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Abstract

Background People returning to communities from prison or jail face stressors related to securing housing, includ-
ing discrimination, restrictions based on prior felony convictions, and limited economic and social resources. Exist-
ing housing programs can effectively reduce housing instability but often do not fully address the needs of people
involved in the criminal justice system experiencing homelessness who often have co-occurring chronic medical
issues, and psychiatric and substance use disorders.

Methods Project CHANGE is an ongoing program to deliver person-centered, integrated care and services to indi-
viduals involved with the criminal justice system and experiencing homelessness. Applying a Screening, Brief Inter-
vention, (Referral to) Treatment framework, a comprehensive needs assessment is followed by delivery of intensive
housing and vocational case management; and psychiatric, substance use, and medical services in a single location
by an interdisciplinary team. Participants are followed with study interviews for 12 months. The current analysis was
designed to assess the baseline characteristics and needs of the sample population, and the intensity of contact
required for integrated service delivery.

Results Between November 2019 and September 2021, 86 participants were enrolled, of whom 64% had been
released from prison/jail in the past 6 months; the remainder were on parole, probation, or intensive pretrial supervi-
sion. Participants were unstably housed (64%) or residing outdoors (26.7%) or in a shelter (24.4%). Most participants
had high medical need and frequent healthcare engagement through outpatient and emergency department visits.
Most participants were at-risk for clinical depression, and half were diagnosed with anxiety, dissociative, stress-related,
somatoform, and other non-psychotic psychiatric disorders. Over 12-month follow-up, the interdisciplinary team
made over 500 contact encounters, over half of which resulted in direct services provided, including obtaining vital
documents for homelessness verification, housing applications, and employment coaching.

Conclusion Navigation of services can be particularly challenging for individuals experiencing criminal justice
involvement, homelessness, and co-occurring medical, psychiatric, and substance use issues, which can be addressed
holistically in an integrated service model. Integrated service delivery was time-, resource-, and staffing-intensive, and
challenged by the COVID-19 pandemic, requiring innovative solutions to sustain participant engagement.

Keywords Housing, Criminal justice, Integrated service delivery

*Correspondence:

Jaimie P. Meyer

Jaimie.meyer@yale.edu

Full list of author information is available at the end of the article

©The Author(s) 2023. Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which
permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the
original author(s) and the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or

other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line
to the material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory
regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this
licence, visit http://creativecommons.org/licenses/by/4.0/. The Creative Commons Public Domain Dedication waiver (http://creativeco
mmons.org/publicdomain/zero/1.0/) applies to the data made available in this article, unless otherwise stated in a credit line to the data.


http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s12889-023-15108-w&domain=pdf

Baker et al. BMC Public Health (2023) 23:222

Background

Incarceration has been called a “revolving door” of home-
lessness. People returning to communities from prison or
jail often face barriers to housing that include discrimina-
tion, restrictions on public housing based on prior felony
convictions, co-occurring psychiatric and substance dis-
orders, lack of social support, and lack of income [1-3].
Stressors related to securing employment, healthcare,
and social support pose additional challenges to people
involved in the criminal justice system (C]JS) [1, 2, 4-6].
In turn, people who are homeless are often criminalized
and charged with minor offenses that return them to
closed detention settings.

Opportunities for successful community re-entry
are reduced further when people return to high-crime,
impoverished, and under-resourced neighborhoods [7].
Social support is vital to successful community re-entry
in terms of assisting with housing, transportation, and
job networking, but some formerly incarcerated indi-
viduals may be isolated from systems of social support
because of conditions of parole, interpersonal conflict,
or lack of social connections [1, 8]. As a result, they may
remain socially isolated and essentially left to reside in
the streets, shelters, or transitional housing settings [3,
5, 8]. In addition to other comorbidities, people involved
in the CJS disproportionately experience HIV and HIV
risk [9, 10]. For people living with HIV and co-occurring
psychiatric and substance use disorders, community
reentry can be chaotic and threaten continuity of HIV
care, which has important individual and public health
impact [11-13]. For others, this reentry period is also
associated with increased HIV risk behaviors, including
relapse to substance use, and increased mortality primar-
ily attributable to opioid overdose [14]. The focus of most
community-based programs for formerly incarcerated
individuals is to reduce recidivism (that is, reduce re-
arrest, reconvictions, or return to incarceration), address
homelessness, or increase uptake of treatment services
[6, 15—17]. Yet services for community reintegration are
often fragmented, posing challenges to navigation [18,
19].

