball and playing catch. Multiple staff members have 
brought in arts and craft activities and board games 
to assist with quarantine down times at their sites. 
Some creative staff members initiated a scavenger hunt 
that is available for the clients weekly. Many clients 
request this activity. Clients have been engaging in 
field days weekly. These field days allow clients to 
get outdoors and engage in exercise and appropriate 
socialization while developing and enriching meaningful 
activities. Staff initiated a “Good Deed Challenge” in 
the month of August, which incentivized clients and 
staff to complete as many good deeds as possible. 

All of the above-mentioned activities have assisted 
with making a somewhat challenging quarantine 
experience more tolerable and even enjoyable, at 
times. Clients have been able to participate in some 
activities and engage with each other to develop more 
positive coping skills, and daily living skills. Which, 
despite not being part of the original plan, has proven 
to be helpful. Clients have responded well to these 
activities, and have been able to rely on staff to assist 
them with some normalcy during this pandemic. 

Telehealth options have made treatment in support 
groups and prescriber appointments possible. Clients 
are able to meet with their masters level clinicians, 
substance use specialists and other medical providers 
via telephone. Staff have assisted in this process. 
Clients report that being able to participate in the 
appointments has been helpful, but is not preferable. 
As we work through the pandemic, clients have begun 
in-person meetings and with precautions, this path 
will continue for clients. Some clients have been able 
to return to their day programming with precautions. 
This is helpful for clients to have some sense of hope 
as we continue to have some COVID-19 restrictions. 

Chicoine House
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Pamela
Pamela moved to Sutherland Apartments on 1/16/2020. 
Prior to moving to Sutherland, Pamela resided with 
her parents. She reported that her relationship with 
her father was quite strained, and describes him as 
a controlling. Pamela depended on her parents for 
everything, which led her to have had no sense of 
independence. As a result of that, she often did not 
have her basic needs met. Consistent with the control 
that her parents held her to, Pamela said she lived 
a very sheltered life and did not go out by herself. 
During that time, she received assistance from CCA’s 
CSP team. With encouragement from her team, Pamela 
decided to move out of her parent’s apartment. She 
hoped to increase her level of independence. 

When Pamela moved to Sutherland, she started with 
almost nothing. She did not have furniture, money for 
rent nor damage deposit. Pamela received donations 
and managed to buy some things for her apartment, 
with the agreement to pay back the rent and damage 
deposit. During the course of the next few weeks and 
months, Pamela saved enough money to pay off all 
her bills, and enough money to buy her own bed. 

Pamela has benefited from the 24 hour supervised 
setting tremendously. There is a marked difference 
in her personality, and in her ability to learn all the 
basic skills needed to live independently. Pamela has 
been receptive to staff support and guidance. She is 
friendly and gets along well with her neighbors. Pam 
has learned countless skills while residing at Sutherland, 
including the following: learning how to cook for 
herself, researching her own recipes, learning how to 
grocery shop and even taught herself how to use the 
self-scanner. She is able to clean and communicate with 
other residents. She is no longer afraid to walk alone in 
the community, and enjoys this new independence. 

When her case manager asked Pamela about the 
progress, she has made since moving to Sutherland. 
Pamela stated, “My self-esteem was low when I lived at 
my parents’ house. My parents held me back.” Pamela 
reported that she was often told: “you will never make 
it on your own”. Pamela stated “everyone at Sutherland 
is so nice to me they are like my family”. Pamela said 
she benefits from talking to her peer specialist Mary 
and stated, “She really listens to me and helps me get 
through tough times “. Pamela also said she benefits 
from meeting with her Masters Level Clinician Alyssa 
and has gained insight into her illness. Pamela stated, “I 
know now I am not useless”. Pamela indicated that she 
has been working on learning how to set limits with her 
father, and has really enjoyed having her own apartment.

“ I have been able to become 
more independent.”

“ I have Improved my responsibilities 
and am able to adapt into society.”

“Tanguay has given me a sense of 
independency and freedom from my 
family.” 
—Residential Clients
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The Wellness & Recovery Center

Dawn Whitehead, MA, NCC, LMHC, CCH—Director of Counseling and Recovery Services

The Wellness & Recovery Center offers therapeutic, 
health and wellness and peer support groups to clients 
of CCA’s Community Support Program and adult 
Outpatient Integrated Health Home. People can drop-
in for the computer lab and Lucy’s Place, a small café 
serving light fare for breakfast and lunch. Staff encourage 
personal growth within the relaxing and welcoming 
atmosphere of the Wellness and Recovery Center, a 
natural place for peer support and socialization, along 
with the treatment groups and peer recovery services. 

Outcomes & Engagement

For many of our clients, social isolation is a major 
contributor to their depression. The Wellness Center 
helps mediate this by providing a safe space for clients to 
interact in groups, in the common area and at the café.

 b Served 141 clients in one of the 24 groups 
 » Provided 2 co-occurring, 13 psychotherapy, and 

9 health and wellness groups throughout the 
year.

 b Master’s level clinicians provided individual 
counseling to 183 clients across IHH/
ACT and residential teams. 

 » This amounted to 3159 hours of individual 
therapy sessions, an increase of 14% over last 
year. 

 b Members of the Master’s Clinician team 
(Group facilitators) attend morning meetings 
among the IHH Teams to provide clinical 
insight and to make recommendations and 
real time referrals to our many groups.

Until Covid changed how we walk in the world, The 
Wellness Center continued to offer an array of well-
attended groups to our CSP clients. These included 
psychoeducational, psychotherapy, substance/
recovery, and activities groups. The Wellness Center 
also continued to be home to Lucy’s Place Café, which 
offers not only lunch and snack items to our clients 
and staff but also a space for social interactions. 

We continued to offer individual, couples and group 
counseling services and a new group was created—
Pocket Protectors, a budgeting and financial intelligence 
group to help clients learn to manage money smarter 
and make the most of their limited income. 

Our staff continued to advance 
professionally with one clinician 
completing the Certificate of Graduate 
Studies program at RIC and two 
clinicians passing the licensing 
exam to become Licensed Mental 
Health Counselors in the state of 
RI. We were saddened to lose, 
Brie, one of our beloved therapy 
dogs this year, but welcomed 

a new pup, Shiloh to the team.

In an effort to keep clients safe during the pandemic, 
the Wellness Center was closed in March. Clinicians 
continued to provide individual therapy sessions 
via telehealth, but groups have been on hold. Staff 
are currently working on a reopening plan to once 
again offer groups either virtually or by allowing 
for social distancing within the existing space.

Shiloh 
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Alive & Peers

Dawn Whitehead, MA, NCC, LMHC, CCH—Director of Counseling and Recovery Services

Alive is a peer supported social recovery program that 
provides both on-site and community group activities for 
individuals living with a mental illness and/or addiction. 

Outcomes & Engagement

 b Alive-90 clients served
 b Peer Services-144 

The Peer Recovery Support team was fully staffed from 
July 1st through the Covid-19 shutdown in March. The 
peers use their lived experience to help our clients 
understand and manage symptoms, connect with 
resources, both within CCA and in the community, 
and help validate clients’ experiences. They are 
integrated into the Health Homes teams to give voice 
to clients and to offer an insider’s view to staff. 

For some of our clients, Alive activities are the only 
source for social interactions. Peers continued to 
reach out to members of ALIVE to brainstorm ways 
to offer virtual group activities moving forward. 

 b During the pandemic, team members made calls to 
our more vulnerable clients for a friendly check-
in, providing relief from the sustained isolation.

 b 880 telehealth contacts were made.

Our peers continue to advance in their education 
with one completing an Associate’s Degree this year 
and being accepted in the BSW program at RIC; while 
another continues working towards her Associate’s 
Degree in General Studies, with a concentration in 
Social Work. Two peers are completing portfolios 
for Community Health Worker and another is 
completing the 500 hours for Certified Peer Recovery 
Specialist certification. We also have a peer with 
a law degree who continues to sit on the PAIMI 
Advisory Council for the RI Disability Law Center.

 b 115 activities were offered through the Alive 
program, averaging 10 clients per activity and 44 
clients per month, a slight increase from last year. 

 b Although Alive activities were suspended in 
March due to the COVID pandemic, the program 

engaged 90 Alive members—almost the same 
number of members engaged in the previous year. 

 b Peer Recovery Specialists provided 1273 
individual services to 144 clients in the Health 
Home programs, which accounts for about 
20% of IHH clients receiving peer services.
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Evergreen Assisted Living Residence

Jennifer LaForge, LCSW—Co-Director of Community Support Services 
Kerri Berman, BA, CCSP, ALRA—Coordinator of Residential Services 
Emmy Jones, CNA/CMT, ALRA—Assisted Living Administrator 

Evergreen Assisted Living provides 24/7 monitoring 
of individuals with severe and persistent mental 
illness who struggle with activities of daily living. 
Most residents also receive services in the Community 
Support Program, receive BMI monitoring and 
intervention from the IHH and ACT Teams. 

Outcomes & Engagement

 b There was an increase in the number of 
clients served this past year with 6 new 
admissions and only 3 discharges.

Various projects and improvements on site were 
implemented. For example an area on the side 
of the house was cleared for a gazebo, which will 
be utilized by clients and staff. Interior painting 
and cosmetic improvements to the house and 
other upgrades had a very positive impact on the 
residents’ experience of residing in an ALR. 

Residents continue to have the ability to request 
specific meals that are both healthy and essential 
to their cultural backgrounds/traditions. Many 
of these services have helped clients to maintain 
the mental and physical stability allowing them 
to feel safe in a home-like environment.

Evergreen ALR staff continue to incorporate many 
activities into the residents’ daily schedules to help 
them maintain motivation and stay engaged. Activities 
such as outdoor visits, Bingo, Karaoke, and family visits 
have started back up following the quarantine, which 
continues to give hope to residents and provide them 
with meaningful activities in their day to day activities. 

Five residents who participated in adult day 
programming and vocational activities had to suspend 
their attendance according to state mandates. 

The annual satisfaction survey showed that 
residents continue to express overall satisfaction 
with the services and noted that the renovations 
help to contribute to the homelike atmosphere. 

During COVID

As of June 30th, Evergreen experienced 2 rounds of 
COVID-19 sentinel testing for all staff and residents, 
with ZERO positive cases. This illustrates the level of 
staff care in avoiding high-risk situations outside of 
work and maintaining proper infection control hygiene 
in the facility. All clients received 2 fabric masks from 
a donated supply, which are laundered frequently and 
worn in all communal spaces except when eating or 
smoking. Residents have adhered to state and facility 
quarantine guidelines, and are receiving family and other 
visits in accordance with Evergreen’s state-approved 
visitation plan. The dining area was rearranged for 
physical distancing, and meals are now served in two 
seatings to limit the number of residents in the area at a 
time. Staff and resident handwashing and sanitizing are 
enforced prior to medication administration and meals, 
and encouraged upon reentering the building. Tests 
since June 30th continue to substantiate the excellent 
work being done at Evergreen to keep people safe. 
Ongoing resident testing is on a symptoms-only basis 
and staff continue to receive biweekly Sentinel testing.

Staff and clients took visiting outside during 
warm weather months.
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Family Well-Being & Permanency
Bridget Bennett, LICSW—Vice President of Family Well-Being & Permanency

Family Behavioral Health Services
Daniel Barbosa, LMHC—Director of Family Behavioral Health

Adult General Outpatient Services

Melodie L’Etoile, LMHC—Team Manager

General Outpatient Services (GOP) provides individual, group and family counseling by 
independently licensed clinicians using evidence-based practices, including Cognitive Behavioral 
Therapy (CBT), Dialectical Behavior Therapy (DBT), and Motivational Interviewing (MI). 
Psychiatry is available to those whose symptoms are best managed with medication.

