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5Acute Services

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. After hours emergency services consists 
of telephonic access to a clinician for assistance and 
support as well as some availability for face-to-face crisis 
intervention with a Qualified Mental Health Professional 
on site at local police departments or in the community. 

Adult Intake Services is the agency’s “front door”, 
providing comprehensive screening and assessment, 
weekdays on demand, 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. 

Areas of Focus

Improve Access to treatment
Collaborative partnerships

Program Goals

The goal of the Intake and Emergency Services 
Department is to provide immediate access for 
individuals in the community who are in need of 
services to address their behavioral health needs. 

Our Open Access approach allows individuals to 
walk-in to Community Care Alliance and receive a 
comprehensive assessment followed by a referral to 
one of our programs. This year we have expanded our 
capacity to complete assessments off-site at Safe Haven, 
a drop-in center for individuals who are homeless. 

Our Emergency Services team consists of Qualified 
Mental Health Professionals who will respond 
immediately to a behavioral health crisis at our 
agency or within the CCA catchment area. 

We work collaboratively with area hospitals, 
local primary care practices, social service 
agencies, and police departments. 

Outcomes & Engagement

 b The Intake department completed 536 face-
to-face and 46 telehealth Biopsychosocial 
Assessments through Open Access. 

 b Emergency Services completed 125 crisis assessments 
during weekdays on active clients and 45 assessments 
on individuals who were not active with CCA. 

 b Emergency Services after hours 
Mobile Crisis Clinicians completed 40 
assessments in the community. 

 b Of the 40 individuals seen after hours by the 
mobile crisis clinicians, 30% were sent to a higher 
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level of care, 12.5% later became clients of CCA 
and 52.5% of them were already active in CCA. 

 b Of the 45 assessments completed during the day on 
individuals not active with CCA, 22 of them required 
a referral to a higher level of care (hospital). 

Help in a Crisis
Due to worsening depression, a school advisor 
recommended that Marie (name changed) be evaluated 
by the BH Link. At BH Link, Marie was referred to the CCA 
Emergency Services. Marie presented a trauma history, 
pending divorce and lack of insurance as determining 
factors in her level of depression. Within three crisis 
visits in Emergency Services, Marie was referred to 
Health Source RI and obtained health insurance, was 
referred to our psychiatrist for a medication assessment, 
and received supported mental health care. Emergency 
Services stabilized Marie within a community setting 
and offered interventions that averted a psychiatric 
hospitalization. Marie continued treatment with 
Community Care Alliance Outpatient Services. 

BH-Link

Joseph Ash, MSW, Co-Director 
Sahonny Nunez, MBA, MS, , Co-Director

The BH Link is a comprehensive triage center that 
provides an emergency room alternative to adults 
experiencing mental health and/or substance use crises. 
Program services are delivered by a multidisciplinary 
team of registered nurses, masters-level clinicians, 
prescribers, peer specialists and other direct care staff. 
The BH Link Triage Center offers a calm environment 
for clients in crisis, who engage in a comprehensive 
and client-driven assessment and referral process.

BH Link services also include a 24/7 Crisis Call Center 
that coordinates the facility’s general crisis and 
information line (414-LINK). Additionally, Call Center staff 
answer all National Suicide Lifeline calls for the state of 
Rhode Island. The BH Link Call Center is the first front 
door to the program, facilitating thousands of crisis 
calls each year and providing a smooth transition from 
telephonic intervention to facility-based or community-
based triage by the BH Link clinical care team.

BH Link also staffs a Mobile Crisis and Support Team 
(MCAST), which provides the capacity for community-
based crisis response. The MCAST team, comprised of a 
skilled EMT and Mobile Crisis Clinician, also coordinate 
with first-responder departments, coordinate follow-
up, and engage in on-going community outreach.

Areas of Focus

Mental health, behavioral health 
Access to treatment
Patient-centered, recovery-
oriented care
Collaborative partnerships
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Program Goals

To provide the least restrictive and most cost-effective 
crisis-level care possible for the Rhode Island community. 

To engage with individuals in a client-
centered assessment and referral process that 
emphasizes autonomy and empowerment.

To streamline access to mental health and 
substance use recovery services and resources 
through effective care coordination.

To normalize the helping process, and celebrate the 
strength and resilience of those who ask for help.

Outcomes & Engagement

The BH Link diverted clients from both emergency 
rooms and inpatient hospital units, securing effective 
alternatives for those whose needs met a less restrictive 
level of care. The triage facility provided 1,651 
assessments. In addition, the BH Link kick-started its 
new MCAST program that helped to provide 169 mobile 

crisis contacts since its implementation on 3/1/21. The 
BH Link Crisis Call Center continues to lead the nation 
in answer rates for the National Suicide Lifeline. Overall, 
the BH Link is an active community resource that is 
just getting started. The staff and leadership of the 
program are excited to see what 2022 holds in store!

 b Completed 1,820 face-to-face assessments.
 b 1,651 triage facility crisis assessments.
 b 169 community-based clinical contacts.
 b 1,439 individuals diverted from the 

ED – 87% ED diversion.
 b 537 individuals referred to stabilization unit level 

of care – 77% inpatient hospital diversion.
 b 2,284 414-LINK crisis calls triaged.

 b 1,977 National Suicide Lifeline calls triaged.

“ If it weren’t for BH Link, this 
boy wouldn’t have a father. 
Thank you.”—BH Link Client

Acute Stabilization Unit

Eric Darcy, BSW, CADC—Program Manager

Whether clients are coming off an addictive substance, needing a medication adjustment, or 
experiencing a sudden mental health crisis, clients can be treated and cared for in the Acute 
Stabilization Unit, without the cost and discomfort of a hospital psychiatric ward. 

From the moment they step foot inside, clients are aware they’re in a different kind of treatment center. 
With a milieu that feels more health spa than hospital ward, the ASU offers clients a warm comfortable 
environment where they can stop running from their troubles, talk with somebody who will listen to 
them, and begin to reorganize setting the groundwork for the necessary changes to come. 

“The staff here are very welcoming, nice and caring. I feel they truly care about 
the clients and their well-being.”  
—Anonymous from Client Satisfaction Survey 
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The first such change required is structure. The 
majority of clients who arrive at the ASU have been 
enduring chaos and trauma most of their lives. Many 
of them have spent considerable time homeless, 
eating and sleeping only when they have the chance. 
Reintroducing them with the rhythm of a normal 
adult life is crucial. With a full schedule of group 
therapies and creative activities, clients are encouraged 
to take part in their treatment in a consistent way 
that promotes stability and group engagement. 

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. 

Clients seeking some quiet time are encouraged to 
enjoy the comfort of the Zen Room. Tucked away 
in a quiet corner at the end of the hallway, the Zen 
Room is designed for reflection and relaxation. 
Here you’ll find yoga mats, meditation pillows, 
and new this year, the ASU’s Zen Pad. Loaded with 
apps for yoga and guided meditation, the Zen Pad 
offers clients an easy and engaging way to begin 
exploring alternative methods of stress reduction 
that may go on to be a part of their new lives. 

With 24/7 access to RN support, case management, 
and medical prescriber coordination, the ASU 
is fully equipped to handle all clients’ needs 
with the proper clinical and social supports. 

Areas of Focus

Housing Insecurity
Mental health, behavioral health 
Access to treatment
Patient-centered, recovery-
oriented care
Collaborative partnerships

Program Goals

The ASU applies a holistic approach to care that 
help those in treatment to gain recovery and 
growth, reinforced by clinical and social supports.

Outcomes & Engagement

The ASU admitted 745 individuals this past fiscal year, on 
par with the 752 admitted the previous year. More than 
half of these clients, 406 of them, were emergency room 
diversions referred from our partners at the BH Link. 

Over the past year, the Acute Stabilization Unit has 
worked diligently to foster and strengthen relationships 
with other treatment providers. These providers 
include 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, the 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 the 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. 

“The staff were kind, understanding, 
and answered my questions when I 
felt lost.” 
—Anonymous from Client Satisfaction Survey
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A Point of No Return
As behavioral health workers, we see a lot of clients coming through these doors every year. It isn’t easy 
working with people during what is surely one of the most difficult transitions they will ever endure. But, 
what can be even harder is seeing those clients who keep returning, over and over again. They show up. 
They clean up. Maybe from here they go to a sober house or a residential program and they put some 
sobriety time together. Then one day we get a referral from an emergency room or the BH Link and there 
it is; there’s that name again; there’s that individual again, staring at the whole process over again. 

At the Acute Stabilization Unit we have a number of such 
clients. In a way, they’re almost like family. They come here 
because they don’t have a home to go to. They don’t have 
anyone left in their life to take them, but they know they 
have us. And, as difficult as it can be to watch a person 
repeating the same mistakes over and over, it’s hard not 
to be happy when some of our repeat customers show up 
because everybody here genuinely likes these people—a lot. 
I can’t count the number of times I’ve told a returning guest, 
“Hey, it’s great to see you!” followed by an awkward moment 
of silence, followed by laughter from both of us, followed 
by “Not great to see you HERE, I mean, but yeah, great!” 

George (not his real name) was one of these patients. 
A smart, friendly and pleasant young man. He 
nevertheless struggled for years with addiction and 
homelessness. We saw George come through the ASU 

several times over a period of years, sometimes discharging to sober houses, sometimes back to the street. 

Then, one night while I was out grocery shopping, a young man approached me and said hello. I blinked. It 
was George. It had been several months since he last came through the ASU, and he looked like a different 
person. He was well-dressed and he looked happy and relaxed. He told me that after leaving the ASU for the 
last time, he’d finally resolved to do things differently. He’d gone to a sober house, made a commitment to 
go to meetings and got a sponsor. He said he’d approached me because he wanted me to pass on to the rest 
of the staff how grateful he was for all we’d done for him, all those times he’d passed through our unit. 

By coincidence, I saw George again less than a week later when he showed up at the ASU, but not as a patient 
this time. He was there to drop off some clothes for a client of his. Turns out not only was his sobriety doing 
great, he’d actually become a peer advisor and he was mentoring other young adults who were reaching out for 
help with addiction and now one of the young men he was working with was here at the ASU for stabilization. 
He acknowledged how weird it felt, being on the other side of things for once. I told him it felt funny for me too, 
seeing him there like that, and we laughed about it. Most of the time, we don’t get to see our most successful 
cases, because part of that success means they never show up here ever again, but as long as there are clients 
out there who are still struggling, it’s nice to know our doors will be open for them.” —As told by Seth Hall 

Seth Hall, ASU Administrative Assistant, outside 
the Acute Stabilization Unit in Providence
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Community Incident Response, Consultation & Support Services

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

Community Incident Response Consultation & Support 
Services is specifically created for police, fire and EMS 
workers. Its main purpose is to 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, wellness 
training, crisis intervention training, and crisis response 
services to all departments we serve, helping each 
individual explore ways to cope and develop resiliency. 