Community-based housing interventions that address
acute or chronic homelessness should be tailored for
individuals with co-occurring psychiatric and substance
use disorders, including people involved in the CJS.
Overall, there are few housing interventions specific
to people involved in the CJS that have been rigorously
evaluated, and numerous missed opportunities to pre-
vent homelessness as part of discharge planning from
prison or jail [15, 20].

To address the need for comprehensive integrated ser-
vices in this population, we developed Project CHANGE
(Comprehensive Housing and Addiction Treatment
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Network of Greater New Haven), a SAMHSA-funded
service project to expand and enhance the local deliv-
ery of integrated housing, behavioral health, and addic-
tion treatment services for highly vulnerable populations
involved in the CJS. Project CHANGE is based on the
premise that holistically addressing the complex needs of
this population will reduce recidivism, improve physical
and mental health outcomes, promote economic secu-
rity, improve social support, and enhance overall quality
of life. Here, we describe how Project CHANGE deliv-
ers coordinated services and present findings from a
baseline comprehensive needs assessment, and describe
intensity and type of service delivery over the subsequent
12 months. We also describe challenges to integrated ser-
vice delivery presented by the high demand on resources
and by the COVID-19 pandemic.

Methods

Aim and design

The overall aim of Project CHANGE is to integrate hous-
ing and health services for people who are involved in
the CJS. Services are delivered in an integrated frame-
work to promote a person-centered “one-stop shop,” in
which individuals have access to behavioral healthcare,
case management, and medical services in one location
(Fig. 1.) Enrollment and data collection are ongoing. The
Behavioral Model for Vulnerable Populations underpins
the intervention and supposes that healthcare utilization
and health outcomes are driven by predisposing, ena-
bling, and need factors that are modifiable (Supplemental
Figure) [21].

Study setting

Project CHANGE serves individuals in the Greater New
Haven area of Connecticut who are experiencing co-
occurring homelessness, psychiatric, and substance use
disorders. Homelessness and housing instability remain
a pervasive problem in the city of New Haven, an urban
center with high rates of poverty and the second highest
drug overdose death rate in the state [22, 23]. Housing,
drug treatment, and mental health services are tradition-
ally siloed and demands exceed availability. As a result,
untreated comorbid medical, psychiatric, and substance
use disorders (SUD) converge with homelessness and
other socioeconomic disparities including CJS-involve-
ment, resulting in poor outcomes for individual and pub-
lic health.

Project CHANGE is based out of a university-owned
site that houses the New Haven Syringe Services Pro-
gram, a behavioral health services team, and multi-
ple ongoing clinical research programs related to HIV
prevention and treatment, and treatment of SUD, for
people involved in the CJS. The site is also home to the
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Fig. 1 Screening, brief intervention, and (referral to) treatment in project CHANGE for integrated service delivery Legend: CHCV community
healthcare van (mobile medical clinic); MOUD medications for opioid use disorder; SSP syringe services program

Community Healthcare Van—a mobile medical clinic
that travels throughout the city to deliver onsite primary
care and treatment for substance use disorders, HIV,
and Hepatitis C [24]. This project added to the array of
available services by partnering with Liberty Community
Services (hereafter referred to as “Liberty”), a program
designed to end homelessness in the Greater New Haven
area, including among individuals living with HIV, psy-
chiatric, and substance use disorders [25]. Liberty offers
housing case management services, eviction prevention,
security deposits, and employment services.