Outcomes & Engagement

 b 1726 active clients served (active at any time during this period)

AGOP has continued to serve the complex needs of our clients throughout the pandemic by 
employing a combination of in person and virtual services. This has allowed us to continue 
to support our clients’ in reaching their personal social and emotional health goals. 

 b Increased client utilization during the pandemic through monitoring our client show 
rates for appointments. Client show rate for scheduled sessions increased 20%.

 b Maintained Open Access intake program, without interruption. 

Amanda
Amanda initially came to CCA after the removal of her youngest children by DCYF. She was struggling with 
impulsive behavior and anger that were impeding her relationships and overall psychological well-being. Since 
working with CCA therapists and prescribers, she has been able to learn new coping skills, strategies to maintain 
healthy relationships and be a warm nurturing parent. She has not only regained custody of her youngest 
children but was granted custody of her older children who were previously with their father in Massachusetts.

“  Life is good! Big shout out to all the CCA therapists. Scott and Melody 
have been really helpful to me in changing my life.”—Amanda
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GOP Team 5 — Integrated Health Home

Christine Rathbun, MSW, LICSW—Team Manager

Integrated Health Home on Team 5 accepts a vast array of clients who are working to manage their mental health, 
substance use, and/or physical health diagnoses. Our program strives to ensure that clients are living to their full 
potential with the upmost dignity and respect for themselves. Comprehensive, multidisciplinary Health Home includes 
case management, counseling, nursing, psychiatry, peer support and vocational counseling. Clients receive assistance 
with a wide variety of needs in addition to their behavioral health needs, including chronic disease management, 
care coordination, activities of daily living, housing, education/employment, family support, and social engagement. 

In order to assist clients in meeting their goals, our team routinely assists with the following: coordination with the 
Department of Children, Youth and Families to work towards reunification, applying for housing and coordinating 
with landlords to ensure safe and healthy living arrangements; providing guidance to meet basic needs such as 
submitting applications for the Family Support Center and other local food banks; making referrals for therapy to the 
CCA Adult General Outpatient Department in efforts to increase clients’ coping skills; assisting in completion of job 
applications; referring clients to CCA’s Employment and Training Department; coordinating with medical specialist 
and providers to ensure clients are current with their medical needs; and providing support to clients who are working 
towards recovery from substances through referrals to CCA’s Rise to Recovery Programs and the Serenity Center. 

Outcomes & Engagement

 b Served 250 clients. 
 b Provide a Health and Wellness bulletin board, providing useful information on health-related 
topics that are important to our community. Some topics included: Mental Health Awareness, 
Hepatitis, Opioid Misuse Prevention, Smoking Cessation, Cancer, STDs and COVID-19. 

 b Provide a lending library for clients to borrow and/or donate books. There is also 
a donation area for childrens toys and clothing for adults and children. 

The team continues to improve upon connections with clients, other departments at CCA and the surrounding 
community to provide the best care possible. With the integration of telehealth services, we have been working 
to remain just as connected with our clients as ever before. While we have continued to serve much of our 
population face to face, there are instances in which clients are not comfortable with direct contact or are 
medically compromised, thus preferring telehealth to ease the anxiety around potential danger. Our hope, 
especially now, is to help clients recognize they are not alone in what they are feeling and to find security 
in knowing that there are resources and people in the world who value them and their experiences.

Roland
I have been a client at CCA since 2018. I was homeless for several years as I struggled with obtaining my 
own housing and had nobody to guide me in the right direction. I was discouraged and was losing hope. 
With the assistance that I was receiving when I joined Team Five, I was able to become organized and 
more confident. I felt for the first time in a long time I had someone to advocate for me. Danielle was 
able to walk me through the appeal process through housing and was able to attend my appeal hearing 
at Woonsocket Housing in March 2020. Two weeks later, I had my own apartment! I am currently stable 
and more independent and less stressed. I am happy as I do not have to worry anymore about finding my 
own place to live. I am able to focus on my health goals now that I am living in a stable environment.
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Children’s Outpatient Services

Joelle Nelson, MA, LMHC—Program Coordinator

Provides a range of family-centered, trauma-
informed, office-based, clinical services for children 
and families struggling with behavioral health issues. 
Professional clinicians are trained to address the 
needs of children of all ages with comprehensive 
assessment, treatment, and psychiatric services. 
Clients learn skills to manage symptoms of anxiety 
and depressive disorders, ADHD/ADD, substance use 
disorders, and many other issues. With all children, 
we collaborate closely with parents, teachers, other 
providers and caregivers, and use a range of therapeutic 
modalities, designed to meet the individual’s needs.

“Our team works together and we 
are supportive of each other. There 
is always someone willing to listen 
and help out if we are struggling 
with a difficult client situation. I also 
feel that our team is compassionate 
and caring and always available 
to our clients.”—Outpatient Clinician

Outcomes & Engagement

 b 806 families served

The goals of the children’s outpatient team is to provide 
support in helping our clients improve their day to 
day functioning and reducing the symptoms that have 
brought them into services. An ongoing goal is to limit 
hospitalization and maintain placement of the child in 
the home. We have continued to work with local school 
systems to provide access to counseling services and 
providing outpatient counseling at schools in Central 
Falls and Burrillville, There are ongoing barriers and 
environmental factors that can hinder progress around 
these goals. In 2020 the COVID-19 pandemic has created 
barriers around face to face counseling. We have been 
able to use telehealth sessions to continue providing 
services to our clients. We are always working towards 
communication with outside agencies and collaborating 
care. A bridge in this effort has been the PIPBHC team.

The Children’s Outpatient Services team has continued 
to utilize MIRAH, an assessment tool, to inform 
their work with clients and assess progress towards 
goals. During the COVID-19 pandemic clinicians 
utilized telehealth to provide access to services. 

 b Engagement increased with the 
use of telehealth sessions. 

Clients participated in group activities along with their 
peers in home-based services. Some of these groups 
raised funds to support future enrichment activities. 
Staff have put together “activity kits” to be utilized 
during sessions to improve engagement. During the 
COVID-19 pandemic staff put together “survival bags” 
that were distributed to families to provide them 
with resources and activities during the pandemic.
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A Fourteen Year-
Old Girl

A fourteen year-old came into services because there 
were many environmental stressors and abuse within her 
family. She was not engaging in school while struggling 
with healthy peer relationships; and she had two 
Butler hospitalizations due to suicide attempts. During 
her time in services she engaged in both Children’s 
Enhanced Outpatient Services and the Outpatient 
program. Staff coordinated services with DCYF, the 
school, and extended family members to ensure she 
had a safe home to reside. With the consistent support 
of CCA staff and ongoing therapy she graduated high 
school and has been working full time. Now a young 
woman, she reports a decrease in depressive symptoms 
and says she no longer has suicidal thoughts. She has 
continued to thank CCA staff for the support they have 
provided during the most troubling times of her life. 

Enhanced Outpatient Services

Patricia Alvarez, LICSW—Co-Team Leader  
Donna Vear Hamilton, LCSW—Co-Team Leader

Enhanced Outpatient Services (EOS) provides 
intensive, community-based services for children 
in acute distress and at high-risk of harm to self 
or others and/or placement outside of the home. 
Services incorporate a family centered and trauma 
informed approach to care while building on existing 
strengths and resources. Licensed clinicians work in 
conjunction with a team of case managers to provide 
comprehensive care, including psychiatry, on-going 
assessment, and treatment planning. A range of 
evidence based therapeutic modalities are utilized to 
meet the individual needs of each child and family, 
including cognitive behavioral therapy, parent support/
planning, and family therapy. The EOS program 
works to provide wrap around care by building 
on natural supports, collaborating with caregivers, 
educators, physicians, and additional providers to 
deliver most efficient and effective treatment. 

Outcomes & Engagement

 b Served 221 children
 b Implemented telehealth services 
during a national pandemic. 

 b Maintained consistency of care through extensive 
outreach efforts via telecommunication.

 b Conducted daily research and delivered basic needs 
to families to aide in sustaining during COVID-19 

 b Provided training to staff via Circle of Security, 
a relationship-based parenting program, as 
well as trainings and coaching calls on MIRAH, 
an evidence-based assessment tool.

 b Held a parenting group on “The Circle of 
Security” where caregivers participated in an 
8-week session and received a certificate. 

 b Engaged in continuous case 
consultation with psychiatry. 

 b Offered pro-social activities to enhance 
engagement and community collaboration, such as 
apple decorating and flower bouquet donations. 
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The EOS team continues a collaborative relationship with Tides Family Services by providing clinical 
services, behavioral supports and medication management for clients served by the Preserving Families 
Network. We are serving more clients outside our traditional catchment area particularly in Central Falls and 
Pawtucket. Services are provided to a number of Spanish-speaking families by our two bilingual/bicultural 
clinicians, one case-manager, and one psychiatrist. The national pandemic starting in March of 2020 has 
impacted our ability to provide direct in person care; however, our devoted staff has creatively met with 
families outside in their yards, at local parks, or with multiple telehealth calls throughout the week. 

A 6 Year-Old Boy
A 6-year-old boy lives at home with his adoptive mother and father and three adoptive siblings. He was born addicted 
to opiates and heroin and prescribed methadone as an infant, and was placed directly into the foster system after his 
birth. This baby was officially adopted at 2 years of age. As school aged boy, he began to exhibit increasing difficulties 
with managing his emotions around highly stimulating and rigid environments. He exhibited symptoms of anxiety 
like aggression, nail biting, tapping, night terrors, and elopement, which impacted his ability to be in the classroom. 

With the start of Enhanced Outpatient Services in the home, his mother fully embraced The Circle of Security 
Parenting Program, an evidence-based program that focuses on the relationship between a mother and 
her child. Additional interventions included collaboration with educators/supportive care providers and the 
implementation of environmental changes to address sensory needs. Not only did this child’s anxiety symptoms 
begin to decrease, allowing him to stay in the classroom, make friendships, and obtain educational gains, 
but his relationship and bond with his adoptive mother flourished. He graduated from Kindergarten, despite 
the impact of COVID! His mother continues to be an active model and participant in the foster system! 

“ I just want to let you know how grateful I am to have met you, as you have 
inspired me in so many ways, and have made me aware of so many things. My 
family was truly blessed by having you work with us. I know I’m very strongly 
opinionated on things when it comes to my children and you just kept on giving 
me advice and ways that might work better Thank you!”—Mother of 6 Year-Old Boy
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Healthy Transitions

Tara McConkey, LICSW—Team Manager

Healthy Transitions (HT) provides a comprehensive 
array of services to young people aged 16-25 with a 
serious mental health or co-occurring disorder, such 
as Major Depression, Bipolar Disorder, Schizophrenia 
and other psychotic disorders, and complex PTSD. 
Services are delivered with consideration of the 
unique developmental needs of transition age youth. 
Emphasis is placed on supporting participants in 
continuing their education or obtaining employment. 
Healthy Transitions provides supports not only to 
participants, but their families as well. Staff help families 
to understand their child’s symptoms or diagnoses, 
navigate systems such as DHS, DCYF, Social Security, 
and special education, and refer them to relevant 
community-based supports for their own well-being,

“ I felt as if my life was over before 
I even had a real shot at normalcy. 
Healthy Transitions restored my 
faith in people. And myself... I’m 
challenged to reach expectations 
I would’ve never set for myself 
without them... Finding one’s 
place in the world is scary. HT 
reassures me time and time again 
that I deserve to be a part of 
it.”—JW, age 25, HT participant, 2016-present

Outcomes & Engagement

 b Served 82 clients
 b Staff collaborated to increase attendance at 
the “Walking Mindfully” sessions, a group 
that offers an opportunity to practice both 
mindfulness and socialization with other 
participants during walks at various local sites. 

 b The team’s nurse and vocational specialist led 
another socialization group, “Exploring RI,” 
which allowed several participants to socialize 
in the community while exploring shared 
interest in Rhode Island history and culture.