Areas of Focus

Mental health, behavioral health 
Access to treatment
Collaborative partnerships

Program Goals

The goal is to provide wellness and crisis 
intervention training, critical incident 
debriefings, and counseling services to police, 
fire, and EMS workers and their families.

By documenting all encounters with police, fire and 
EMS workers and their families including face-to-
face individual counseling services, critical incident 
debriefings, training to officers, and additional support 
provided to departments following critical incidents. 

Outcomes & Engagement

 b Continued to provide consultation, wellness 
training, and crisis intervention training to 10 police 
departments, 1 fire department, and 1 town.

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

 b Conducted 20 on-site support debriefings and 
closed confidential discussions with officers 
involved in or impacted by critical incident events. 

 b Provided 24 hours of crisis intervention and 
wellness training to police officers.

 b Provided over 45 hours of support to a specific 
department after a critical incident. 

 b Provided 200 hours in meetings with administration 
to build relationships and coordinate care. 

 b Provided support to Brown University’s Peer 
Support Team and security officers. 

Rise to Recovery

Intensive Outpatient Program

Francis Spicola, MA, LCDP—Program Manager

The Intensive Outpatient Program (IOP) provides 
intensive treatment three days per week/three hours 
per day. The program is for individuals 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 include 
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. 

Areas of Focus

Mental health, behavioral health 
Access to treatment
Patient-centered, recovery-
oriented care

Outcomes & Engagement

 b Number of admissions: 153
 b Number of individuals: 142
 b Billable IOP units: 902
 b Intake Assessments: 123 
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Despite the obstacles presented by the response to 
COVID-19, the IOP not only remained open face-to-
face, but recorded numbers comparable to previous 
years without COVID-19 related obstacles. For 
example, FY 2020 saw approximately 220 admissions 
to the IOP and PHP combined, while the number of 
admissions for the IOP alone for FY 2021 was 153 with 
142 unique admissions. The number of billable units 
was also comparable to previous years, as FY 2021 
saw 902 units compared to FY 2020 which saw 869 
IOP billable units. In addition, IOP staff continued to 
work as part of the Intake Department and recorded 
123 assessments for FY 2021. The IOP staff has also 
worked in every program in Acute Services as well as 
programs from other departments within the agency. 

The Intensive Outpatient Program (IOP) continued 
to operate, and this year, COVID-19 group size 
requirements were eased from a low of five individuals 
to a room, including staff, to almost normal conditions. 
In addition to in-person treatment, we developed other 
virtual and telephonic methods of engagement. 

Because COVID-19 pandemic limited treatment 
opportunities and left gaps in individuals’ continuums 
of care, we found there was an increased need for care 
management for IOP clients experiencing early recovery 
and related obstacles to recovery. IOP staff regularly 
placed clients in recovery housing, as well as independent 
living, and provided transportation once COVID-19 
regulations allowed. IOP staff also continues to work 
with individuals struggling in CCA’s recovery housing 
program, offering counseling and case management. 

IOP mentored college interns seeking in-person 
experiences resulting in CCA hiring of two Rhode 
Island College psychology students.The IOP 
continues to cultivate relationships with several 
departments within Rhode Island College, as well 
as other institutions of higher education. 

IOP has provided face-to-face treatment through 
COVID19 restrictions since May of 2020, and quite 
possibly is the only IOP operating in person in the state.  

This is How We Do It
Mr. Smith, a twenty-something male suffering with 
substance use and co-occurring disorders was 
living at a local recovery house, independent of 
Community Care Alliance (CCA), and sought treatment 
through the agency because he has been addicted 
to opiates. Mr. Smith reported that his last use of 
an illicit opiate was “over a month ago,” and was 
seeking an Intensive Outpatient Program (IOP). 

Mr. Smith attended his first scheduled IOP treatment day, 
arriving early. His affect was flat and he was irritable. In 
the middle of the treatment day, Mr. Smith stated that he 
was too tired for group that day, and then he revealed he 
was using unprescribed Suboxone daily, and was never 
fully treated for Opioid use disorder withdrawals. He 
was actually experiencing withdrawals at that moment. 

The first issue was to assuage the client’s fear that 
he was going to be discharged because he admitted 
to using Suboxone without a prescription. There 
has been a traditional zero tolerance attitude within 
recovery treatment agencies and in some cases, 
agencies have written policies to that effect. Instead, 
Mr. Smith met with his counselor to discuss and revise 
his treatment plan to address his Suboxone use. Mr. 
Smith was offered alternatives, including remaining 
in IOP and with the team assisting him with case 
management. Mr. Smith decided that he would like 
“legitimate” Suboxone treatment. That same day, the 
IOP team procured an appointment with a Suboxone 
provider through CCA’s Center of Excellence (COE), 
and transported him to and from the provider’s 
office. The Center of Excellence is a CCA program 
that facilitates individuals interested in Medicated 
Assisted Treatment, by linking them with a Suboxone 
provider and a CCA team for case management and 
other services. In the end, Mr. Smith was successfully 
inducted on Suboxone and completed the IOP. 

This is an example of what can happen when a 
client relapses when participating in a treatment 
program. —As told by Francis Spicola 
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Residential Substance Use Treatment Programs—Wilson House & Jellison House

David Thatcher, LCDS, LCDP —Coordinator of Residential Services 
David DeCosta, LCDP, CCSP—Team Manager Wilson House 
Kieran Patry RCS, LCDP, CCSP—Team Manager Jellison House

The Jellison and Wilson Houses are 90-day inpatient substance 
abuse residential programs that specialize in assisting clients with 
achieving abstinence from alcohol and substance use. We provide 
co-occurring mental health treatment, with highly qualified trauma 
informed clinicians and staff. We offer an array of curriculum that 
focus on gaining the necessary tools to maintain and succeed in early 
sobriety. The length of stay is determined on an individualized basis; 
however, we are traditionally a 90-day program. Due to insurance 
utilization reviews, we have an average stay of 45-60 days. 

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 Outpatient Services and transitional housing. 

Areas of Focus

Economic insecurity
Housing insecurity
Mental health, behavioral health 
Patient-centered, recovery-oriented care

Program Goal

Our goal is to teach clients to live in the present-moment without 
having to rely on drugs, alcohol, or other addictive behaviors to deal with stress, grief, and trauma. 

Outcomes & Engagement

 b 98 individuals were admitted to the Residential Substance Use Treatment Programs
 b 69% of clients completed the program, all with referrals to counseling at less restrictive 

levels of care; and 90% of these entering sober/recovery based living arrangements 
 b 20% left treatment against staff-advice
 b 10% were administratively discharged (safety, rules violation, etc.) All clients who were administratively 

discharged left with referrals for higher levels of care, crisis management and/or housing

Wilson House

The Wilson House worked closely with BH Link as well as CCA’s Acute Stabilization Unit and Recovery Housing in 
order to significantly decrease hospitalizations during both the screening/admissions and discharge processes. 
In conjunction with our Recovery Housing Program and 942-STOP Grant, a much higher percentage of Wilson 
House clients have been able to make safer and healthier transitions to less restrictive levels of care than in 
previous years. Due to COVID, opportunities for clients to participate in vocational rehab and career learning have 

Jellison House decorated in winter

Wilson House front walkway 
garden in spring
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suffered due to necessary restrictions. Participation in 
self-help and community-based recovery have also 
suffered. However, these sacrifices have allowed us 
to keep our community safe during the pandemic. 

 Jellison House

The Jellison House continues to teach residents a 
new way of viewing their world through a revitalized 
perception of living substance-free. Since April of 2017, 
we continue to assist residents in implementing goals 
and objectives aimed at providing hope, motivation, 
and basic life skills in order to transition to new and 
productive lives. This program has helped residents 
attain lengthy recovery, gain meaningful employment, 
attain GEDs, start the process for higher education, and 
establish safe structured independent living situations, 
such as Recovery/Sober transitional housing. 

 b With the overwhelming opioid epidemic and the 
duration of the COVID-19 pandemic, Jellison House 
frontline staff worked diligently within all restriction 
parameters and guidelines to provide quality 
services and discharge planning to all clients. 

 b The Jellison House staff provided 19 recent 
parolees the necessary skillset to transition 
back into the community as productive, 
responsible members of society. 

 b Partnered with CODAC Behavioral Health 
for Medicated Assisted Treatment. 

 b Formed an alliance with Tri County Community 
Action to assist with physical, behavioral, 
and mental health issues for individuals 
living outside the CCA catchment area.

 b Coordinate with other outside agencies 
such as Project Webber and VOCA (Victims 
of Crime Act) to assist with keeping our 
residents engaged in treatment. 

 b The Jellison House continues to refer and/or admit 
clients from the BH Link, CCA’s Emergency Services, 
CCA’s Acute Stabilization Unit, Woonsocket Partial 
PHP/IOP, and Recovery Housing Programs. 

 b Due to the continuing COVID pandemic, Jellison 
House clients were unable to attend in person 
events as in previous years, such as the annual 
BHDDH Recovery Rally, AA/NA cookouts, and 
community fundraisers. Upon Jellison House 
clients receiving their COVID-19 vaccinations, 
clients participate in fishing trips with Recovery 
Housing supervisor Richard James.

 b Throughout the pandemic, Jellison House clients 
used present moment awareness to assemble and 
play horseshoes in a newly made horseshoe pit. 

 b Clients re-established the “Anthony Petrucci Garden” 
and provided vegetables to the Wednesday night 
dinners they prepared. The garden was named after 
Anthony Petrucci, a cherished and beloved Jellison 
employee who passed away in February of 2020. 

 b Once COVID restrictions are fully lifted, Jellison 
House will continue to provide on-site and off-
site activities such as nightly 12 Step Recovery 
Meetings and weekly physical recovery groups 
(public library, movies, and store trips), both 
designed to help clients attain and engage with the 
community and achieve better life opportunities.

Elliot

Elliot first came to Jellison House via parole from the 
Adult Correctional Institute on May 18, 2020 with 
a diagnosis of alcohol and cocaine dependence—
both severe. Prior to incarceration he was living with 
untreated PTSD and depression. Elliot was able to gain 
an understanding of both his substance use and mental 
health concerns through programs that were provided 
by the Providence Center while incarcerated, and then at 
Jellison during his stay. Elliot transitioned to IOP services 
on August 10, 2020, and upon completion of IOP to 
Outpatient Counseling. During this time, Elliot resided in 
Community Care Alliance’s Birch Street Recovery House. 
His treatment was progressing each time to a lesser 
level of care. However, due to an unfortunate relapse, 
Elliot came back to Jellison House on October 27, 2021. 