The Healthy Transitions Team

This year was a transformational one for Healthy 
Transitions as the federal grant from SAMHSA, which 
partially funded the program since 2015, ended on 
2/29/2020. As of March 1, 2020, most services are 
reimbursed through Medicaid Managed care plans via 
Integrated Health Homes (IHH) and Assertive Community 
Treatment (ACT) funding streams. Currently, some 
services are also covered by funding through the 
agency’s Certified Community Behavioral Health Clinic 
(CCBHC) grants. Healthy Transitions is able to provide 
participants with Coordinated Specialty Care team 
services, which can be adjusted from monthly contact to 
multiple contacts per week, based on an individual’s 
needs and preferences. This is accomplished through the 
process of “shared decision-making” among the client, 
the treatment team, and family members or other natural 
supports.

For many participants, Healthy Transitions provides 
a seamless bridge from children’s behavioral health 
system to adult mental health services. Without 
the program, young people usually have to change 
therapists and psychiatric providers either when they 
turn 18 or when they graduate from high school. 
Because they have not yet developed the life skills to 
“comply” with traditional outpatient services, or to 
access services independently, many of these young 
people would ordinarily drop out of treatment. For 18 
year olds experiencing the most serious symptoms, 
including those having “first episode psychosis,” they 
would normally be referred to the agency’s adult CSP 
program. Healthy Transitions office space is located 
separately from the other CCA mental health programs, 
instead being co-located with CCA’s Harbour Youth 
Center and Employment and Training programs. This 
co-location strategy, outside of the traditional clinic 
setting, helps the program convey a sense of hope and 
optimism, with the expectation that clients are able to 
continue to pursue their educational and life goals while 
they are manageing their mental health symptoms.
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Monica 
Hi, my name is Monica and this is my story. I would like 
to start this entry with one of my favorite quotes, which 
is “Everything happens for a reason.” Whenever I feel an 
emotion towards any situation, that’s the first thing I tell 
myself. “Everything happens for a reason.” In the moment 
you may not know that exact reason, but as time goes on 
and you look back at that situation you’ll realize why that 
situation needed to happen to bring you where you are 
now. 

The best example I can think of to get this point across, 
happened on January 20th, 2019. I was 20 at the time, 
“living my best life” on vacation in Colombia. I put 
that in quotations because at the time that’s what I 
thought, but now looking back I realize that wasn’t the 
case. That whole vacation, I was partying every single 
night- drinking, smoking, and doing different drugs. On 
this particular night, I had mixed alcohol, weed, coke, 
shrooms, and acid. Yes I know, awful idea—I don’t know 
what I was thinking. The night started off good but as I 
kept doing more and more of these drugs the night got 
progressively worse. I realized the morning after that the 
effects of these drugs weren’t wearing off, and I felt off. 
Everyone noticed as well, and started getting concerned. 
I was acting very strange—my sentences didn’t make 
sense, I was lashing out at my family, I was paranoid, 
I was having hallucinations. Every possible thing that I 
could have wrong, I had. 

I was acting so strange that I wasn’t allowed to fly home, 
so my family had to bring me to a mental facility in 
Bogota to stabilize my mental health. Once I was able to 
fly home, I did and I was brought to Jane Brown, which is 
a psych ward at Rhode Island hospital. There, my family 
and I learned that I had drug induced psychosis. I had 
stayed there for a total of 30 days, on all kinds of psych 
medications, trying to stabilize my mental health so I 
could go home safely. After I did, I attended a 2 week 
outpatient program at Fuller Hospital, and then I started 
my treatment plan at Healthy Transitions on April 2nd, 
2019. 

That day, they did my intake, talked to me about the 
program, gave me a tour of the office, and I met my 
team. I was given a case manger, psychiatrist, clinician, 

nurse, substance abuse specialist, and an employment 
& education specialist. Together they work as a team to 
help with meeting personal goals for improving mental 
health and making successful transitions into adulthood. 

At first, I was skeptical because I hate asking for help, and 
I felt embarrassed I couldn’t transition into adulthood 
by myself. However, as time went on I starting realizing 
that there isn’t a problem with asking for help especially 
when you’re struggling with mental illnesses. I started 
opening up to my clinicians, and giving them a chance of 
helping me instead of keeping my guard up and having a 
negative attitude. 

As soon as I started talking about my problems, and 
taking the right medication, I started to notice a shift in 
my outlook on life. When I started the program I truly 
believed there was no meaning in life and I didn’t have 
the motivation to look forward to my future. As time 
went on, I noticed myself planning the life ahead of me, 
being excited to wake up everyday, and having a positive 
mindset. Everything in my life just started to come 
together like a puzzle and it felt amazing. 

My employment specialist helped me write a resume, and 
get a job as a certified nursing assistant. My substance 
abuse counselor helped me stay sober and find different 
of ways of coping with my emotions instead of running 
to drugs. My psychiatrist guided me on finding the right 
medication that best fit my mental illnesses. My clinician 
met with me once a week to address my problems, talk 
about past events that have marked the person I am, and 
helped me in ways I could’ve never helped myself. 

Now, it’s August of 2020 I have a full time job, I’m 
building my own apartment, I have a car, and I’m 
genuinely content with my life. Of course, there’s always 
room for growth, but I truly believe I wouldn’t be here 
today if it wasn’t for this program. I can not thank 
my team enough for all they have done to help me. 
“Everything happens for a reason.” 

When I was in Colombia, it felt like the end of the world 
and I thought I wouldn’t be able to get through this. I 
didn’t understand why this all had happened to me, but 
now I know. This all happened for me to be here today; 
happy, successful, on a path to be mentally stable, sober, 
and eager to live my life.—,Monica, age 21, HT Participant
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Promoting the Integration of Primary & Behavioral Health Care PIPBHC

Katherine Randall, MSW, LICSW—Program Manager

The grant-funded Promoting the Integation of 
Primary and Behaviorla Health Care program targets 
families with children in which any family member is 
experiencing or is at risk for substance use disorder 
and/or co-morbid physical and mental health 
conditions. The PIPBHC program’s goal is to coordinate 
care between Community Mental Health Centers and 
Federally Qualified Health Centers (i.e., Thundermist) 
in order to improve the overall wellness and physical 
health status of the entire family unit. Services include 
screenings, diagnosis, prevention, and treatment of 
mental and substance use disorders, as well as physical 
health conditions and chronic diseases. PIPBHC focuses 
on prevention, early identification and intervention 
in order to reduce the incidence of serious physical 
illnesses. By increasing the availability of integrated, 
holistic care for physical and behavioral disorders, 
and improving access to primary care services, 
the overall health status of clients is improved.

 b Enrolled 60 clients since the start of 
the program, August 2019,

Many PIPBHC clients have large families, have 
many service providers and struggle to keep 
and follow through with appointments. The 
team provides education on time management 
and appointment scheduling, and assists 
with coordinating care and following up. 

 b PIPBHC improved show rates for appointments, 
enrollments at the collaborating FQHC, 
Thundermist, and improved mental 
and physical health symptoms. 

The team continues to build 
connections with clients, 
other CCA programs and 
the surrounding community 
to provide the best care 
possible. Since the pandemic, 
we continue to serve much of 
our population in person with 
safety protocols, but there are 
instances in which clients are not 
comfortable with direct contact 
or are medically compromised, 
preferring telehealth. Staff strive 
to help clients recognize they 
are not alone in what they are 
feeling and to find security in 
knowing that there are resources 
and people who value them and their experiences.

 b Implemented Zoom groups: Coffee Hour with 
Kristen Moreau; Self Esteem and Me with Jes 
Mullaly; Breathing & Mindfulness with Annie 
Jones; and Ask Nurse Jen with Jen Leno. 

 b Created and delivered Boredom Buster Bags 
families with games, arts and crafts ideas, and 
resources to help decrease boredom, especially 
during the earlier months of COVID19. 

 b Implemented plans for a smoking 
cessation group, as well as a healthy 
eating and exercise group.

PIPBHC has also taken some non-traditional 
approaches to boost client engagement 
during the COVID19 pandemic. 

 b Hosted a Flash Parade with cars decorated with 
program information that went through the city 
of Woonsocket with lots of beeping and waving. 

 b PIPBHC hosted a sidewalk chalk event 
for the public, to increase engagement 
and social connectedness during the 
pandemic. This was advertised in the 
Valley Breeze and local WOON radio.

The Flash Parade starts here!
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The First Family
The first family enrolled in PIPBHC, had a newborn and a 2 year old. The family was referred to us because 
they had fled a domestic violence situation and had lost housing, and the mother was struggling with finding 
supports. We helped her navigate state systems to obtain family shelter, and receive counseling to address 
her trauma. Fast forward 9 months, and she just received transitional housing, and has followed through 
on almost all her appointments (mental health and physical health) for herself and the kids. She did it as 
a single mother, while engaging in all of our online groups; she participated in the sidewalk chalk event, 
and has built positive relationships with other families while doing so. She engages in her own counseling 
through Community Care Alliance, which was facilitated by PIPBHC staff, and she continues to work on her 
goals for permanent housing, employment, and the healthy development and social skills of her children.

Child Welfare
Mark Cote, LMHC—Director

Family Care Community Partnership

Patricia Corbett, LICSW—FCCP Northern Region Manager

The Family Care Community Partnership (FCCP) is a free statewide prevention program available to any 
family with a child under the age of 18. CCA is the lead agency of the Northern Region of the FCCP, 
partnering with CCAP. Families are often overwhelmed by chronic or acute stressors and are unsure how 
to proceed. The FCCP helps families experiencing stress and in need of assistance to navigate services and 
community resources. FCCP engages with families using a wrap-around model; identifying family strengths 
and natural supports to develop a plan of change, and help to understand risk and safety issues. 

The Department of Children, Youth and Families (DCYF) has identified “Pivot to Prevention” 
as a major strategy and look to FCCPs to divert families from contact with or opening to the 
Department, or to assist families with initiating services that are required by the Department. 

Outcomes & Engagement

 b 227 youth and their families were served
 b Participating families meet most of their goals 75% of the time at the time of closing. 
 b As a means of prevention; Only 3% of families who open with FCCP are 
subsequently open to DCYF within the next 6 months.

We have continued to see an increase in families presenting with housing and homelessness as a 
primary issue. The pandemic changed life and practice in the community for everyone. The FCCP 
remained active throughout and has been reaching out to families and assisting with the usual family 
stressors as well as remote learning, internet/technology issues, caring for children with behavioral issue, 
quarantine/isolation, food insecurity, and increases in domestic violence. The greatest concern since 
the pandemic began is the isolation of children as fewer systems interact with children in person.
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The program continued efforts to offer enrichment activities for families, offering a pumpkin event at 
Adams farm in the fall and a bowling outing during December school vacation. The FCCP Partnered with 
Neighborworks and presented an Eviction Prevention workshop. For the first time last year, the FCCP 
sponsored a table and activities at the Woonsocket Splash Park called “Fun in the Sun “to outreach 
to families about the importance of having fun as a family, safety and community resources.

“We have all had to learn a whole new way to communicate 
but it is still all about relationships.”

During the Pandemic the FCCP has been providing support for families by calling, encouraging, 
checking up on families, arranging drop offs of needed items and working with other systems 
including DCYF and the schools to problem solve about how to reach out to isolated families.