Continued on page14

Elliot at Jellison House
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Elliot’s story continued... 
Elliot’s road to recovery supports the theory that relapse 
is part of recovery, as his road contains difficult lessons, 
but also had tremendous successes. While Elliot reported 
his relapse, he was able to provide a valuable perception 
of the event. Elliot’s best friend’s father passed away 
and he comforted his best friend through his father’s 
memorial service. “I took myself to that place where my 
friend was because of his father’s loss.” Elliot describes 
the event as “very emotional, giving him an extreme 
feeling of substituting his thoughts with alcohol.” 

Afterwards, the relapse did not cramp Elliot’s motivation. 
He reports a strong support system. Elliot is performing 
outreach work, helping struggling addicts and alcoholics 
with the Truth Tabernacle Church on Elmwood Avenue 
in Providence, spearheaded by Bishop Antonio Bason. 
Bishop Bason is a strong supporter of Elliot providing him 
with encouragement and guidance through “hard times.” 

Despite his ups and downs, Elliot perceives his future 
to be extremely bright. “I have found a second job, 
and am considering a catering truck business. I’m 
also enjoying spending time with my eight-year-old 
daughter, Alexa.” Elliot is also contemplating forming 
a recovery-based walk-in program with Pastor Antonio 
to add another layer of services to assist with the 
disease of addiction. —As told by Albert Silva, MSW

“After experiencing health issues 
and watching friends relapse with 
and around me, I am tired of the 
cycle of insanity and it’s time to 
break the cycle. I know it will not 
be easy, but it has to be done. I am 
beyond grateful for the help and 
staff at Wilson House. I get along 
with the other clients and this is 
my opportunity to change and find 
new paths for myself so I can get 
better and break that cycle. I’ve 
learned relapse and recovery are a 
process. People think it happens in 
a day, but that is not true. There are 
many factors that contribute to our 
drug use. If we don’t address those 
issues, we find ourselves back where 
we started.”—Arthur, Wilson House Client

Recovery Housing

Richard James, LCDP, CCSP, Team Leader

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. 

Areas of Focus

Economic insecurity
Housing insecurity
Mental health, behavioral health 
Patient-centered, recovery-
oriented care
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Outcomes & Engagement

Recovery Housing provided a vital service in the continuum of care during what is oftentimes a very 

vulnerable period for an individual in substance use and mental health recovery. Our specialists 

provide a safe and healthy environment, recovery support and referrals for individuals in the early 

stages of recovery as they transition back into their daily activities in the community.  

 b 65% of participants entered Recovery Housing with 942-STOP grant assistance. 
 b 80% of participants who entered the program stayed for 3 or more months
 b All participants experiencing recurrence were offered referrals to BH Link, IOP/PHP or Residential Services. 

David
David was born in Connecticut and spent his entire life in New 
England. Growing up, his father was an alcoholic with a very bad 
temper. He would drink daily and was abusive to David and his 9 
siblings, particularly verbally abusive. David’s mother was a 
particularly religious woman with a strong Christian faith who 
didn’t drink and provided the backbone for the family despite the 
chaos that his father’s alcoholism caused. 

At the age of 8, David’s parents divorced. His mother was 
forced to work 3 jobs to support the family. At this time, 
most of his older brothers and sisters drank alcohol and 
used drugs. To David, his siblings were his role models. He 

felt abandoned by his father, alone and depressed. Between the ages of 9 and 19, David was raped by a family 
member. He states, “I didn’t know what was happening to me. I was scared, depressed and very much thought it 
was my fault.” He began using cannabis and drinking alcohol at around 13 years old. “I fell in love with the feeling 
of it,” David admitted, “the drugs and alcohol became the center of my life and my addiction grew rapidly.” For 
the next 35 to 40 years, David felt lost. He spent time in-and-out of jail, homeless and estranged from his family. 

Today, David is 55 years old and is approaching his fifth month sober. He graduated from the 
Wilson House program in August 2021 and transitioned to the CCA Recovery House Program 
where he is still a resident. He is currently employed as a cook at an establishment owned 
by a prominent state Senator and living a healthy, happy, sober life in recovery. 

Teddy Jackson Recovery 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, CCSP—Co-Director 
Jennifer LaForge, LCSW, Co-Director  
Amy Skurka, MA, LCDS—Coordinator of Co-occurring Services 
Susan Corkran, BS, RN—Director of Nurses

The Community Support Programs staff work with individuals who live with severe and persistent co-
occurring mental health and substance use issues to foster growth towards independence in all aspects of 
their lives. Clients are supported further through on-going care coordination with other community providers 
to ensure they receive optimal care needed to be successful in their overall health and recovery. 

The Community Support Program includes Integrated Health Homes (IHH) Teams 1-4 and 
the Assertive Community Treatment Team (ACT). Teams of multi-disciplinary staff focus on 
each client’s individualized plan of recovery, wellness, and health self-management. 

Areas of Focus

Mental health, behavioral health 
Patient-centered, recovery-oriented care

Program Goal

The goal is to assist vulnerable individuals to live safely within the community 
and to reduce hospitalizations and institutional care. 

Outcomes & Engagement

 » Increased number of clients served by ACT this past year with a total of 172 clients. 
 » Overall improvement in DLA functioning average of .31 score in 

ACT and .42 in IHH over the course of the year.
 » Better engagement in substance use treatment and vocational services; 59% and 95% respectively.
 » Decrease in the number of clients that utilized a psychiatric hospitalization with 8% of IHH clients 

and 11% of ACT in the past year compared to previous year with 12% and 16% respectively.
 » CCA continues to work towards seeing our clients within 7 days of a psychiatric 

admission. In the past year, 96% of our clients were seen within 7 days from that 
visit, consistent with previous year and well above national averages. 

 » The IHH/ACT programs also encouraged many of the clients to get the COVID-19 vaccine with almost 
70% being fully vaccinated. Many have also gone on to obtain the booster since it was approved.

 » 20 clients were assisted in finding new housing despite limited housing options.
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With many community providers closed to services or 
only offering telehealth, the CSP programs, despite its 
own staffing challenges with shortages, remained open 
and continued to provide many face-to-face visits; in 
fact, 40% of total services were face to face. Many clients 
benefited from these face-to-face services by decreasing 
isolation and gaining supports needed to reduce 
the need for higher levels of care, such as inpatient 
hospitalization. As a result, only 8% of IHH clients and 
11% of ACT clients required psychiatric hospitalization. 
Staff coordinated with primary care and other specialty 
providers to assist with the scheduling of preventative 
care. As clients became fully vaccinated, they felt more 
comfortable with leaving their homes and participating 
with the follow up medical and preventative care. 

Despite all the challenges this year, there was an 
overall increase in engagement in services. Of the 111 
new clients, 77 remained engaged in services for at 
least 6 months, representing 75% of new admissions. 
There was also a decrease in discharges due to 
lack of engagement or lost to contact with only 18 
clients in comparison to last year at 40 clients.

IHH/ACT Vocational Services

The IHH/ACT Vocational Services team strive to improve 
the quality of life and earning potential of those 
clients they work with. The team provided vocational 
rehabilitation services to 116 clients. There were 42 
new referrals for vocational services, of which 40 clients 
engaged in services. This represents a 95% engagement 
rate higher than previous year with only 14 new clients 
engaged in services (50% engagement rate). As a 
result, 12.63% of CSP clients were gainfully employed 
during the past year and despite the challenges of the 
pandemic, there were 29 new job starts. In addition, 1 
self-employed individual also worked on publishing her 
own book, 5 individuals engaged in volunteer activities, 
and 11 individuals enrolled in an educational program.

The IHH/ACT vocational services team also collaborated 
with the Sherlock Center to connect individuals with 
Social Security Disability Benefits to have benefits 
counseling, so that those gainfully employed had a better 
understanding of how their employment affects their 
benefits. During the past year, one individual transitioned 

from part-time employment to full time employment. 
Through this process and with support from CCA and 
the Sherlock Center, this individual transitioned off 
his Social Security Disability Benefits and he continues 
to support himself through a full time job where he 
has maintained employment for nearly two years.

IHH/ACT Substance Use Services

The IHH/ACT substance use services team strives 
to improve the wellness and activities of those in 
recovery. Within our CSP/IHH program, about 50% 
of enrolled clients had at least one co-occurring 
substance use disorder in addition to a primary 
mental health disorder. During the challenging times 
of the Covid-19 pandemic, we offered in-person and 
telehealth assessments, individual counseling and case 
management services focusing on psychoeducation, 
harm reduction and relapse prevention, opioid 
overdose education, and Narcan Training. We were 
unable to offer any co-occurring group treatment and 
this population did not engage as well in individual 
co-occurring services. Despite these challenges, 34% 
of our co-occurring population engaged in available 
services. Of those individuals newly referred for 
individual services, 23 out of 39 (59%) engaged in 
on-going substance use services, higher than the 
previous year with a lower engagement rate of 54%. 

The team continuously strives to meet individuals where 
they are at in their recovery and assists with referrals 
to higher levels of care within the agency or elsewhere 
in the community as needed. There is ongoing care 
coordination so that individuals may resume services 
within the program without facing gaps in their care. 
The team also connects individuals with in-person and 
virtual peer support services and self-help meetings. 
Individuals are also encouraged to explore resources at 
the Serenity Center for additional recovery supports.
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A Crazy Life Comes to Light
New author, Aisha Felix, laid bare her trauma and pain in My Crazy Life, a story that is born out of a childhood that is 
both magical and terrible at the same time. Her journey brought her to two suicide attempts in a battle for her mental 
health that has gone on all her life. She has suffered. However, she has also survived and learned from mistakes she 
has made along the way.

My Crazy Life allows us into her world that begins 
in the US Virgin Islands, continues in the warm but 
strict culture of the island of Dominica and ends 
in the cold, but tight knit community where her 
mother lives in Woonsocket, RI. Her journey leads 
to a place in time when she is able to overcome 
issues of major depression, anxiety, post-traumatic 
stress disorder and mood disorder that added to 
the complications of raising a son and advancing 
her education. It is astonishing how many times she 
picks herself up from homelessness, joblessness, 
custody fights, and unhealthy relationships.

These debilitating conditions required 
help from many resources, including those found at Community Care Alliance. At one time or another 
Aisha has lived at our Shelter, has sought help from our Family Support Center, had counseling and 
case management, vocational training and emergency services when she was at her lowest points.