Visitation Services

Kelli Li, MA, LMHC—Manager of Integrated Permanency Support Services

Visitation Services are offered at the Northern RI Visistation Center in 
Woonsocket a home-like setting where staff work with parents whose 
children are in out of home care due to abuse and/or neglect and are 
currently working towards reunification. All clients are referred by DCYF. 
and have an identified mental health and/or substance use concern. 

Staff supervise visits between birth parents and their children focusing 
on building parenting skills and enhancing the parent/child relationship. 

Additionally, staff provide case management, recovery coaching, case coordination and recommendations to court 
in order to help parents overcome barriers to reunification or be part of the permanency plan for their children. 
Transportation of children to visits with their parents and home-based services to support the family after reunification 
are provided. Intensive Family Preservation is offered as a continuum service, and families that reach reunification will 
continue work with their case manager in their homes in order to provide support and resources during transition

Outcomes & Engagement

 b 77 families were served
 b All families, that were in the program for more than 30 days, saw improvement in the areas of 
parental effectiveness, engagement in services, and family communication (per data collected for 
the FAST). FAST data indicates that families also made improvements in all measurable categories, 
including housing stability, mental health, substance use, and decision-making skills.

 b All clients saw an increase in their ability to access supports and resources. With 
an increased ability to appropriately access services, clients’ engagement in 
services, such as mental health and substance use, became consistent. 

 b All clients involved in the program also showed growth in their ability to utilize parenting skills, have appropriate 
communication with their children, and ability to better understand their child’s emotional/physical needs.

 b Staff lead a parent support group, open to all parents regardless of permanency status.
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Intensive Family Preservation

Kathryn Landolfi, LCSW—Supervisor/Clinician

Intensive Family Preservation (IFP) is a home-based program for families, funded by DCYF, providing intensive 
wraparound services for families in need of long-term stabilization to avert placement or assist with reunification. 

Outcomes & Engagement

 b 75 families served.
 b 35 families were closed successfully
 » Out of these 35 families, 28 were able to maintain their children in their home and close successfully to DCYF. 
 » 7 out of 35 families were reunified with their children who were currently in DCYF placement.

Clients were referred to services for mental health treatment, substance use treatment, family therapy, assistance 
applying for DHS programs and assistance regarding obtaining housing. IFP makes efforts to collaborate with 
all service providers working with the family to ensure family members are receiving the best services to meet 
their needs. IFP also empowers clients to advocate for themselves and get familiar with resources in their area. 

 b IFP services provide 2-3 hours of direct service on a weekly basis. 
 b Prior to COVID-19, IFP staff facilitated a Parent Support Group for IFP families and families living in 
the community. This group helps parents to form relationships and support networks with families in 
their community that also may have a history with DCYF. The support group encourages developing 
interests and social networks with activities like arts and crafts, bowling, and going to the movies.

Nurturing Early Connections

Jeanne Rheume, LICSW—Program Coordinator

Nurturing Early Connections (NEC) serves families with children 0-2 years of age (average age 0-six 
months) who are involved in the Child Welfare system and in out of home placement. Staff provide 
increased supervised visitation for biological families, parenting skills and intensive case management 
with a goal of reunification and/or permanency for young children. We use an evidence-based parenting 
curriculum with families focusing primarily on child development and attachment and bonding.

Outcomes & Engagement

 b 28 families opened to Nurturing Early Connections program.
 » Of these 28 families, 64% were first time parents and 90% of the children were placed in out of home care at 

birth. 
 » 25 families were also involved with programs across Community Care Alliance, which included adult mental 

health and substance abuse services, case management, Family Support Center, home visiting programs, Early 
Intervention, and the Employment and Training PAID program. 

 » All 28 of these families increased weekly visits with their babies by 100% (2-4 hours or more weekly) to 
improve attachment and bonding. 

 » 10 families were successfully reunited within a 3-10 month period and received after-care services thru 
Nurturing Early Connections and our Intensive Family Preservation Program.

 » 85% parental substance abuse
 » 100% mental health issues that required clinical intervention



38 Fiscal Year 2020 Annual Highlights & Outcomes Report 
July 1, 2019 - June 30, 2020

 » 78% of parents had a history of child welfare involvement when they were children
 » 100% of families were exposed to chronic trauma, (e.g. poverty, domestic violence, community violence)
 » 64% were first time parents 
 » Average age of children involved in NEC: 0-6 months
 » 87% of children were placed at birth and became involved with NEC within 3 months or less
 » 80 % of babies were substance exposed at birth
 » 82% of babies were eligible and received Early Intervention services 
 » 42% were reunited within a one year period
 » Shortest length of out of home placement : 3months
 » Longest length of out of home placement : 15 months

Claire
Claire is a first time mom whose baby was placed in DCYF foster care at birth due to prenatal substance 
exposure. Claire and her baby became involved in our Nurturing Early Connections program shortly after 
birth. While Nurturing Early Connections staff worked with Claire on basic child care skills, bonding with 
her baby, and learning about developmental milestones, Claire also received mental health and substance 
use treatment at Community Care Alliance. Claire and her baby increased their time bonding together as 
they received intensive case management to support Claire in her goal of reuniting with her daughter. 
Within 10 months, after a lot of hard work, Claire and her baby were reunited and Mom now has the 
supports, techniques and tools to provide a safe, secure, nurturing home for her baby to grow in.”

“Thank you for believing in me and never giving up”

Therapeutic Foster Care

Linda Harrod, LICSW—Program Manager

Therapeutic Foster Care (TFC) connects children from birth to 18 years old who are exposed to abuse 
and neglect and are in the child welfare system with foster parents who provide a refuge in their 
home. A support team helps foster parents meet the emotional and behavioral needs of the children 
placed in their homes. Our goal for the children is permanency, and while reunification is what we 
seek for all children, permanency may end up being guardianship with a relative, or adoption.

Outcomes & Engagement

 b 72 children received Therapeutic Foster Care 
 b 26 children entered care and 32 children were discharged from care. 
 » Of these 32 children 3 were moved to a pre-adoptive home; 14 children were reunified; 3 children were 

moved to a family member; 3 children were adopted; and 9 children had an emergency removal. 
 » The goal of engaging and bridging the relationship with biological and foster families as soon as possibe was 

more difficult post-COVID due to some families not having a computer or understanding how technology 
works. 

 b Hosted a pre-COVID, annual cookout last August, and a Christmas party at which each child was give a gift. 



39Family Well-Being & Permanency Services

A Duty to Care for All the Little Katchinas
Nurturing, supportive, empathetic—these are words 
every child should be able to use to describe their 
upbringing. Unfortunately, this is not the experience 
for many children in Rhode Island. There are different 
reasons children enter into state care. Some children 
come into care needing a forever home, whereas others 
need a temporary semblance of stability while their 
biological parents work to address the concerns which 
lead to the removal of their children. As a result of this 
disruption, all these children deserve compassionate, 
well-trained, trauma informed foster parents who can 
help them navigate through this difficult experience. 

Unfortunately, there are specific child subgroups 
that foster care programs find challenging to place, 
particularly children 8-16 years of age, and children 
who identify with the LGBTQ community. Additional 
cohorts of foster children that are difficult to match 
with foster families would be those with significant 
developmental delays, behavioral diagnoses, or complex 
medical needs. These groups have also experienced 
significant trauma and are more vulnerable to multiple 
removals and low expectations of permanency. It is 
essential they be fostered in nurturing environments 
with parents specially trained to support their needs. 

I recently had the opportunity to interview Katchina, a 
former foster child who was later adopted by her parents, 
Norman and Linda Harrod. Katchina was eight years old 
when she and her two younger siblings were first placed in 
foster care. Luckily, they were able to remain together in a 
single home which is considered crucial to minimizing the 
deleterious effect of parental separation. Unfortunately, 
though, that luck didn’t last very long. The children were 
soon separated into three separate placement homes, 
with the sisters in two different foster homes and their 
brother in a group home. Katchina’s sister was eventually 
adopted by the foster parents she was last placed with, but 
Katchina and her brother remained in separate care. After 
some time had passed, Katchina and her brother did end 
up being placed into the same home with Norman and 
Linda Harrod, and as mentioned, were adopted by them.

You can imagine the stress these siblings experienced 
with each upheaval. Katchina described her early 
childhood as “overwhelming” and felt that she had 
to grow up faster than her peers. The responsibility 
of caring for her siblings was often left solely on her 
shoulders due to her biological father’s absence and 
biological mother’s mental illness. Before meeting 
Linda and Norman, Katchina never imagined being 
able to finish high school, and had always assumed 
she’d have to quit school to care for her younger 
siblings. After she and her brother were adopted 
by the Harrods, high school and college suddenly 
became realistic goals. Katchina earned her associate’s 
degree two years ago and graduated this year with 
a Bachelor’s degree from Rhode Island College. 

There is a desperate need for people willing to 
open their homes to children living in turmoil, 
and now, there are unique barriers to recruiting 
and retaining foster families that come as a 
result of the current COVID pandemic. Agencies 
are increasing supports and resources to foster 
families, including opportunities for more 
specialized trainings. These include a ten-week 
TIPPS MAP training as well as monthly trainings 
that touch on a variety of topics regarding the 
children involved in the child welfare system.

In the current climate there are many unknowns. 
One thing is certain though—the vulnerable children 
of Rhode Island need our help and it is our duty 
to respond. There are many “little Katchinas” out 
there who can grow up to be educated, caring, 
and assets to society just like she has. She too 
would like to foster someday so that she can be the 
person she needed as a child. When asked what 
her adult self would advise her adolescent self, 
Katchina responded, “I’d tell her to never give up 
because forward is forward no matter the speed.” 

— By Pauline Awosika, BS, Therapeutic 
Foster Care Recruiter/Trainer
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Early Childhood Programs

Darlene Magaw, MS—Family Support Director 

Early Intervention

Linda Majewski, M.Ed., MT-BC—Program Manager

Early Intervention is an infant-toddler home-based 
program regulated in Rhode Island by the Executive 
Office of Health & Human Services. The program serves 
eligible children from birth to 3 years of age to promote 
their growth and development. Qualified professionals 
work in partnership with the family to address children’s 
developmental delays or functional skills levels that are 
likely to result in significant developmental problems, 
and certain other diagnosed conditions. Here at CCA, 
Early Intervention has provided nearly 50 years of 
service plan development, parent coaching, direct 
therapies (Speech, Physical, Occupational, Nursing 
and Nutrition), as well as innovative approaches like 
infant massage instruction and music therapy to reduce 
the impact of developmental delays and disabling 
conditions for children under three years of age.

“Working with our Early Intervention 
team helped us create a plan 
based on my child’s needs 
and she is reaching her goals 
with their guidance and our 
daily encouragement”—Parent

Outcomes & Engagement

 b Started the fiscal year with 297 
eligible children and families. 

 b Received 237 new referrals and transitioned 
124 children to preschool special education 
service at graduation at age 3. Of those 
referred, 67 were screened out or found not 
eligible and guided to other community 
supports or family visiting services. 

Much of our work is devoted to coaching parents to 
support their child’s growth within their typical day. This 
is done by regularly scheduled individualized family 
sessions addressing the unique needs, routines and 
priorities for each child.

Of all children transitioning out of EI, 92% families 
report, and outcome functioning scores confirm, that 
gains were made during their program enrollment. 
Some children are able to progress to skills that are 
typical for their age while others need more guidance 
and are eligible for pre-school services at graduation 
from our program. Our annual family survey also 
reflects these trends as families report the following:

 b 94 % of families are informed and aware of their 
children’s special education rights and safeguards

 b 98% of families have learned about how 
to guide their children’s development and 
feel confident in their ability to advocate 
for them with other professionals

We have offered small group opportunities to families 
and children with typically developing peers through 
musical story time series with the local library. We also 
facilitate small parent/child groups to support social-
emotional success with age mates and build confidence 
in peer interactions. We hold an annual Family Fun Day 
at a local park as well as a Peek at the Parks to introduce 
children & families to their neighborhood playgrounds.

“Early Intervention has been amazing 
and taught my family so many 
things to help my son learn during 
his day-to-day routines”—Parent 

EI Family Fishing Day at Cass Park Woonsocket
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First Connections

Darlene Magaw, MS—Family Support Director

First Connections is a family visiting program funded 
by Title 5 Maternal Child Health Funds and Medicaid 
so there is no cost to families regardless of income or 
insurance coverage. This service provides guidance 
and support for families who are pregnant and/or 
parenting children under three. Prenatal activities include 
peri-natal depression screening, health assessment, 
supported referrals to longer term family visiting 
services and individualized birth preparation. Once 
the baby is born, we receive referrals from birthing 
hospitals to complete family health assessments, child 
developmental screenings and support families to access 
community resources. Our program serves 9 cities and 
towns north and west of Providence. Providers include 
registered nurses, social workers and community health 
workers. One of our providers is a Certified Lactation 
Counselor and helps pregnant women and new moms 
plan and succeed with breast feeding their infants. 
Another provider is a labor and delivery nurse who 
helps with birth preparation and peri-natal health. 

“ I had so many questions about my 
baby and it was reassuring to know 
all that we were doing was on track. 
I really liked the developmental 
screenings and hints to teach 
my daughter all those little steps 
along the way.”—First Connections Mom

This year we continued to participate in guided 
referrals before discharge for families whose 
babies were diagnosed with Neonatal Abstinence 
Syndrome. These children typically spend a longer 
time in the hospital while parents room in during 
treatment. Meeting families in-person or through 
videoconference before discharge helps to build the 
bridge to community based supports and strengthen 
connections made to longer term services that these 
families are eligible for (e.g, Early Intervention). 

Outcomes & Engagement

Moms seen by First Connections are more likely 
to be connected to their medical home for both 
themselves for post partum care and their children 
for well-child appointments/immunizations. 

 b Received 1508 referrals during this reporting 
period and scheduled intakes with 570 families. 

 b 38% of referrals received at least one home 
visit or telehealth visit. This represents a 10% 
increase compared with our previous annual 
report and reflects a period of time during the 
initial months of the COVID pandemic when 
pediatricians suspended in-person care, and our 
First Connections services were deemed essential 
by RI Department of Health. This meant that our 
providers continued to complete in-person home 
visiting, as well as pivoted to a hybrid model 
of telehealth in response to family choice. 

 b Screened 99% of new moms and completed 
developmental screenings on 93% of 
children over one month of age. 

 b Referred 72 families to Early Intervention services 
and 83 families to long term family visiting services

 b Completed 277 referrals to connect families 
to other community services including WIC, 
housing, basic needs and mental health services. 

Emma 
Emma was referred to First Connections as a 5-month-
old baby living in foster care with her maternal 
grandmother who planned to adopt her. After a 
challenging start, she requested guidance around next 
steps and activities to encourage her grand-daughter’s 
growth. First Connections provided regular periodic 
screening and collaborated with Emma’s pediatrician 
around tracking milestones. It was noted at Emma’s 
9 month check-in that she wasn’t yet sitting and her 
movements seemed like that of a younger baby. She had 
had a series of ear infections and her grandmother was 
concerned. Emma was referred to Early Intervention and 
received services to support her motor development.
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Healthy Families America

Rachel Hallene, BA, Program Supervisor 

Healthy Families America (HFA) provides prenatal and 
parenting support, case management and education. 
Families referred to HFA are either expecting or 
have a child under the age of three months. Family 
Assessment workers complete a Family Survey with the 
parent(s) that encompasses their own history of being 
parented as well as their beliefs and expectations for 
being a parent. Families receiving scores over 25 are 
enrolled with the understanding that the program is 
voluntary. Goal plans are developed based on family 
priorities from the interview/survey. Parent education 
and support is offered during weekly home visits. 
Periodic developmental screening is done to celebrate 
milestones or head off any developmental concerns 
that arise, and the evidence-based curriculum “Growing 
Great Kids” is used to guide families, as well. 

Outcomes & Engagement

 b 113 families and 1495 family visits, a 19% 
increase in families served and a 27% increase 
in family visits compared to last fiscal year. 

 » 42% were first-time parents.

The HFA Team encouraged early (prenatal) enrollment 
with active recruitment from prenatal providers like WIC 
and OB/GYN practices. This year we set a goal to enroll 
more families before birth to allow for conversations 
around parents hopes and dreams for their family. 

 b 47% increase in prenatal enrollment compared 
to our previous reporting period.

Nationally, Prevent Child Abuse America/HFA pooled 
resources and research to develop a validated tool 
for observing parent/child interactions called CHEERS 
Check-In. Observations are incorporated into family 
visits to explore childrens’ individual emotional 
development and help parents reflect on their vital role. 

 b Completed observations with 91% or our families 
compared to the state HFA average of 77 %. 

With the goal of engaging fathers, the team 
oriented to Good Guys, a Head Start curriculum; 
and began the practice of asking specific intake 
questions to learn when it would be best to 
schedule visits that fit Dads’ schedules. 

 b 41% increase in the number of families with 
involved fathers who participated in family visits. 

HFA partners with family medical homes to promote 
immunizations and periodic screening for lead poisoning 
which continues to be a concern in our local communities 
due to older housing. Additionally, maintaining 
health insurance during the early years is an essential 
component of stable primary care. Parental well-being 
during this life changing period is vital, and periodic 
depression screening is built into our home visits.

 b 94 % of our CCA HFA families completed 
well child check-ups according to the 
American Pediatric Association (APA) 
recommendations. This percentage compares 
favorable to the statewide average of 83%.

 b HFA families had 100% continuous coverage 
compared the state average of 86%.

 b 94% of parents completed depressions 
sccompared to a state average of 84%.

Reducing isolation and promoting family supports are 
a key part of enjoying a child’s early years. Staff offered 
various opportunities for social connections such as:

 b Musical Story Hour for creating 
instruments and enjoying music.

 b Farm Visits with goats, hay maze 
and pumpkin picking.

 b Thankful Dinner with turkey dinner 
and hat/mitten distribution.

 b Photos with Santa
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Social gatherings and in-person home visiting were put on hold in March when a global public 
health emergency required all non-essential services to pivot to telephonic platforms. This proved 
easier than we had originally thought although some families struggled at times with limited 
internet access and devices. As of this writing we’re gradually returning to some in-person contacts 
at mainly outdoor venues and with much attention paid to safe risk-reduction practices. 

“Thank you for helping us get ready for our baby and prepare his older 
sister. There’s so much to learn when you have two!”—HFA Parent

“ It’s important to feel safe when talking about all the emotions and stress 
that happens when you first become a parent – I’m glad I had my home 
visitor to sort through all this stuff and not feel judged. —HFA Parent”

Social connections are encouraged
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School Services

Behavioral Intervention

David Lamoureux—Coordinator of School Services

Individualized academic and therapeutic interventions are provided for at-risk children whose 
behavior and psychological difficulties impair their ability to learn in traditional school settings.

Outcomes & Engagement

 b 250 students served

Behavior interventionist (BI) work in schools to support students who struggle with Social Emotional 
Learning (SEL) by developing relationships with these students and helping them build skills in 
managing their behaviors. BIs also play a huge role in role modeling to the school staff on how 
to de-escalate students when they are dysregulated. When parents communicate to school 
personnel that they need mental health services, BIs help connect them to CCA services. 

Data is collected by the individual schools. The data typically indicates that having BIs in the school has lowered 
the number of students needing out of district placement and lowered the number of out of school suspensions. 

QUOTE

“Checking in with a behavior interventionist when I need 
to helps me get through the day.—Student
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Social Health Services
Michelle Taylor, MS, CAGS, LMHC—Vice President of Social Health Services

The Family Support Center

Darlene Magaw, MS—Director  
Madeline Silva—Supervisor

The Family Support Center (FSC) is a busy drop-in center 
and core Community Action Program service providing 
basic needs assessment, guided referrals, advocacy and 
financial assistance. FSC provides emergency food and 
clothing vouchers, utility assistance through LIHEAP and 
other funding sources and limited rental assistance to 
eligible individuals and families. FSC serves Woonsocket 
residents who meet income guidelines for most services 
and North Smithfield residents for LIHEAP services. 

Outcomes & Engagement

FSC received funding from the RI Department of Human 
Service to support an extension of LIHEAP services 
called Assurance-16 Community Coaching or SOS 
(Smart Optimal Solutions). This service successfully 
launched in October 2019 provides one-to-one 
intensive supports for building strategies to reduce 
energy expenses such as energy audits, installation of 
energy efficient appliances and encouraging energy 
efficiency habits in the home. Community Coaches 
also guide families to improve their overall household 
earning power with connections and incentives to 
complete resume & budgeting workshops through CCA 
Employment & Training Programs. FSC continued to 
be a resource, especially during the COVID pandemic 
with a significant increase in emergency food requests. 

 b Served 8759 individuals in 3641 
households (unduplicated). 

 b Enrolled 843 new households primarily for 
food or utility assistance through LIHEAP. 

 » Over 150 clients enrolled in LIHEAP services 
also connected with Employment & Training 
programs.

 » Assurance-16 Community Coaches enrolled over 
150 households.

 b A RI Foundation/RICAA grant provided rental 
assistance to 17 families and partnerships with 
United Way Good Neighbor Energy Fund served 5 
households with utility assistance for those families 
who are just above the income limits for LIHEAP. 

 » This assistance prevented homelessness for 55 
people.

 b FSC distributed 3363 food vouchers to 
families to access local food pantries and 
736 clothing vouchers to families to visit a 
local clothing ministry, Coat of Many Colors, 
operated by St. James Episcopal Church.

 b LIHEAP crisis grants were provided to 258 
households who had their utilities shut off or 
who had less than 1/8 tank of oil left for heating 
purposes. Non-crisis utility assistance was 
provided to 1303 households. This assistance 
helped vulnerable households who often bear 
a percentage of income utility burden of 25% 
or more of their total household budget.

 b Our Insurance Navigator linked adults in 
need of affordable health insurance to 
HealthSource RI and was successful in 
guiding over 50 consumers to enroll.

“Serving people during 
these uncertain times has 
been challenging and has 
underscored the vulnerabilities 
of households who were already 
struggling.”—FSC Employee 
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The FSC continues its partnership with SNAP Outreach and National Grid Low-Income Assistance representatives to 
offer monthly clinics for additional help with applying for SNAP benefits, utility arrearage payment plans and other 
related guidance. These clinics were interrupted in March 2020 due to in-person restrictions during the pandemic. 
We arranged for these representatives to provide assistance via telephone contacts for clients when requested. 

 b LIHEAP services outreached community events, senior centers and housing developments, and successfully 
enrolled 442 new households for utility assistance, doubling targets for new client engagement this year. 

Natalie
Natalie is the head of household for 2 children, ages 11 and 7. She was in an abusive relationship that 
resulted in her husband being incarcerated and a subsequent lost of income. Her landlord issued an eviction 
notice after getting behind in rent for two months. She came to our FSC for assistance and a cost share 
for back rent to stop the eviction and prevent homelessness. We enrolled this family in our commodities 
food program and provided both clothing and food vouchers. Natalie received a guided referral to 
Employment and Training programs so she could take steps toward obtaining a better paying job. She has 
been able to maintain her rent and provide stable housing for her children for the past 6 months.