Carla Faria is Aisha’s Master’s Level Clinician and longterm therapist and casemanager. She says, “I have watched 
Aisha grow over the years, since even before the idea came to her to write her life story, right through to its 
completion. As she re-lived the experiences that have brought her to where she is today, she has continued 
to find healing and developed a newfound strength to continue to work towards her goals. Through her 
courage, motivation, and perseverance, Aisha is an inspiration to all who struggle with mental health issues.”

When she started writing her story, Aisha didn’t intend to write a book. It was a means of self-
healing during the isolation of the pandemic. She wrote one chapter at a time. In My Crazy Life 
Aisha is unapologetically self-critical and self-forgiving at the same time. There is triumph in these 
pages and a story of hope for anyone who withstands the suffering of life—which is the reason 
why she published her book. You can find My Crazy Life by Aisha Felix on Amazon.

Mental Health Psychiatric Rehabilitative Residences (MHPRR)

Jennifer LaForge, MSW, LCSW, QMHP—Co-Director of Community Support 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 

Aisha shows her book, My Crazy Life, 
that can be found on Amazon
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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.

Areas of Focus

Housing Insecurity 
Mental health, behavioral health 
Patient-centered, recovery-
oriented care

Program Goal

The aim of residential treatment is to instill confidence 
in the daily experience of each resident, and teach 
new skills with the goal of living independently.

Outcomes & Engagement

Despite facing staffing shortages, and COVID-19 
barriers, MHPRR admissions remained consistent as 
in the previous year with 5 admissions. Additionally 
with the use of telehealth, clients were able to 
continue to participate in their treatment services 
including individual mental health and substance 
use counseling, and employment services. 

Over the course of the year, half of the residential 
clients participated in at least 1 counseling session 
(21 clients) with a total of 289 counseling sessions, 
and a third of the clients (12 clients) participated in 
substance use treatment services with a total of 216 
sessions. An additional third of residential clients 
(12 clients) engaged in vocational services with a 
total of 467 supported employment sessions, which 
resulted in 4 clients employed during the year and 1 
attending barber school. This number of residential 
clients employed is more than previous years. 

The number of discharges also remained consistent with 
7 this past year and 8 in previous year; notably, there 
was a higher number of discharges to lower levels of 
care than in any previous year with 6 of the 7 a total of 
86%. In fact, all moved in with family and were either 
engaged with community support services through 

CCA or connected with services in their new local area. 
Clients were assessed for other service intervention, 
including assisted living, group living, and independent 
apartments, all contingent on their clinical needs. 

 b There were 5 new admissions, which includes 1 
admission to our group home from an inpatient 
psychiatric facility and 1 other from the state’s 
psychiatric institution, Eleanor Slater Hospital. 

 b 2 clients transitioned from group home level of 
care into the supervised apartment program. 

 b 6 clients graduated from supervised 
apartments into residing in the community 
in their own independent apartments. 

 b Length of stay has been decreasing over the 
past several years: decreased from 5.1 years in 
2019 to 4.7yrs in 2020, and 4.1 years in 2021.

 b Psychiatric admissions remained similar 
to previous years at 4 admissions.

She Saw Something 
in Me & That Made 
All the Difference 

Among many other likable characteristics, Agnes 
is sincere as she describes a journey of emotional 
hardship from a tender age. She is filled with 
gratitude for having overcome deep depression and 
multiple suicide attempts—a journey of recovery 
that started a decade ago in early adulthood, 
but ended with hope for a very bright future.

Singleton House
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Agnes grew up in a household rooted in trauma where 
emotions were not celebrated or even recognized. 
She was never allowed the full experience of sorrow, 
joy, anger, frustration, or a number of other of 
emotions that a child learns from. Because of that, 
she numbed herself and pushed feelings aside that 
hurt her psyche. She didn’t know how to cope. 

Launching into adulthood proved to be more than 
she could bear, and she plunged into depths of 
depression that seemed impossible to overcome. 
At 19, she attempted suicide several times to end 
her pain and landed at Butler Hosptial, a psychiatric 
hospital. The hospital was unable to give her a solid 
diagnosis and medication and other treatments 
seemed to be ineffective. Agnes felt hopeless. She 
knew people there wanted to help her, but she 
also felt unheard, and she desperately wanted 
someone to really listen to what she had to say. 

One day, Marcia, a manager at CCA at the 
time, interviewed Agnes at the hospital and 
decided that she was someone who could 
gain a lot at Community Care Alliance. 

“Agnes is truly remarkable and I 
remember that interview in the 
hospital well. Although it was 
quite challenging at first with her 
adjusting to life in a group home 
and learning to cope, she truly made 
so much progress. —Marcia Andreozzi, 

At 20 years of age, Agnes was admitted to one of our 
psychiatric rehabilitation group homes. There she 
finally felt like people started to listen. She said, “I’m 
so grateful that Marcia saw something in me, saw what 
I could be today, when I could not see it myself.”

It was that vision that Agnes attributes to the turning 
point in her life. At Community Care Alliance, she had a 
team helping her to accept her emotions, work through 
them, and process the trauma that she experienced as a 
child and teen. Living in a group home was an experience 
in itself and Agnes learned the basic tenets of living 
with other people. She lists these off: Learning how to 
ask for help and bringing issues to staff, participate in 
groups, take care of your own responsibilities, be kind, 
don’t pry into other’s business, have grace, give each 
other space, know when to help. She is a wise woman.

After a year at the group home, Agnes decided she 
was ready to move on, but still needed supports. 
Her case team agreed. Agnes moved out of the 
group home, but still maintained her treatment. She 
explored vocational opportunities, received case 
management, and clinical therapy. She credits her 
stability and growth to having consistency with the 
same clinician and psychiatrist over much of her long-
term, extensive therapy. She continues to receive 
supports from our Integrated Health Home team.

In the last 10 years, Agnes regained her love of working 
with kids at one of her vocational placements. She 
earned her associates degree at CCRI and certification 
as a Behavioral Health Specialist. She is now able 
to live independently, is in a good relationship, 
and looks to a future that is very bright. If you 
speak with her, as I did, you know that Agnes has 
absorbed the lessons she has learned at a deep level 
and is ready to face a bright future. She says, “I’m 
committed to healing, growing, and taking the steps 
needed to achieve any goal I set my mind to.” 

“Community Care Alliance gave 
me a chance at life.”—Agnes
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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 
Outpatient Integrated Health Home. 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. 

Areas of Focus

Mental health, behavioral health 
Patient-centered, recovery-
oriented care

Outcomes & Engagement

 b Served 179 clients

Covid continues to limit or alter how we provide 
services, with the Masters Clinician Team conducting 
individual therapy sessions via telehealth and/or face-
to-face. Teams worked to get donated cell phones 
in the hands of clients allowing access to telehealth 
session without using up precious minutes. 

 b Provided 2716 hours of individual face-to-face 
sessions and 2406 hours of telehealth to 179 clients, 
20% of CSP population despite staff shortages.. 

 b Averaged 11 new referrals a month

In February, we welcomed two new members to the 
team after recently completing graduate programs, 
one providing therapy, full-time, and one splitting time 

between MLC and substance use 
counseling roles. The team worked 
diligently to limit the time clients had 
to wait for their first appointment.

Shiloh, our therapy dog, 
continued to offer a cheerful 
tail wag and unconditional 
support to clients and staff.

Unfortunately, due to the pandemic, groups were 
suspended throughout the year. A workgroup was 
developed to brainstorm how to keep clients safe as 
we relaunch our much needed and popular therapy 
groups. The team explored offering remote groups 
as well as creating enough space, on-site, to maintain 
social distancing while attending groups in person.

ALIVE Peer Support

ALIVE offers peer supported recovery and social activities 
both on-site and in the community for individuals 
living with a mental illness and/or addiction. 

 b Served 177 clients IHH/ACT clients, an increase of 
23% over the 144 clients served the previous year. 

 b Provided 2556 direct service hours despite 
staff shortages, 18% higher than last year.

The ALIVE program maintained its pandemic pause, while 
the peers continued to outreach clients and provide 
services in the community and through telehealth. A 
new peer joined the team in a new hybrid position, 
providing peer support as well as housing assistance.

To mediate the devistating impact of the opioid 
crisis, evidenced by a 129% increase in accidental 
overdoses in the local community, one peer specialist 
took on a grant-funded role and assists in putting 
together harm reduction kits. She averages 60 kits 
a week that are distributed locally every Sunday by 
Safe Haven outreach staff. She also joined the CCA 
Recovery Friendly Workplace committee. This peer-
based program offers CCA employees challenged with 
substance use issues the option of meeting privately 
with a Certified Peer Recovery Specialist to gain the 
supports needed to begin their journey to recovery.

Another peer specialist continues to sit on the Protection 
and Advocacy for Individuals with Mental Illness (PAIMI) 
Advisory Council for the RI Disability Law Center.

Shiloh 
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Evergreen Assisted Living Residence

Jennifer LaForge, LCSW—Co-Director of Community 
Support 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. 

Areas of Focus

Housing Insecurity
Mental health, behavioral health 
Patient-centered, recovery-
oriented care

Program Goal

The goal is to meet residents physical and 
mental health needs, provide stability at this 
level of care and ensure patient satisfaction.

Outcomes & Engagement

The program experienced stability in the resident 
population and workforce despite COVID-19 challenges. 
Although the risk of COVID impacted new admissions, 
the census numbers were lower than normal, which 
allowed for more consistency of the milieu, and helped 
minimize the risk of spread of COVID within the facility. 
The program was also able to organize a vaccine clinic 

though the RI Department of Health, provided on-site. 
All residents were vaccinated as part of this early phase 
vaccination rollout in the state. Additionally, unlike 
other programs experiencing staffing shortages, the 
workforce at Evergreen remained stable with only 1 
part-time vacant position throughout the whole year.

Evergreen continues to be an ALR for individuals 
with behavioral health issues. While psychiatric 
hospitalizations and/or the need for crisis services 
is common for the resident population, there was 
an overall decrease in the number of psychiatric 
hospitalizations from 7 in previous year to only 2 this 
past year. The decrease in psychiatric hospitalizations 
is likely related to consistent staffing patterns. There 
was also an overall client fear of entering inpatient 
settings due to potential COVID 19 exposure. 

A major focus at the ALR is supporting medical 
conditions. Of the 14 clients with hypercholesterolemia 
diagnosis, 12 clients’ most recent measures were 
within normal level. This is evidence of med 
adherence and lower-cholesterol nutrition options.

While there was an overall increase in discharges with 9 
total this past year compared to 3 in the previous year, 
only 3 of the 9 required a higher level of care; whereas 5 
discharged to another Assisted Living Residence or to the 
community. 

Evergreen Assisted Living, Woonsocket

A cozy room at Evergreen Assisted Living
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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

Christine Rathbun, LICSW, MSW, Co-Team Leader 
Amanda Massotti, LCDP, MSW, Co-Team Leader

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.