Arielle
Arielle and her two children left an abusive environment; and her children were displaying symptoms of trauma. Arielle 
struggled to maintain employment due to her situation, and they became involved in Rapid Re-Housing services in 
order to find safe and affordable housing. Once she joined the Rapid Re-Housing program, she began working steady 
hours, and was able to provide consistent meals for her children. She slowly improved her home environment by 
adding necessities such as furniture. As a result of the program, Arielle was able to focus on maintaining and applying 
for housing. Her efforts paid off and she successfully graduated by moving into a safe affordable home for her family. 

John
“John” was unemployed when he became a new client for LIHEAP utility assistance and was recruited to access 
Assurance-16 services by our Community Coach. He was interested in finding a job and was potentially a great fit 
for a position right at our agency. John had come back a few days later with his resume; we updated a few things, 
created a cover letter together, and applied for the job. Less than two weeks later, John was hired for the position! 
John is still employed with the company and has been able to put money aside into a savings account. He was also 
able to negotiate an 18-month budget plan that he can afford and maintains contact with his Community Coach. 
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Woonsocket Shelter

Bette Gallogly—Manager of Shelter and Homeless Services

The Woonsocket Shelter provides emergency housing 
and case management support for single women and 
families with children who are homeless. In addition 
to emergency housing, residents are connected to 
programs to help them address their specific needs 
so they can transition to safe, permanent housing 
including: basic needs support, employment and 
training, housing search assistance, GED classes, financial 
literacy, mental health and substance use counseling, 
healthcare, early childhood services, programs for 
school-age children, and life skills training. The shelter 
is open 24 hours/day, 7 days a week and serves over 
40 persons per night in the two shelter buildings. 

Outcomes & Engagement

This has been a challenging year for client 
engagement. Case managers have continued to 
provide face to face meetings with the residents 
while practicing social distancing, but have not 
been able to provide life skills classes, workshops 
and trainings since COVID-19 restrictions.

 b 160 people were served through the program 
comprised of 85 adults and 73 children..

 b 76% of the people those exiting the shelter 
moved to permanent housing options.

 b 31% of residents increased either 
their earned income or total income 
during their stay at the shelter.

 b Operated at full capacity through COVID-19 
while keeping residents safe. At the time of this 
writing there have been no positive cases. 

“Since being in the shelter and 
seeing the community pull together 
to help those in need has renewed 
my faith in humanity”—Shelter Resident

Natalie’s Story
If someone told me when I was younger, that I’d 
spend a good portion of my adult life battling 
addiction and facing homelessness, I would’ve told 
them ”never in a million years.” But unfortunately, 
that’s something that nobody plans for and it can 
happen to anyone. I had a pretty good childhood. 
I played sports since I was 5 years old, had a big, 
loving, Italian family and I did well in school. 

Everything changed a week after I graduated high 
school and turned 18. My mom kicked me out because 
that’s what happened to her at 18. I started staying 
at friends’ houses but got a massive blood clot in my 
leg. I was prescribed pain killers for a few months and 
once that stopped, I got really sick. I had no clue the 
pills were addictive and never heard of withdrawals, 
but it turned into a full blown addiction. I began 
buying them in the streets. I used for several years but 
thought I was a “functioning addict” since I always had 
an apartment, job, car etc. After using for 8 years, I 
finally lost everything but my car, which my boyfriend 
and I began to live in. I had hit rock bottom and 
just accepted being miserable. But then another life 
changing event happened. I found out I was pregnant!

 My son was taken from me in the hospital due to my 
situation. We were told we had a chance to get him 
back if we did everything we were supposed to do and 
that is exactly what we did. We stopped using, attended 
several programs and we will both have 14 months 
clean in October of 2020. We came into the Shelter 
on 2/25/20 and reunified with our son on 3/17/20. 
We have since graduated drug court and have closed 
with DCYF. The shelter program was a big reason that 
it happened as quickly as it did. Now thanks to CCA, 
we have our little family back together and our future 
looks bright for the first time in 12 years.”—Natalie
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Serenity Center

Bette Gallogly—Manager of Shelter and Homeless Services 
Lynn Mosher, CPRS—Supervisor  
Gary Zeman, CPRS—Assistant Supervisor.

Serenity is a drop-in center for people recovering 
from substance use and mental health issues. The 
peer-run program pairs with other CCA clinical 
programs to offer comprehensive supports. Members 
get one-on-one attention from employed Peer 
Recovery Specialists and can participate in over 200 
offered activities/groups a month. Narcan and harm 
reduction materials are available to anyone requesting 
them. Recovery groups include NA, AA, Families 
Coping with Addiction, and Medication Assisted 
Treatment Support Group. Social Activities promote 
development of a recovery support network.

Outcomes & Engagement

The Serenity Center has increased its reputation as a 
safe place for those seeking recovery. Many new people 
come in through CCA program referrals, such as the 
Woonsocket Shelter and the Opioid Center of Excellence, 
as well as references from other community health 
partners like Discovery House, Thundermist, the Harvest 
Shelter, and Salvation Army. Programming is informed by 
a strong and knowledgeable Community Advisory Board.

Before COVID-19, over 200 activities and groups we 
held every month. These included everything from 
Jewelry Making to Anger Management. Our daily 
reflections meeting and the morning groups were 
always the most popular, and 12 step meetings 
brought people through the door that have long-term 
sobriety, allowing the newcomers to find a sponsor. 
Many members come to embrace 12 step programs 
after participating in these groups at Serenity.

 b Since our opening on August 1st 2019, 
458 people were served at Serenity. Of 
these, 183 became formal members.

During the pandemic, we were able to continue 
connections and remain an inspiration to our 
peers utilizing telehealth communications.

 b Hundreds of Narcan kits and clean 
needles were distributed each month.

We often witness members journey from complete 
despair and hopelessness to being employed and 
productive; from homelessness to other permanent, 
supported housing opportunities; from transitioning 
IV drug use to Medication Assisted Treatment such as 
Suboxone and Methadone; from having no finances 
to opening up a checking account and learning 
ways to save so their money works for them. 

 b 50% of Serenity Center clients engage in 
recovery work with an assigned peer specialist. 

One Day at a Time
Joseph went from being homelessness to finding 
abstinence-based sobriety through the help of Lynn 
Mosher. He now has months of clean time and 
attends the daily reflections group every morning. 

A woman who has struggled with her alcoholism in 
the past recently lost her daughter who was thirty 
years old and was brutally murdered out-of-state. They 
didn’t find her body for a month. This woman sought 
employee Louise Depot’s company at Serenity and 
talked to her for as long as she needed to. By the time 
she left Serenity, her eyes were dry and she knew she 
was welcome back anytime to talk and find solace. 

A number of our clients went from daily IV 
drug use to finding peace of mind and true 
recovery utilizing Suboxone and the services 
of Dr. Young, one of our MAT providers. 
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Harm Reduction on 
the Frontlines
Every Sunday, including Easter, Christa Thomas-Sowers, 
Community Outreach Coordinator, connects with people 
most at-risk by attending the meal program at Bouley 
Field in Woonsocket. 

It is Christa’s genuine respect 
for everyone that allows her 
to gain the confidence of 
individuals she meets this 
way. “I love connecting with 
people in the community. We 
have an incredible, resilient 
group of people living in 
Woonsocket. There is so much 
character, and I regularly 
see people going out of 
their way to lift each other 

up, even if they are struggling with housing 
or other basic needs themselves.” 

During the week, she wears several hats, varying 
from coordinating with local doctors, community 
partners, and EMS, to physical outreach with people 
who use drugs in our community. During outreach, 
Christa walks around the city of Woonsocket, 
accompanied by Jennifer Rancourt from Discovery 
House, the Outreach Team from AIDS Care Ocean 
State, or Sarah Edwards, a Recovery Coach from 
Parent Support Network/HOPE Recovery Center. 

“We hand out Naloxone (Narcan), and provide an array 
of harm reduction services, including needle exchange, 
condoms and other safe-sex materials, and fentanyl 
test strips. We talk to people to gather their experience, 
offer support, or just engage in a friendly conversation. 
Additionally, we can provide referrals to treatment, 
if and when people are interested in services.”

Michelle Taylor, VP of Social Health Services describes 
Christa’s abilities. “She is a tireless advocate for the 
people we serve, saying what needs to be said, even 
when others don’t want to hear it. Her delivery is so 
gentle and loving that we are forced to listen. Often, 
this is changing attitudes. As if that were not enough, 
Christa lives and embraces the “Black Lives Matter” 
movement and is a champion for racial equity. She 
is fearless in her efforts to bring love and respect 
to all and to provide education to those who don’t 
understand why this is so tremendously important.” 

Christa says that walking the beat as an outreach liaison 
is different with the pandemic. “So much has changed 
with the compounding realities of our “new” lives during 
a pandemic, colliding with an increasing overdose 
epidemic, an unprecedented housing crisis, and the 
racial attacks and tension escalating in the country. I 
have never experienced a time where people are living 
under so much pressure. The trauma experienced 
when people are using and living on the street is 
severe, and to have the added complications of the 
restrictions placed on our establishments by COVID 
has led to a critical situation. The virus has led to the 
closing-down of so many local public establishments 
that our community relies on for stability, and safety. 
If nothing else, this experience has shown me how 
imperative it is that we as a community approach these 
social issues with a wide, intersectional lens, so that 
we can effectively advocate for and uplift those we set 
out to serve. We have seen many structural inequities 
highlighted by this pandemic, and there is no time like 
the present to push for constructive, positive change.”

In the last several months, Christa has 
distributed over 1,000 Naloxone kits in 
Woonsocket and provided education about 
safer use among people using substances. 

Christa on Overdose 
Prevention Awareness 
Day 2020
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“Christa’s work is literally life-saving. We have lost count of the number of times that she has been 
informed that the Naloxone she provided saved the life of a friend or the individual themselves. Because 
she is so well-respected by others in the community, she is integral to bringing in resources to support 
the most vulnerable. On a daily basis, she is changing hearts and minds,” said Michelle Taylor.

What stands out for Christa? “When people report to me that they were able to use the Naloxone 
we gave to them to save someone’s life… Every time I know that we are able to give someone 
else the opportunity at another shot at life, or recovery, or the ability to go home to their family, 
instead of ending up a number in a long line of statistics, it makes me love my job more.” 

“Anytime I am able to have an open, non-coercive and non-judgmental conversation about someone’s drug 
use—or other stigmatized life circumstance—I feel that I’m able to offer help. To show each and every person 
that I come in contact with that their life is important, that they are each valuable and that they deserve to be 
safe and healthy. To be caught in the complex tangle of homelessness, living with substance use disorder or 
mental illness, and the re-occurring trauma of poverty or abuse is already a steep, uphill battle. To offer empathy 
and support, in addition to evidence-based harm reduction practices, creates a space in which healing can 
begin to occur. I have also had numerous reports of successful overdose revivals using the Naloxone we have 
distributed in the community. This means that our true frontline in the overdose crisis—people who use drugs—
along with their friends, family, partners, or neighbors, have been using our Naloxone kits to save lives.” 

This harm reduction, boots on the ground work isn’t always seen positively. Christa 
thinks about it philosophically and lends a point of view not often discussed.

“I’m fascinated by following the intersectional strings which have led to the current moment in history, 
within and outside of the bounds of the overdose crisis. I think that the framework provided to us through 
harm reduction principles provides imperative detail for successful social change. As taken directly from the 
Harm Reduction Coalition’s mission statement, “Recognizing that social inequality and injustice magnify 
drug-related harm and limit the voice of our most vulnerable communities....” With this lens, we can begin 
to take a more holistic approach to healing the communities most impacted by drug-related harms, and 
uplift the health of people who use drugs while honoring their personal path and self-determination.” 

“Lastly, this fight is personal for me, not only because of my love for the vibrant community in Woonsocket, 
but also because it is a way for me to honor dear friends I have lost to overdose related death in 
recent years. Nobody should have to die due to the shame of stigma surrounding drug use, or lack of 
access to medications like Naloxone. There is nothing I would rather be doing, and I’m deeply grateful 
to have the support of my supervisor and my organization to continue this important work.

Michelle Taylor would add, “Christa inspires me daily to be a better version of myself 
and to strive to care about others in the most selfless way possible.” 
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HIV Support Services

Michelle Taylor, MS, CAGS, LMHC—Vice President of Social Health Services

HIV Support Services are provided at two locations, Agape Providence and Agape Woonsocket. The 
Agape centers are places where people living with HIV/AIDS come to socialize and learn about the 
progression of their disease and their role in staying healthy longer. Agape provides multiple services, 
such as case management and referrals, resources and advocacy, and promotes community awareness 
and prevention of the disease. Confidential, free testing is offered to members of the community.

Agape Woonsocket

Lorna Cohen, BA—Associate Director

In addition to the services described above, Agape Woonsocket offers a food pantry and personals 
closet where clients can “shop” for necessities. Clients have access to a variety of resources. 

Outcomes & Engagement

 b Served 37 clients

Agape began with the goal of providing a safe, supportive, non-judgmental environment to people living 
with HIV/AIDS. As the disease enters its 35th year and Agape enters its 22nd year, this goal continues. By 
providing our clients with groceries and personal care products they are better able to extend their finances. 
Agape has had an Emergency Financial Assistance program, funded by EOHHS for the last 4 years. This 
program helps us to assist clients with financial obligations such as medical expenses, utilities or rent in cases 
of an emergency such as loss of an income. Housing continues to be a difficult issue for our clients.

Kathleen
Being a part of Agape has changed my life completely, I mean a 100% turn around! It feels great being 
a part of the Agape family as I have met so many new people and have made some genuine friends. 
One thing I love is being able to volunteer to cook lunch for the other clients because I love being able 
to make other people happy. The staff is wonderful and treat everyone with respect and, of course, 
I absolutely love my case manager! Being connected to Agape has helped me to stay sober, get my 
own apartment after YEARS of homelessness and seeing life differently!—Kathleen, Agape Client

“Agape has always been there and during this time it 
has truly been a life-saver.”—Agape Woonsocket Client
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Agape Providence

Amanda Massotti LCDP, MSW—Program Manager

Agape Providence services include a 12-bed 
transitional housing program for men. Outpatient 
services include mental health and substance use 
counseling, case management services, drop-in center, 
HIV & Hepatitis C testing, served meals, and nursing 
support/care coordination. A multi-disciplinary team 
comprised of nursing, case management, peer support, 
counseling, and psychiatry assist clients to develop an 
individualized one-on-one, strengths-based care plan. 

Outcomes & Engagement

 b Served 47 clients.
 b Most of the clients we serve 
 » are virally suppressed, and engage in medical 

care with staff providing care coordination. 
 » Attend therapy appointments 
 » Utilize peer support services and groups, 

including an employment and housing group 
to assist with finding jobs and working toward a 
GED; as well as art and walking groups. 

 b Provided food bank deliveries to 
clients in the community.

 b Facilitated holiday cookouts and lunches, 
bingo, ice cream socials and gardening

A program goal is that clients maintain sobriety 
and attend all medical/mental health appointments 
for optimal health. Peer navigators help clients 
complete the substance use curriculum Staff also 
work with clients on budgeting to start saving for an 
apartment and/or pay off fines that may be owed.

Barriers consist of finding employment/housing 
due to client’s background checks or not having 
enough adequate referral contacts. Relapse appears 
to be another barrier for clients in addition to 
restrictions that are statewide due to COVID-19.

Kyle
I experienced housing and job instability since I was 
27 years old after the loss of my job. There were 
times that I found myself at a dead end with no 
direction. I had stayed with a few family members 
but that was only short lived. And, there were 
periods when I was homeless, when I had absolutely 
no place to go. But that all changed when I came 
to Agape Providence Transitional Housing.

l was a young man without a clue about what I was going 
to do. I had been in and out of work for about a year 
and often struggled to know if I would ever make it back 
into society. I had a vengeance for the world and felt like 
I was owed. But that changed when I walked through 
the doors of Agape Providence looking for support and 
safe place to rest my head. My experience at Agape 
had many bumps, shakes, cracks—you name it, I went 
through it. But, Agape has helped me to improve my 
life in so many ways I have lost count. I now can better 
understand situations, and instead of just lashing out in 
frustration, to accept what is and learn from my mistakes. 
I’m better at communicating, prioritizing efficiently, and 
assessing a situation that does not necessarily need to be 
blown out of proportion. I now have a better relationship 
with Agape staff, as well as out in the work force. Agape 
has taught me that no matter how hard things are, to 
make sure to always work harder and get back up.

I had to get through school and worked towards 
obtaining my GED; and finding and sustaining a job 
longer then 3 months. I have to give myself credit. 
I’ve held my current job for six months, the longest 
I’ve had in a few years. It has its ups and downs and 
many challenges, but I am still growing and learning 
new things. Finally, I can say that I have learned new 
life skills while I reside here at the Agape Providence. 
I have finally mastered time management, effective 
communication skills, and complete independence.
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Employment & Training Programs
Melissa Rouleau, BS—Director of Adult Education, Training and Assessment

Students have access to a wide-range of resources while attending Employment and Training programs, and/
or obtaining a high school equivalency diploma, and improving literacy. Resources include Project Learn, work 
readiness training, vocational assessments, career interest and exploration, employer partnerships, supportive and 
non-supportive employment services, job coaching, individualized financial planning and financial literacy workshops, 
community-based work experiences, case management, expungement clinics, and Career Compass (a job club). 

Project LEARN

Melissa Rouleau BS—Director of Adult Education, Training and Assessment

Project LEARN is an adult education literacy program for earning a General Equivalency Diploma 
(GED) or National External Diploma Program (NEDP) diploma. English as a Second Language (ESL) 
classes are offered, as well as basic skills and Pre-GED classes for lower literacy students. 

Outcomes & Engagement

Many Project LEARN students engage with other programs offered by Community Care Alliance. 
Students may be enrolled in The Harbour Youth Center, RI Works Partnership, and PAID; or referred by a 
department other than Employment & Training. Students can take part in our financial literacy, essential 
skills and job readiness workshops. We integrate programs, so students can make the most of their 
educational experience and help them remove barriers to employment and become self-sufficient. 

The Project LEARN program served 155 students. 70 students participated in Project LEARN’s adult basic education 
(ABE) class and 85 students participated in Project LEARN’s English as a Second Language (ESL) class. 13 students were 
North Star Digital Literacy certified, 14 students gained employment, 40 students retained employment, 6 obtained 
their GED, one obtained their NEDP, and 6 students were dually enrolled in Project LEARN and an occupational skills 
training program or community based work experience. Upon receiving their GED, there were 4 students that enrolled 
into post-secondary education at Community College of Rhode Island and The New England Institute of Technology.

 b Served 155 students 
 » 70 students participated in Project LEARN’s adult basic education (ABE) class 
 » 85 students participated in Project LEARN’s English as a Second Language (ESL) class
 » 13 students were North Star Digital Literacy certified
 » 14 students gained employment
 » 40 students retained employment
 » 6 obtained their GED, 1 obtained the NEDP and 6 dually enrolled in occupational skills training or community-

based work experience.
 » 4 students went on to post-secondary education at Community College of RI or the NE Institute of 

Technology after receiving their GED. 
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Project Opportunity/Computer & Work Readiness Classes/Expungement Clinic

Melissa Rouleau, BS—Director of Adult Education, Training and Assessment

Project Opportunity is a unique blend of programming between the Department of Human Services (DHS) and 
the Rhode Island Department of Education (RIDE). In this program, students are referred from DHS and into 
Project LEARN’s Adult Basic Education or English as a Second Language classes while receiving supports from 
DHS. Computer and Work Readiness classes include topics like digital literacy, and areas of job readiness that 
are individualized to a student’s need, such as resume building, interviewing, and how to dress for success. 
Expungement clinics provided by Community Care Alliance and Rhode Island Legal Services is an opportunity 
for clients with expungable backgrounds to speak with attorneys confidentially about their options. 

Outcomes & Engagement

 b Offered 75 Computer and Work Readiness workshops serving 307 clients. 
 b 22 clients obtained their NorthStar Digital Literacy certification.
 b 13 people were served by Expungement Clinics. When charges are 
expunged it removes barriers to housing and employment.

Workshops are open to the public, while also serving participants from agency programs, including Harbour Youth 
Center, RI Works Partnership program, PAID program, Project LEARN. Participants learn critical digital literacy skills 
that are needed when applying for employment opportunities, as well as learn workplace essential skills that 
employers want. Students are screened upon intake for all Community Care Alliance programs and services, and are 
offered the opportunity to take part in other available programs at no cost.

Katiria Katiria began her Project Opportunity journey in December of 
2019 when she was referred to ESL classes. After taking her initial assessment at 
Project LEARN, Katiria was placed in the ESL 2 class led by instructor Lucas Pralle. 

“I was very nervous to start, but I was also excited,” says Katiria as she 
recalls her first day of class. Her nervousness didn’t last long though, and 
she quickly began to shine. “I could tell Katiria was truly motivated. She was 
consistently early for class and putting in maximum effort,” says Lucas.

Katiria’s hard work soon paid off. She came into the program 
testing at an ESL Level 5, which is considered “High Intermediate.” 
When it was time for her to take her post-test for the 2019 

– 2020 academic year, Katiria gained an entire ESL level and went up to ESL level 6 which is 
“Advanced ESL.” In the 2020 – 2021 academic year, Katiria has already reached ESL Level 7. 

“It can be difficult for students to make that jump. The expectations are much higher in the advanced levels 
in terms of comprehension. Katiria’s hard work and consistency are major factors in her success,” says Lucas. 
Katiria wasn’t just using her English in the classroom either. “I was beginning to use English outside of class 
and in stores more,” says Katiria. Katiria’s next goal is to become a nurse. With her strong work ethic and 
the staff at Community Care Alliance’s Employment and Training Center behind her, the sky is the limit!
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Rhode Island Works Partnership Program

Renee Belanger, BSW—Rhode Island Works Team Leader

Funded by the Department of Human Services, the 
Rhode Island Works Partnership Program started on 
March 1st, 2018. This partnership consists of seven 
Community Action Program agencies. The lead 
CAP agency is Comprehensive Community Action 
Program (CCAP). There are four components to this 
partnership that help clients become self-sufficient. 

Support Services

This component allows our skilled case managers to 
assess and assist clients that are on cash assistance 
with barriers to education and employment 
such as transportation, childcare, housing, basic 
needs, physical health, mental health, financial 
literacy, and coordination of referrals, etc. 

Teen & Family Development

Teen and Family Development (TFD) case managers 
assess and assist pregnant and parenting teens 
under the age of 20 who receive state benefits (cash 
and medical), and have barriers to education and 
employment such as transportation, childcare, housing, 
basic needs, physical health, mental health, financial 
literacy, and coordination of referrals. Case managers 
also track attendance in high school and GED programs 
and educate teens about sexual health and pregnancy 
prevention through one-on-one conversation and/
or workshops. Clients are encouraged to participate 
in other CCA programs like Pathways to Adulting, 
Independence and Dignity (PAID) program, adult 
basic education programs, financial literacy, and 
summer employment through our Youth Center. 