Areas of Focus

Mental health, behavioral health 
Access to treatment
Patient-centered, recovery-oriented care

Collaborative partnerships

Outcomes & Engagement

 b 1442 active clients served (active at any time during this period)

Due to the COVID-19 pandemic, AGOP has not been able to facilitate groups thus we have been unable to use 
this to track results as we have done in previous years. The department is currently working on establishing a 
mix of face to face and video conferencing groups through utilization of CCBHC funding. AGOP was able to: 

 b Assist in facilitating reunification with families and DCYF
 b Provide immediate appointments to individuals discharging from hospitals to prevent repeat admissions
 b Facilitate quick and effective referrals to higher levels of care such as PHP and IOP 

and provide support to individuals to obtain and maintain abstinence. 
 b Focus on collaboration with other departments, such as the Children’s Behavioral Health team
 b Establish bi-weekly meetings to review cases and ensure coordination 

of care between families and their CCA providers.
 b Staff participated in MAT, emotional regulations skills training, Step BY Step training for 

parents with developmental disabilities and START online trainings in order to improve 
the services provided to clients through use of evidence based practices.
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The Long &  
Winding Road
Dana (not her real name) started her recovery journey 
with CCA in February 2019 when she was referred by 
DCYF for concerns regarding substance abuse. Her 
story illustrates what a circuitous journey that can be 
and the many avenues that one can go to get there. 

For Dana, her two young sons were placed in kinship foster 
care while she began to work on her recovery. She was able 
to participate in the Intensive Outpatient Program (IOP), and 
meet with an individual therapist, and a prescriber. She began 
participating regularly in community support meetings, got 
a sponsor and worked at a successful reunification with her 
sons and the closing of her DCYF case in the summer of 2021.

In September, she had a relapse at a family reunion. 
Dana was devastated and immediately sought help from 
her treatment team at CCA. She had a successful stay 
at ASU where she detoxed from medications that were 
holding her back from a successful recovery. From there, 

she completed another treatment round at IOP, while also attending individual counseling to address emotions 
and mental health concerns. She is now healthier than she has ever been. She has returned to her full-time job 
working in a busy healthcare office. Dana has made it a point to connect with her family members and share her 
story honestly. By making her recovery a priority, becoming honest about what recovery is for her, she gratefully 
shares that she is the person she always knew she could be. —Submitted by Celeste Greene, LMHP, LCDP, 

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 services include 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 need; 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 Program; coordinating 

Celeste Greene, Clinician, at the Rally 
for Recovery in 2019 with Horizon 
Healthcare Partners representatives
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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. 

Areas of Focus

Economic Insecurity
Housing Insecurity
Mental health, behavioral health 
Access to treatment
Patient-centered, recovery-
oriented care

Collaborative partnerships

Outcomes & Engagement

 b Served 195 individuals 

The team continues efforts to improve client care, to 
build connections with other departments at CCA and 
to increase our relationships with external agencies. Of 
note, our relationships with the Family Support Center, 
Serenity Center and the Agape program have all grown 
this year which has only strengthened client care. 

 b Team 5 and AGAPE center staff meet bi-monthly 
to review shared cases and improve coordination. 

 b Serenity Center staff and the Team 5 manager 
meet monthly to review potential referrals 
and explore ways to improve access to care 
for clients with Opioid Use Disorder. 

 b Assisted multiple clients in obtaining permanent 
stable housing, obtaining employment in 
jobs earning a living wage, decreasing use 
of inpatient hospitalizations through use of 
referring to IOP and/or PHP programs and 
providing support to those in recovery. 

We utilize a Client Information Form to track change of 
income, change of housing status and substance use. 
We also use toxicology screens, which confirm a client’s 
report of abstinence, we speak with landlords to ensure 
clients have gained skills to pay bills on time and in full, 
and coordinate with DCYF to track progress towards 
reunification. We complete treatment plans every 6 
months to obtain clients’ perceptions of their progress.

In Her Words
I came to RI from Florida in September of 2020 and 
started with CCA right away. I have been sober since June 
of 2020 and was motivated to stay that way to reunify 
with my children who were in DYFC care. When I got to 
RI, I was homeless, jobless and new to sobriety; I moved 
here to be closer to my family who my kids had been 
placed with. I stayed with my mom at first but I knew I 
couldn’t stay with her forever. I started to meet with my 
Team 5 case manager, Jacqui, and the substance use 
specialist, McKayla, on a weekly basis. I met with Dr. Linda 
Young for medicated assisted treatment supports (and 
eventually was weaned off suboxone). I learned coping 
skills to avoid relapse, I got SNAP benefits, a doctor, 
a dentist and help applying for affordable housing. 
Jacqui helped me get unemployment benefits, which 
helped me to look for larger apartments so my kids 
could have their own space once I reunified with them. 

After the basics were done, Jacqui connected me to 
an employment specialist at CCRI. I applied to their 
program three times, and while I was waiting to hear 
back from them I received a call from NRI Career 
Academy. They had a service that included a Call Center 
Career Banking Training Program where I was accepted. 
They helped me with my living expenses, and to stay 
focused on studying. I ended up getting one of the 
highest scores in my class and spoke at the graduation! 

After graduation, Jacqui helped me with my resume and 
I posted it on Indeed. I got a call from a bank and went 
through a three-interview process to be a collections 
specialist – I got the job! I now work at the bank’s 
Corporate Office and have even won an award for being 
a ‘top performer’ in the department. With being able 
to save money, I obtained an apartment and a vehicle. 
The Nightingale fund enabled me to afford first month’s 
rent and security deposit. Most importantly, due to my 
progress and hard work, I reunified with my children in 
July of 2021. I am supporting my family and enjoying my 
life again. This was a hard journey and I couldn’t have 
done it without my support team. CCA encouraged me 
and made me feel like I could succeed every step of the 
way – they helped me get a solid foundation to build 
from and I am proud of it.—In the word of a CCA client
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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. 

Areas of Focus

Economic insecurity
Housing insecurity
Mental health, behavioral health 
Access to treatment
Patient-centered, recovery-
oriented care
Collaborative partnerships

Program Goal

Enhanced Outpatient Services provides immediate, 
intensive-level clinical care to children and families in 
acute distress in the most person centered, productive 
manner. This means providing home-based treatment 
to address social/systemic issues, and building 
community partnerships to enhance client care.

Outcomes & Engagement

The outcomes of the EOS program have been 
multifaceted. First, we have been able to provide clinical 
care during a pandemic at a hybrid model including 
both telehealth and in person services and continue 
to do so with no waiting periods. In the process, we 
have been able to avoid unnecessary hospitalizations, 
maintain children in the home, and assist with successful

 b Served 192 children
 b We continue to collaborate with TIDES Family 

Services by providing clinical services, behavioral 
supports, and medication management for clients 
served by the Preserving Families Network. 

 b Services are provided to a number of Spanish-
speaking families by our bilingual/bicultural clinician. 

 b We continue to collaborate with school 
personnel, the Department of Children Youth 
and Families, and hospital personnel in an 
effort to optimize client functioning.

He Looks Forward to 
Weekly Therapy
Justin’s mom is a good advocate for her seven year-
old son, Justin, and her four other children (who all 
experience developmental delays). She is a single mom 
who faces anxiety and depression herself, but continues 
to balance her mental stability, career, and home life.

Justin struggles with cognitive delays, emotion 
regulation, disruptive behaviors, daily living skills, and 
sensory sensitivities. He has benefited from utilizing 
visual supports, meeting with therapist 1-2 times a 
week, movement breaks, positive reinforcement, and 
combination of behavioral and CBT interventions. Justin 
has progressed from EOS to Outpatient Services with the 
same therapist. He looks forward to his weekly therapy! 
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“CCA has provided me with support 
for all my children in all different 
ways. Ashley has provided me with 
mental and emotional support as 
I am trying to work through my 
son’s behaviors, has shown me 
how to direct my son and how 
to handle situations. Jessie has 
provided me with family support 
with whatever I need. Jessie has 
helped me advocate for my family. 
I feel EOS has been a huge help 
with my family.”—Justin’s Mom 

Jack
Jack, a 16 year old, lives at home with his biological 
mother, step father, and younger sister. His family is 
of Laotian decent and his mother came to the United 
States to settle in Rhode Island to seek a better life 
for her family. With limited resources and language 
barriers, the family struggled to establish a foundation 
and meet basic needs. Given these limitations, Jack 
suffered from early childhood trauma, which includes 
physical abuse at the hands of a trusted family member. 
In October, after feeling suicidal, expressing feelings 
of hopelessness, and making attempts to self-harm, 
he sought services through CCA. Jack felt isolated 
and had begun to engage in at-risk behaviors. 

After engaging in intensive community based services 
for 3 months, Jack began to feel more hopeful, 
focused more on building his own identity, and sought 
external validation less. He started working, joined the 
Wrestling Club, and reconnected with his brother. 

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.

Area of Focus

Mental Health, Behavioral Health

Program Goals

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. Outcomes & Engagement

 b 647 families served
 b Served 24 clients emergently to avoid hospital ERs
 b Assessed 53 new clients for services.

TWe have continued to work with local school 
systems to provide emergency assessments. There 
are ongoing barriers and environmental factors that 
can hinder progress around these goals. In 2020 
and 2021 the COVID-19 pandemic has continued 
to create 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. 
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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.

The Children’s Outpatient team continued to provide 
one on one counseling to children adolescents and 
families with a range of needs and mental health 
concerns. They have worked with individuals to learn 
the skills to improve day-to-day functioning and 
worked with families to provide support ensuring 
that basic needs of the child and family are met. 
During these unprecedented times, there has been 

an increase in mental health hospitalizations across 
the state. The Children’s Outpatient Services team 
has provided emergency assessments to reduce the 
amount of children going to the ER and has continued 
to work in collaboration with the Children’s EOS team 
to provide access to intensive home and community 
based services to reduce psychiatric hospitalizations. 
Over the last year, we have worked with FCCP and 
the PIPBHC team to access supports for families 
struggling with homelessness, health concerns and 
wellness, truancy issues and times when access to 
appropriate level of care is a barrier for treatment

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,

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.

Areas of Focus

Mental health, behavioral health 
Access to treatment
Patient-centered, recovery-
oriented care

Collaborative partnerships
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Outcomes & Engagement

Individuals meeting the eligibility criteria for 
PIPBHC are enrolled and may involve their 
family members in the program as well. 

 b 90 individuals were served, with 78 families enrolling. 

PIPBHC measures outcomes through appointment 
rates, satisfaction surveys from providers, PIPBHC 
staff and participant surveys, National Outcomes 
Measure data collection, Mirah assessments, biometric 
health data collection by the PIPBHC nurse (blood 
pressure, cholesterol, A1C, height and weight).

The PIPBHC program helps identify barriers to accessing 
and navigating resources and services, and we spend a 
significant amount of time collaborating with internal 
and external providers to ensure cohesive treatment 
and coordination for participants and their families. 

We are assisting clients with setting up appointments 
and coordinating transportation to/from appointments, 
as well as providing psychoeducation on the mental/
medical health conditions in terms clients understand. 
We are working on improving overall health and wellness 
for clients and families by offering wellness activities 
and groups (smoking cessation, step it up walking 
group, etc) and connecting families with community 
supports such as the Boys & Girls Club and YMCA. 

 b PIPBHC improved show rates for appointments, 
enrolled patients at an FQHC, and ensured 
completion of yearly physicals, lab work, and 
improvements in managing mental and physical 
health symptoms.

In My 
Corner
“Kristen and the 
PIPBHC team have 
helped me in so many 
ways. They have been 
my rock when I didn’t 
have anyone else. 
They have made it 
possible for me to 
stay on track with my 
appointments to the 
best of my ability. 
They have stayed 
calm, kind, and patient 
with me in all sorts of 
situations I have faced. They have worked with me to 
find the right counselor for my daughter, and they have 
stayed in continuous contact with my counselor to make 
sure I have everything I need. I’m forever grateful for 
having Kristen in my corner and on my team!” 
—PIPBHC Mom

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. 

Mom enjoys a special moment 
with her children.
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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. 

Areas of Focus

Economic Insecurity
Housing Insecurity
Mental health, behavioral health 
Access to treatment
Patient-centered, recovery-oriented care
Collaborative partnerships

Program Goals

To assist children and strengthen families, address self-identified needs and avoid 
the need for mandated state services such as DCYF or Juvenile justice.

Outcomes & Engagement

FCCP helped families create a support teams within their family’s network and set goals for themselves. We 
collaborated with community partners and participated in community events to outreach families and create 
opportunities for them to engage and have fun together, and improve individual and family interactions, 
and increase public awareness of child and family health issues. FCCP also assisted families and youth 
to connect with community services and resources. Success is gauged by diverting families from further 
involvement with the Department of Children Youth and Families and meeting self-identified goals.

 b 97% of DCYF referrals to FCCP were diverted from “Opening to the Department” (State child welfare and 
Juvenile Justice) within 6 months of closing and 95% were diverted from opening for 1 year post FCCP closing.

 b 78% of families who opened to FCCP met most or partially met goals they set for themselves
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David
David is 5-year-old with one sibling. He has 
developmental issues that his parents are seeking help 
to understand better as he begins his schooling. He 
struggles with communicating his needs and has some 
frustration that is expressed in behavior. The family is 
experiencing financial stress. Both parents work outside 
the home. They are looking for opportunities to improve 
thier financial situation and get the help that David 
needs and reduce stress on everyone in the family.

“The staff were very attentive and 
respectful to our family. They 
were great”—Anonymous Survey Response

Visitation Services

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

Visitation 
Services are 
offered at the 
Northern RI 
Visistation 
Center (NRIVC)
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

In November 2020, NRIVC became the first visitation 
center in the state to offer services specifically geared 
towards parents with Intellectual Disabilities. NRIVC 
is currently utilizing an intensive model of case 
management and parenting/life skills in order to 
help facilitate the ability to generalize new skills.

Areas of Focus

Economic insecurity
Housing insecurity
Mental health, behavioral health 
Access to treatment
Patient-centered, recovery-
oriented care
Collaborative partnerships

David with Beck Gardner, FCCP 
Family Services Care Coordinator

The Visitation Center offers a 
home-like environment for parents 
to spend time with their children.
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Program Goal

To help children achieve permanency through 
providing recovery-focused, relationship-
based interventions, enhancing the parent-child 
relationship and building strong parents.

Outcomes & Engagement

 b 72 families were served

NRIVC utilizes the Family Advocacy and Support Tool 
(FAST) to collect data on the families’ strengths and 
needs. The assessment is completed at intake and 
discharge, and updated every 90 days between the two. 
NRIVC staff will then compare the families “scores” on 
the assessment to report on level of improvement. 

 b Clients showed the most improvement in their 
ability to utilize skills, supports, and resources (thus 
improving their functioning) in the following areas:
 » Family Communication
 » Safety
 » Decision making
 » Child Care Skills
 » Engagement in other services

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. IFP also provides referrals to outside 
service providers to help meet their needs for mental 
health, substance use, housing, benefits and resources.

Areas of Focus

Economic Insecurity
Housing Insecurity
Mental health, behavioral health 
Access to Treatment
Patient-Centered, Recovery-
Oriented Care
Collaborative partnerships

Program Goals

Goals for IFP include helping families that are 
open to DCYF maintain their children in their care, 
or to help families reunify with their children. 

Outcomes & Engagement

 b 79 families served.
 b 69 families maintained their children in their home.
 b 55 families reunified
 b 58 families were closed successfully

This is What We Do
In February on 2021, IFP was able to begin working with 
a family composed of a mother and her three young 
children. The family was living with a friend and they 
were all sleeping on the couches in the living room. Over 
the next four months, this family was asked to leave their 
living situation and were left homeless. IFP workers were 
able to assist the family with the help of other programs 
at CCA to get them into a hotel fully funded by CCA and 
then by CES. During this time IFP workers were able to 
help the family obtain food, clothing and other basic 
needs. Within a couple of weeks the family was able to 
move into the CCA Family Shelter. Since being there, 
this mother has been able to begin working with Early 
Intervention services, Parents as Teachers and outpatient 
counseling. Having the most basic need of housing 
met allowed this family to start working on some of 
their other needs. The family is now flourishing and are 
going to close with IFP services very soon. They are on 
several housing lists and are expecting to obtain their 

own independent housing within the next few months.
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Nurturing Early Connections

Judith W. Greene, MSW, 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.

Areas of Focus

Economic insecurity
Housing insecurity
Mental health, behavioral health 
Collaborative partnerships

Program Goal

The Nurturing Early Connections program was developed 
in collaboration with DCYF as a child welfare resource 
to address critical reunification, family preservation and 
permanency needs particularly in Region IV (covering 
Northern and Northwestern RI). Objectives include 
connecting parents with mental health and substance 
abuse services. Improving economic and housing security 
is also a acheiving necessary criterion for reunification.

Outcomes & Engagement

NEC has established collaboration with Rhode Island’s 
Safe and Secure Baby Court, a specialized component 
of The Family Court of RI that “seeks to serve parents 
of new babies (0-18mos) who may have been in the 
system themselves as juveniles, have mental health 
issues, housing insecurity, domestic violence exposure, 
a substance use history without present active use and 
or lack of parenting skills and natural supports. Several 
of our parents do not qualify for Safe and Secure Baby 
Court due to previous Termination of Parental Rights 
or significant substance abuse. They are followed by 

Drug Court or they are on the regular Family Court 
calendar. In order to be seen in Drug Court parents have 
to submit to weekly random toxicology screens and 
they must be engaged in outpatient recovery services.

 b 70% of babies and parents are involved 
with Safe and Secure Baby Court

 b 65% achieved reunification or permanancy
 b 80% of parents enrolled identified 

substance use as a primary factor
 b 10% of parents are connected to Drug Court
 b 100% of our parents endorsed a history of trauma 

related to domestic violence, childhood physical 
or and sexual abuse as well as parental neglect

 b 85% of our parents are connected to some 
level of behavioral health treatment

Deyly
Deyly is a 20 year-old young woman with a history of 
DCYF involvement as a youth.She was removed from 
her mother’s care at age 5 due to abuse and neglect. 
Deyly gave birth to her son when she was 17 years-old, 
and he was placed in foster care at 1 year and 5 months. 
At that time she had very limited natural supports. 
Deyly was open to NEC in January 2021 and worked 
diligently with her Clinical Case Manager. She entered 
into psychotherapy realizing that she had developed 
depression in the context of her son’s removal. Deyly’s 
son were reunified through Safe and Secure Baby 
Court in June 2021, but he was removed again at the 
beginning of August 2021. After his placement, none 
of the reports made against Deyly were considered 
credible and her son, once again, returned to Deyly’s 
care in October 2021. Throughout this entire ordeal, 
Deyly never missed a session with NEC and never 
gave up hope. Her CCM recalls that “Deyly was always 
open to suggestions and she worked so hard getting 
her son into daycare, which was a requirement prior 
to him reunifying with her this last time.” Deyly and 
her son are now living together in an apartment. 

“You helped me focus on the 
positives.” —Deyly to her Clinical Case Manager 
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Therapeutic Foster Care

Kathryn Landolfi, 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 living 
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. We work to support the foster 
family, biological family, and the children impacted 
with the hopes of reunifying and meeting the social, 
emotional, economic needs of all involved. 

Areas of Focus

Mental health, behavioral health 
Patient-centered, recovery-
oriented care

Program Goal

Our goal is to achieve permanency for children 
in our care—whether this be reunification with 
bio family or adoption/legal gaurdianship. 

Outcomes & Engagement

Parents are often struggling with the impacts of 
economic disadvantages, trauma, substance abuse and 
other systematic oppressions that have disrupted their 
ability to safely maintain their child in their home. 

 b 61 children served
 b 21 clients reunified with parent/s
 b 3 clients were adopted
 b 2 clients achieved other permanency
 b 10 clients moved to kinship homes
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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.

Areas of Focus

Strengthening families

Program Goal

Provide families with coaching and support for 
their eligible children with developmental delays 
with the goal of informing daily routines and 
activities to promote optimal development.

“The most important thing for 
me was that my concerns were 
listened to and that the therapists 
took into consideration of the fact 
that I have four other children 
and gave me ideas on how I can 
still work with my child while 
caring for everyone else.”—Parent”

“ I learned a lot after we enrolled 
our child in EI. I learned about 
the different phases that a child 
has to go through to acquire 
knowledge that is appropriate for 
his/her age. I started to observe 
my child’s activities better than 
before because EI gave me a 
completely new perspective about 
a child’s intellectual growth.”—Parent

Outcomes & Engagement

 b Transitioned 72 children to preschool 
services after graduation at age 3.

 b Of all children transitioning out of EI, 94% have 
made gains during their program enrollment as 
measured by outcome functioning scores.

 b 98% of families report they have learned more 
about their child’s development and feel confident 
in their ability to advocate for them in the future.