Vocational Education

Case managers assess and assist clients receiving 
cash benefits and have no prior training or work 
history, with opportunities to experience vocational 
trainings, adult basic education or English as a Second 
Language class, community-based work experiences, 
and essential skills and job readiness workshops.

Outcomes & Engagement

Clients are assigned to a case manager where goals are 
implemented and monitored on a weekly basis. These 
goals may be modified or new goals added depending 
on the client’s needs. Workshops are available to 
clients in order to increase their knowledge in financial 
literacy, essential employment and work readiness 
skills. Our adult resource room is available for these 
participants so that they can fill out housing applications, 
research training programs, and child care centers 
and for other employment or self-sufficiency means.

 b Served an average of 119 Support 
Services cases per month.

 » Clients that completed the support services 
component are transferred to either a vocational 
education program or work preparation 
component and having overcome their barriers 
were able to successfully move forward. 

Case managers in the TFD program 
continuously promote sexual health education 
and pregnancy prevention. During that time 
there were no repeat pregnancies. 

 b Served an average of 7 Teen and Family 
Development clients per month.

In the vocational educational component 
participants engage in computer and work readiness 
workshops and may be referred to occupational 
skills training programs of their choosing. 

 b Served an average of 27 Vocational 
Education clients pre month.



56 Fiscal Year 2020 Annual Highlights & Outcomes Report 
July 1, 2019 - June 30, 2020

Samantha
Samantha enrolled in the RI Works program in 2019. She was first part of the Supportive 
Services program due to a medical issue which prevented her from participating in training 
or work. After some time, Samantha was feeling well and ready to move on and work towards 
her goals. Samantha soon started participating in work readiness activities including Northstar 
Digital Literacy, Financial Literacy, and updating her resume, cover letter and references. 

During this time, Samantha agreed to work with her case manager, Renee Belanger, to advocate 
for policy as part of Raising RI, a committee working towards lifting families out of poverty. 

The two goals being addressed before the Finance Committee were increasing the clothing allowance for families 
receiving cash assistance, and increasing the amount of cash assistance families would receive each month. 

Samantha wrote a statement and although very nervous, presented her personalized plea 
to the Finance Committee in February 2020. For that, we are thankful! In May, Samantha left 
the RI Works program due to finding employment. Congratulations Samantha!

RI Works Advocate, Samantha
Hi, my name is Samantha and I am currently a client of the RI Works program. I have a son and he is 3 years old. My 
son’s father does not help with caring for him or any money to buy him what he needs. I am barely surviving on $400 
a month. Each month, I have to make sacrifices for my family and neglect bills that I cannot pay. Recent examples 
that come to mind are my cell phone bill, utility bill, cleaning supplies for my house, clothes and shoes, toys and 
family activities with my child. A benefit increase would be very helpful to me, and other families on cash assistance. 

I am also currently unemployed, but I am in a job training/job search program. When I think about losing 
my benefits if I get a job, it feels overwhelming and potentially traumatic. Keeping my cash assistance for 6 
months after obtaining a job would help me to save money to put toward bills, clothing, and food for my 
family. It would also help me stay on a steady financial path and set my family up for a better future. 

Increasing the clothing benefits allowance from 30 dollars to a 100 dollars would definitely be helpful. Right 
now me and my son use hand me downs from family and friends and get clothes from churches or other 
places. Parents that do have children 6 years and older only get 30 dollars to spend on clothing. If you really 
think about the average cost of clothing it shows that 30 dollars would not be enough to pay for clothing. 

During the winter, my son had to wear a coat that was too small until I could get him one that fit him. 
I usually only wear sweaters and sweatshirts because I myself do not have a winter jacket. So yes, it 
would be very helpful to increase the clothing benefits to be able to spend on clothing. Making changes 
to the cash assistance program would benefit my family and families in the future. Thank you.
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Money Sense

Melissa Rouleau BS—Director of Adult Education, Training and Assessment

Funded by United Way, Money Sense financial literacy 
workshops are integrated in all of our Employment and 
Training Center programs. Additionally, Money Sense 
empowers agency case managers with financial tools to 
educate and guide their clients toward paying off lenders, 
improving credit scores, increasing net worth, opening 
and maintaining a bank account, and establish financial 
goals and budgets. Workshops are also offered to the 
general public at local libraries, schools and businesses.

The Money Sense Program serves a wide array of low 
income, unemployed and underemployed individuals 
that include disconnected youth over age 16 engaged 
in our Project Learn classes and The Harbour Youth 
Center; homeless households living temporarily 
in CCA’s shelter or supportive housing, including 
recovery housing; persons with persistent mental 
illness serviced by our Health Home Teams funded by 
the State Department of Behavioral Health (BHDDH); 
families in crisis; and participants in CCA’s workforce 
development and adult education programs.

Outceomes & Enagagement

 b 329 clients were served through workshops 
or through financial coaching. 

 b 21 clients received intensive financial coaching. 
 b Served 18 case managers
 b Facilitated 41 financial literacy workshops. 

Through workshops and individualized financial 
coaching sessions, clients connect the effects of their 
daily decisions and habits with their current situations. 
Clients learn to maintain budgets, review their credit and 
remove themselves from predatory lending practices. 
Our clients learn ways to increase income or reduce 
expenses, and how to maintain a healthy banking 
relationship and access online and mobile banking.

 b Presented financial literacy trainings during 
various agency team meetings and as independent 
training workshops available to case managers.

 b Increased outreach efforts to VITA program 
participants, offering an array of tools 
and workshops, as well as individual 
counseling to all participants. 

 b Presented Money Sense Workshops and 
intensive individual counseling to CCA’s 
Shelter residents supporting their transition 
toward permanent housing solutions.

 b Offered three different Teen Money 
Sense Programs to area youth.

 » Woonsocket High School seniors take the class 
for full math credit as part of a credit recovery 
program. Students are required to prove their 
ability to perform math-specific functions, such 
as calculating compound interest on loans 
and savings, determining debt-to-credit ratios, 
understanding the true cost of buying a car and 
recognizing the pros and cons of using credit 
cards.

 » A second group, known as the PM School, is 
taking the course for elective credit. While 
the intent of the class is less math-intensive, 
it too focuses on the importance of weighing 
alternatives when making financial decisions. 

 » The third group is offered to Riverzedge Arts 
after-school program, and focuses on financial 
goal-setting, understanding net pay calculations 
and paying for higher education.
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Harbour Youth Center 

Stump Evans, AA—Youth Services Manager

The Harbour Youth Center serves youth and young adults ages 14-24. Participants can engage in a 
variety of services that include workforce development, academic supports, leadership training, and 
entrepreneurial mentorship. All services are free and provided in a safe, supportive environment.

Outcomes & Engagement

Although the impacts of COVID-19 were staggering and swift, Harbour staff were able to quickly 
move all programming onto a virtual platform on March 18th with no interruption to vital youth 
services. A virtual “drop-in center” was created, classes were completed, clinical services have increased 
and academic supports were highlighted to support students in their distance learning needs. Staff 
also ramped up our social media presence and saw over a 600% increase on our platforms!

 b Served 2500 youth and young adults
 b Achieved 100% retention rate in all workforce development programs, even after the start of virtual services.
 b Many youth that participated in weekly workshops reported feeling better 
prepared to look for and successfully obtain employment. 

 b Youth reported feeling more open to engaging in clinical services because 
they have known the clinician on staff and feel respected by her.

 b Met all federal and state outcome benchmarks for the WIOA program for the 5th straight year.
 b Served 40 WIOA eligible youth providing a range of workforce development 
services, supports services and case management.

 b 18 youth successfully completed the PAID program and have had 
positive employment and/or educational outcomes. 

 b 70 youth participants utilized the Wednesday Work Readiness Workshops to 
learn resume building, interview skills, job search techniques, etc.

 b Over 1200 youth participants entered our doors the first 8 months of the year. They took part in workforce 
development services, career pathway classes, academic supports, clinical and case management supports, 
holistic social/emotional programming and secondary and post-secondary academic services. 

 b Portraits of Promise series highlighted 30 young people that were 
working on the frontlines during the pandemic.

 b 600% increase in social media engagement in the last 4 months.
 b Over 400 pounds of food, household items and hygiene supplies distributed 
to youth and their families from March to end of June.
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Sam—City of Woonsocket, Division of Solid 
Waste Worker 

Meet Sam, a member here at #theharbourri that 
is out in the community as an #essentialworker. 
Sam came to us from another agency that 
needed our help in identifying housing for 
him. He was currently homeless with his 
girlfriend and his son. CCA’s shelter on Sayles 
St. was able to work with us to get them 
placed and Sam hit the ground running. 

Although Sam expressed a significant trauma 
history and not trusting people easily, he still 
enagaged in all services we had to offer. Sam 
became a member of our WIOA program 
through The Harbour in February 2019, and 
began doing paid work experience with the City 
of Woonsocket Solid Waste Division in March 
2019. The Solid Waste Division is responsible 
for the effective collection of all trash and 
recycling for the city. His paid work experience 
ended in June of 2019, but the city was so 
impressed with Sam that they kept him on as 
a temporary employee through the summer. 

During this time, Sam was encouraged by 
his coworkers and supervisors to get his 
driver’s license, as it is a requirement for 
permanent employment. With help from 
his coworkers and YC staff, Sam got his 
permit and eventually his license. At the 
time, there were no positions open, but 

the department didn’t want to lose Sam. He continued to impress; by the fall, he was made a permanent 
employee and received a significant raise. Sam now has his own apartment and is working toward 
buying his first car. If you ever see him around town, working hard, stop and shake his hand.

“Your support gave me the courage to get it done knowing I 
got good people like you on my team. Moving on to a new 
journey in life!”—Sam Makor, youth participant for past 2 years
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Food Services- Community Care Kitchen

Lori Dumas, FMC, RICESP—Sr. Food Services Specialist

Community Care 
Kitchen provides 
community-
based workforce 
development and 
varied training 
opportunities 
for disabled 

individuals. Trainees in our kitchen learn extensive 
culinary and food service skills. Once our trainees 
are employed, we continue to provide them with 
ongoing job support, stabilization and retention 
services. The kitchen prioritizes nutritious meals 
focusing on fresh vegetables, healthy fats and meats. 

Outcomes & Engagement

Community Care Kitchen has become a favorite 
among the Boys and Girls Club children aged 6-12. 
Healthy meals including breakfast lunch or dinner 
and a snack are provided for many children that 
are in day-long programs or high risk children that 
may not get a meal without such a program.

 b Outside catering accounts have strict guidelines 
for portion control and whole grain rich food 
requirements. The kitchen staff assure nutritious 
foods that are also favored to ensure kids are 
eating what is being put on their plates.

 b Whenever possible the kitchen sources food 
from the RI Food Bank and Franklin Farms 
Community Garden. To fill the remaining needs 
ofthe meal, staff research for competitive 
prices for fresh meats and produce. 

 b Currently the kitchen provides 
meals to 55 of our residents.

 b Provided 675 meals a week to the Northern 
RI Boys and Girls Clubs until they had 
to close due to the coronavirus.

 b Servies 3 meals a day, 7 days a week to 32 
residents at CCA’s Jellison House and Wilson 
House. They are also provide dinners for 
Chicoine House and Singleton 23 residents.

“ I have the best kitchen staff and 
delivery driver anyone could 
ask for. I couldn’t do it without 
them.”—Lori Dumas, Sr. Food Specialist
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