“The EI team are amazing! They 
have helped my child and I 
tremendously and I couldn’t have 
asked for anything more. He’s 
already grown so much!”—Parent

“One of the biggest lessons I learned 
is that EVERY child is different 
and develops at their own time 
and that’s ok. Being involved 
in EI can benefit all families in 
many different ways.”—Parent



38 Fiscal Year 2021 Annual Highlights & Outcomes Report 
July 1, 2020 - June 30, 2021

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. 

Areas of Focus

Health and wellness

Program Goal

To support and guide families during the perinatal 
period and beyond and connect families to the resources 
they identify for themselves and their children.

Outcomes & Engagement

 b Served 505 Families

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 1525 referrals during this reporting period 
and completed admission with 505 families. 

 b Screened 99% of new moms for post-partum 
depression and completed developmental screenings 
on 91% of children served over 1 month of age. 

 b Completed 206 referrals to connect families to 
other community services including WIC, housing, 
basic needs and mental health services.

 b Referred 60 families to Early Intervention services 
and 68 families to long term family visiting services.

“Our visits with the First Connections 
nurse answered questions and 
worries during our first few months 
after coming home with our son. 
She had so much great information 
about feeding and caring for our 
baby’s needs.”—First Connections Mom
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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 regularly scheduled virtual or in-person 
contact. 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. 

Areas of Focus

Strengthening families

Program Goal

To support families to become more confident in 
their role as parents and enhance family capacity to 
guide their child social/emotional development.

Outcomes & Engagement

 b 66 Families were served, representing 840 contacts. 
Due to the public health environment, 88% of 
these contacts were completed virtually.

 b 85% of CCA HFA families completed well-child 
check-ups during a period when families were 
concerned about visiting their pediatricians. This 
compares favorably to the statewide average of 72% 

 b Children enrolled in CCA HFA had 100% 
continuous insurance coverage compared 
to the state average of 81%. 

 b Our prenatal enrollment increased by 10% 
compared to our previous reporting period

 b 100% of our parents completed a least one 
depression screening and 95% of children 
received timely developmental screenings

“As a new mom, having someone 
to connect with about my son and 
know that I wouldn’t be judged, was 
great. My family worker is always 
excited about what he’s doing 
next and I feel good about our 
relationship.”—Healthy Families America Mom
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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. 

Areas of Focus

Mental health, behavioral health
Collaborative partnerships

Program Goal

The goal is to support schools with behavioral interventions for students with difficult and challenging behaviors, 
de-escalate emergency situations and help families by making referrals to services within our agency when needed. 

Outcomes & Engagement

 b 250 students served
 b Staff worked with schools remotely when COVID restrictions and school closings were in place.

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. 
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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 
Nicole Bergeron—LIHEAP Coordinator

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. Our program has a 
dedicated Insurance Navigator to assist Rhode Islanders 
to access health insurance through RI Health Source 
and the Affordable Care Act. FSC serves Woonsocket 
residents who meet income guidelines for most services 
and North Smithfield residents for LIHEAP services. 

Areas of Focus

Economic insecurity
Housing insecurity

Program Goal

To serve vulnerable people with basic 
needs with dignity and respect

Outcomes & Engagement

Our Family Support Center helped to reduce food 
insecurity, reduce energy costs and improve access to 
affordable health insurance. Since the moratorium on 
utility shutoffs and evictions lasted throughout this 
reporting period due to the pandemic, assistance with 
utility crisis grants was somewhat less than last year 
and were primarily households who heat with oil. 

 b Served 3306 households representing 
8014 individuals. Some clients were served 
in multiple ways, (e.g., food assistance, 
housing resources and LIHEAP.) 
 » Enrolled 546 new clients for food assistance 

and Low Income Home Energy Assistance.
 » 2721 households representing 6426 

people received food assistance.
 » 585 households representing 1566 people 

received Low Income Home Energy Assistance.
 » 49 households representing 134 people 

received utility assistance from the United Way 
Good Neighbor Energy Assistance grant. 

 » 53 households received assistance 
with health insurance enrollment 
from our Insurance Navigator.

“Our clients experienced profound 
isolation during the pandemic. 
We’re grateful to be a life line 
for many people and to work 
in collaboration with other 
programs to help households 
stay connected to resources.—
Darlene Magaw, Program Director
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Abayomi
Abayomi and her two children, ages 6 and one, 
emigrated from Nigeria during her 2nd pregnancy. 
Her relationship with her husband became violent and 
she sought safety for herself and her children in a local 
domestic violence shelter. The family was supported 
by supplemental food through our Family Support 
Center, and during the pandemic was able to obtain 
diapers and other basic needs (including masks in order 
to be in public spaces safely) through drop offs from 
her family visitor in another CCA program. She moved 
into her own apartment with help from the Rapid 
Rehousing program and connected to the Diocese 
Immigration service in order to update her passport. 
She enrolled her 6 year old in school and continued to 
receive both virtual and in-person contacts as needed. 
During the holiday season, FSC helped her complete 
her Adopt-a-Family and food basket application.

“ I am so grateful for these blessings 
and that my family is safe.”—Abayomi

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. 

Areas of Focus

Economic Insecurity
Housing Insecurity

Program Goal

The goal is to provide a safe living environment 
for residents while working on issues contributing 
to their homeless status and barriers to 
successful transition to permanent housing.

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 145 individuals stayed at the Shelter—36, 
individuals, 35 families, 75 adults and 70 children. 

 b 195 days was the Average length of stay. Last 
year the average length of stay was 183.

 b 61% of households exited to permanent housing. 
A lack of affordable housing contributed to 
the decrease in finding permanent housing 
after shelter stay over last year at 73%.

 b 67% of shelter residents increased their income 
during their stay, a 17% increase over last year.
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“ I have encountered the most kindest 
and giving people in the world here 
at the Shelter”—Eileen, Shelter Resident

Xavier
I am 41 years old. I lived at the Shelter with my 16-year-
old daughter for over 7 months. Before living at the 
Shelter, I worked full-time and my daughter and I had 
an apartment. But everything changed about a year ago 
when I contracted COVID and became very sick. Little 
did I know that COVID would be the least of my worries. 
While hospitalized, I learned that I was in kidney failure. 
After some time, I was let go by my employer because 
I could no longer do my job with my health concerns. 
Then, the place we lived at was no longer an option.

So, in a short time, I learned I was sick, lost my job, and 
the place where I lived. As you read this, you may feel sad 
for me, but please don’t. I believe there is a reason for 
everything that happens and I only want to have positive 
in my life. My daughter and I were lucky we had workers 
who helped get us into a hotel and then the Shelter. 
Although this was very hard on my daughter and me, 
we have made the best of it. I am back to work, going 
to school for computer systems. She is back at school. 
We’ve got case assistance/SNAP and are ready for our 
own housing. The Shelter staff are always ready to listen 
and help. I feel they have been a blessing. I don’t have 
a lot and having help with the holidays makes me feel 
lucky. I would like to say to everyone who donates this 
holiday season—keep doing what you are doing. There 
is a blessing when you help people and I thank you for 
helping me give my daughter—who has been through 
so much this year—a wonderful holiday—As told by Xavier. 
Since telling his story, Xavier has been hired by Community 
Care Alliance and is a valued member of the Shelter’s team.

Safe Haven

Christa Thomas Sowers, BS, Community 
Outreach Coordinator

Safe Haven is a low-barrier peer-run recovery community 
center serving individuals who are in need of harm 
reduction supports. About half of the individuals that 
we serve are experiencing homelessness. The drop-
in center is located at 245 Main St. in Woonsocket. 
Community outreach is a core element of this 
program. Peer recovery specialists meet people where 
they are at in terms of the individual’s readiness to 
make changes in their lives. In addition to providing 
individual support, services include access to bus 
passes, food, clothing, personal hygiene products, 
harm reduction supplies; assistance with accessing 
benefits and entitlements; and connection to behavioral 
health, primary care, and family supportive services. 

Areas of Focus

Housing Insecurity
Harm Reduction

Program Goals

Our primary goal is to keep people alive. We work 
closely with individuals with opioid use disorders. 
The goal of harm reduction and rescue strategies 
are to decrease/eliminate the risk of overdose. In 
Woonsocket, alcohol and cocaine also pose a significant 
risk to our clients. Thus our services are aimed at 
minimizing the negative consequences of use. 

Outcomes & Engagement

 b 250 unduplicated clients served (50% are homeless)
 b Distributed food to 1914 contacts 

(duplicated client visits)
 b Distributed 625 bus passes
 b Distributed clothing to 320 contacts 

(duplicated client visits)
 b Distributed 91 Naloxone kits 
 b Distributed 114 Harm Reduction kits
 b Approximately 20 - 30 individuals were 

connected to primary care and behavioral 
health services, including BH Link and detox.
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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

 b 137,668 visits were made to the Serenity Center.
 b Serenity helped 10 clients get into recovery housing. 
 b 450 clients received group and 

individual peer sessions.
 b 20 clients were assisted to enroll in detox/treatment.
 b 328 clients received clothing.
 b 36 Intakes were done .
 b 19 clients used Serenity job search computers .
 b 2 social events were held

HIV Support Services

Amanda Massotti LCDP, MSW—Agape Coordinator

A support and resource center in Woonsocket 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. 
Clients have access to a variety of resources, including 
a food pantry and personals closet to “shop” for 
necessities. Agape Providence services include a 
12-bed transitional housing program for men. 

Areas of Focus

Economic Insecurity
Housing Insecurity
Mental Health, Behavioral Health
Access to Treatment
Collaborative Partnerships

Program Goal

The goal is to provide multiple services and 
resources in a safe, supportive, non-judgemental 
environment, and advocate for persons living with 
or effected by HIV/AIDS; and to promote community 
awareness and prevention of the disease. 

Outcomes & Engagement

 b Served 26 clients
 b Viral suppression (64 individuals)
 b Achieved/maintained housing (48 individuals)
 b Achieved/maintained recovery (12 individuals)
 b Achieved/maintained medical 

insurance (44 individuals) 
 b Community resources such as food/clothing 

pantry, disability benefits, SNAP, IOP/
PHP, ID physicians (22 individuals)

Agape entered its 23nd year. 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 5 years. This program helps 
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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. 

Agape Providence transitional housing helped complete 
housing applications for several clients and assisted 
them moving into their own apartments. Staff helped 
clients budget their funds in order to save for things 
they needed for their new homes, such as furniture, 
pots/pans, dishes and silverware. Some of these items 
were also donated. Due to having a stable living 
environment our clients were able to work on their 
sobriety and many clients achieved maintenance. 

Clients attended medical and mental health 
appointments with the help of their case manager 
without putting themselves at risk by taking the bus 
due to the pandemic. By attending these appointments 

our clients obtained lifesaving treatments, controlled 
high blood pressure and asthma, in addition to 
maintaining their medicine regime. Lastly, clients were 
able to obtain food pantry/personals throughout 
the pandemic without exposure to COVID-19.

“ I really enjoy working with the 
clients. They are open to the help 
they receive and they are always 
so thankful for what the program 
has done for them. I really enjoy 
this work and admire how strong 
and courageous my clients are. 
een a life-saver.”—Agape Staff

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. 
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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. 

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. 

Area of Focus

Economic Insecurity

Outcomes & Engagement

 b 142 individuals served
 b 72 students participated in Project LEARN’s 

adult basic education (ABE) class
 b 32 students participated in Project LEARN’s 

English as a Second Language (ESL) class

 b 31 students were North Star Digital Literacy certified
 b 11 students gained employment
 b 40 students retained employment
 b 4obtained their GED, 14 dually enrolled 

in occupational skills training or 
community- based work experience.

 b 2 students went on to post-secondary education at 
Community College of RI after receiving their GED.

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.
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Temp to Hire
I was looking for a job that meets my skills and 
experience. All the positions I inquired about 
required a GED or diploma equivalent. I worked as 
a temp at my current job during my GED classes, 
and I became a full-time permanent employee upon 
receiving my GED. I am currently a control panel 
builder. Now that I have my GED, I feel like my future 
is limitless.—Johhny, Adult Basic Education Student

“ I am taking GED classes because 
I felt I needed to better myself. 
Even at 53 years old, I have room 
to improve myself. I also have a 
great Union job all set up and 
waiting for me once I get my 
GED. I have passed the English, 
Science and Social Studies GED 
tests. It makes me feel good 
because I achieved something I 
gave up on 35 years ago.”—Eugene 

Goguen,Student, Passed 3 of 4 GED tests 

Britney
Britney has been a Project 
Opportunity student since August 
of 2021. Project Opportunity 
is a collaboration with DHS 
and combines adult education 
components with Rhode Island 
Works case management 
resources. When asked how her 

Project Opportunity journey started, 
Britney said, “I got into Project Opportunity through DHS. 
My children were going to daycare, so they brought up 
these programs to me, and I had thought it was a good 
idea because I didn’t finish school and I would like to 
try to get my GED, or my high school diploma. I didn’t 
get to do it before, and I wanted to try to get it back.” 

Britney is enjoying her time in Project Opportunity, and 
she loves working with her GED teacher, Emily Deede. 
Britney said, “I honestly love the way she teaches I 
love the way she explains things. She’s one of the 
best teachers!” So what’s next for Britney? She said, 
“Right now I just want a better life for my children. I’m 
just doing the best that I can to have a better life.”

“ I am taking GED classes to get 
my diploma. There were jobs that 
I couldn’t get because I didn’t 
have the diploma, but I had the 
experience. Once I have my GED, 
I am going to get a diploma to 
be a social worker. I like the GED 
program because the teacher is 
really nice and works with you one 
on one if you need it. I read better 
and my math is getting better since 
I started the program.”—Elizabeth 
Leduc, Student, Advanced from Pre-GED to GED

Britney’s selfie.
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Rhode Island Works Partnership Program

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

Areas of Focus

Economic insecurity
Housing insecurity
Mental health, behavioral health 
Access to treatment
Collaborative partnerships

Outcomes & Engagement

 b Served an average of 86 Support 
Services cases per month. 
 » Clients that completed the support services 

component transferred to either a vocational 
education program or work preparation 
component and, having overcome their barriers, 
were able to successfully move forward.

 b Served an average of 6 Teen and Family 
Development clients per month.
 » 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 17 Vocational 
Education 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 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. 
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A RI Works Story
“Since working with Ana Ramos and the RI Works program, I feel I have come to find 
myself.” When this client began the program, housing was one of her main goals because 
she did not have a place of her own. This client has three children and was staying 
with friends before moving into a shelter. ” I was starting off with pretty much just the 
clothes on our back pushing to strive.” Eventually during the program, this client was 
able to become stable in public housing through our Supportive Services component. 

“I’ve worked towards my goals knowing I had someone to turn to, to ask questions 
and know I’d get an answer and what would be the best direction. I was able to find 
programs while also having an incentive to work towards.” Ana’s client then moved 
into our Vocational Education component. Ana Ramos shares that this RI Works client 

was able to receive her Digital Literacy certification through our NorthStar program. Soon after, she completed 
her First Aid and CPR certification and then became a Certified Dental Assistant. “I feel stable and confident 
and feel like I got my life back and working towards a brighter tomorrow.”—As told by Alisa, RI Works Client 

As Case Manager and Supervisor... 
For the RI Works program, I connect with families and assist them with meeting their needs and creating 
goals. Currently, many families are working just to maintain their housing, mental and physical health, 
and establish child care. Parents have been struggling with their children’s education, especially during 
the pandemic, or working to obtain their own credentials. Our program has been assisting parents with 
obtaining their high school diploma or GED, attend and become certified through vocational training 
programs, or enhance their skills through job readiness activities, workshops and employment search. I 
always strive to work collaboratively with other programs within CCA and the community so families are 
receiving the best resources. Our program also acts as the “middle-man” between the parent and the DHS 
office, which also helps to ensure families have less disruption in RI Works benefits.— Renee Belanger

Harbour Youth Center 

Stump Evans, AA—Director of Youth Services

The Harbour Youth Center serves youth and young adults ages 14-24 with a holistic client-centered program that 
supports professional and academic development through work based learning opportunities, social-emotional 
development, leadership skill building, career exploration activities, career readiness and post-secondary planning. 
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.

Alisa with her 
training instructor
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Areas of Focus

Economic insecurity
Housing insecurity
Mental health, behavioral health 
Access to treatment
Collaborative partnerships

Program Goal

The continued goal of the HYC is to help youth 
discover and/or expand their skills towards self-
sustainment and to create healthy ways of navigating 
their transition into adulthood and independence.

Outcomes & Engagement

Our program recently collaborated with other local 
community agencies and the Woonsocket Education 
Department to help students re-engage in the “in-
person” education system and assist with some of 
the learning loss that students experienced during 
the pandemic. This effort led to re-establishing the 
“Woonsocket After-School Coalition”. HYC also 
connected transitional-aged youth with further career 
training, as well as employment opportunities in high 
demand local industries. Our youth were able to utilize 
our milieu clinical services and get connected with more 
mental health resources depending on the need. The 
youth center has utilized our BH link services for clients 
in immediate crisis and have also utilized resources such 
as our Safe Haven warming center and the Serenity 
Center this past year. This past summer, HYC resumed in-
person services while still maintaining COVID safety. The 
summer jobs program provided a variety of work-based 
learning opportunities for local youth in areas of social 
justice, stem careers, childcare, education, and more. 
The HYC, in partnership with RIMTA and the Hereshoff 
Museum held a 3-week boat building program. With 
an outdoor workshop space provided by Riverzedge 
Arts Project, 10 youth were able to build a large boat 
named “the parkin lot” and test it out at Stump Pond 
in Smithfield, RI; and had a front page feature story of 
the boat launch in the Valley Breeze. The youth center 
received the “No Walls” grant to establish a series of 
mindfulness groups in the youth center that focus on 

self-reflection and expression. The groups include DBT 
support, building a “coping toolbox”, and expressive 
writing through audio prompts and putting together a 
podcast that helps them express themselves, find their 
voice and learn social media communication work skills. 

 b 76 youth participated in our summer jobs program.
 b 24 participants completed our P.A.I.D. 

career training program.
 b 39 enrolled and served Workforce Innovation 

Opportunities Act (WIOA) youth.
 b 25 youth were referred to our Youth 

Development Services (YDS) and Voluntary 
Extension of Care (VEC) partnership with 
Department of Children Youth and Families.

 b 10 youth participated in clinical support services on 
more than one occasion.

Natalia
Natalia, age 22, was first 
introduced to the Harbour 
Youth Center at the age of 16 
when she was interested in our 
summer jobs program. Fast 
forward seven years later—
Natalia, a high school graduate 
and mother to a beautiful 
6-month-old was thinking about 
what was next for herself and 

her family. Natalia’s mother mentioned the Pathways to 
Adulting, Independence, and Dignity (P.A.I.D.) program 
through the Harbour Youth Center. Natalia felt that 
this was her chance to gain “more experience and get 
more in-depth” on the career she wanted to focus her 
life on. In January of 2021 Natalia began the P.A.I.D. 
program virtually. Natalia was a motivated, determined, 
and encouraging member of the P.A.I.D program. She 
juggled the program, work, and new motherhood with 
a smile and willingness to support her classmates. 

Natlie sends us 
a selfie from her 
work as a Radiology 
Tech Assistant
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During the P.A.I.D program, an opportunity presented 
itself to Natalia in the medical field, which has always 
been a passion of hers. With a very short turnaround 
time to complete the application, Natalia was one 
of 5 people in the state to be accepted into the 
Radiologic Technologist Assistant training program 
through Lifespan’s School of Medical Imaging. This 
5-week intensive course covered all aspects of medical 
imaging from Radiology (MRI, X-ray, ultrasound, etc) 
to mammography, and even nuclear medicine. After 
completing the program this past spring, Natalia 
was offered a job and is currently a Radiology Tech 
Assistant with Rhode Island Hospital. Still a full-time 
mother to her now one year old daughter, Natalia 
continues to work at Rhode Island Hospital but is 
also pursuing her long-term career goals and is 
currently taking general courses at CCRI. She plans 
to continue onto their Radiology Program where 
she hopes to one day become a CT Technician. 

“At the moment my daughter is 
one years old she’s a handful but 
with help from my Mother and 
my fiancé I could manage working 
and making time for my daughter. 
It’s not easy. Sometimes you tend 
to have a lot in your head, but at 
the end of a dark tunnel there’s 
always a light and that’s what I keep 
pushing for. I can see that light and 
achieve my goal.”—Natalia, HYC Member

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. 

Area of Focus

Food Insecurity

Outcomes & Engagement

During the pandemic, the kitchen and other agency 
programs received thousands of dollars in funds for 
food. The kitchen never closed and staff continued 
to provide meals. Funds were spent and food was 
delivered to supply programs with meals, snacks 
and nutritious supplemental items. 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 The kitchen served 55 agency residential 
clients and 100 children in outside 
programs throughout the year.

 b In response to the COVID-19 pandemic, the Kitchen 
was the hub of food purchases, purchasing over 
$50,000 worth of food that was distributed through 
various CCA programs serving vulnerable individuals.

 b Assisted individuals within the agency and in the 
community to access healthy, nutritious meals.

 b Delivery of meals as contracted, on 
time. Reduction in food insecurity.

Kithchen staff 
worked throughtout 
the pandemic to 
get nutritious food 
to residents and 
organizations.