Participant recruitment and enrollment

Participants are primarily recruited through commu-
nity outreach at the local library, COVID hotels (where
individuals were placed during the COVID-19 pandemic
when shelters were closed), health fairs, probation offices,
soup kitchens, and food pantries. Research staff are
onsite intermittently at these various community loca-
tions for recruitment and to post promotional material.
Promotional materials are also posted at our research
offices (co-located with the syringe service program and
Community Healthcare Van) and provided by discharge
staff at local prisons and jails to individuals who are close
to date of planned release and plan to return to New
Haven. Interested participants can call a secure study
phone line to complete eligibility screening (or call upon
release for those currently incarcerated) or can complete

eligibility screening in person with CHANGE staff onsite
in the community.

Participants are eligible to take part in the study if they
are: 1) residing or planning to reside in New Haven; 2)
at least 18 years old; 3) involved in the CJS (“justice-
involved”); 4) homeless or unstably housed; 5) experienc-
ing co-occurring substance use or psychiatric disorders;
and 6) able to provide informed consent. Participants
are excluded if they have a legal conservator of person,
are unwilling or are not able to independently complete
the informed consent process or have previously been
excluded from Liberty based on safety concerns by staff.
Justice-involvement is defined as having been released
from prison or jail within 6 months or on community
supervision (probation, parole, intensive pretrial super-
vision) and is verified through the state’s court and judi-
cial online database that is publicly available. To be more
inclusive, we additionally include people who are not jus-
tice-involved but who are at-risk for justice-involvement
and HIV, by virtue of having traded sex for drugs, money,
food, or shelter or having injected drugs in the past
6 months (though, to date, all enrolled participants have
met justice-involvement criteria). We apply the Housing
and Urban Development (HUD) definitions of homeless-
ness, including literally homeless (Category 1: residing
in a place not meant for human habitation or in a shel-
ter); at imminent risk of homelessness (Category 2: in an
unstable housing arrangement, such as couch-surfing,
doubled-up, in transitional housing, or owing significant
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back-rent); and fleeing/attempting to flee domestic vio-
lence (Category 4) [26]. People who are interested and
eligible for enrollment complete written informed con-
sent and sign release of information forms for Liberty
and other community health and service agencies. Poten-
tial participants who are referred while incarcerated
complete eligibility screening and enrollment procedures
only after returning to the community.

Measures

After completing enrollment procedures, integrated ser-
vices are initiated using an evidence-based intervention
known as Screening Brief Intervention Referral to Treat-
ment (or Treat) (SBIRT), as shown in Fig. 1 [27]. Screen-
ing is done in a single interview with a research assistant
in English or Spanish who enter data into REDCap elec-
tronic data capture tool, hosted at Yale University [28,
29]. The interview is held in person or virtually during
COVID-19 restrictions. Baseline study assessments cover
the following domains:

Demographics

Demographics are collected using The Government Per-
formance and Results Act (GPRA), a standardized report-
ing platform for SAMHSA grantees. Section A identifies
participants’ age, gender, sex assigned at birth, and race/
ethnicity. Section D identifies education, employment,
and income. Section C indicates participants’ family and
living situation.

Criminal justice involvement

The Addiction Severity Index (ASI) is used at baseline
to assess and address the severity of an individual’s sub-
stance use in 7 domains: medical status, employment and
support, drug use, alcohol use, legal status, family/social
status, and psychiatric status [30]. We use the Addiction
Severity Index-Legal component (ASI-L) to assess par-
ticipants’ current and past criminal justice involvement,
based on its predictability for future incarceration and
our experience using it to assess criminal justice involve-
ment history in prior clinical trials [31, 32]. Participants
identify their current parole or probation status.

Care for medical issues

Section F of the GPRA is a self-report survey of reasons
for and number of inpatient, outpatient, and emergency
department visits over the past 30 days, and HIV test-
ing status. We do not collect data on testing location or
reasons for testing. Participants also self-report Hepa-
titis C testing status as a part of a medical screen. The
12-item Short Form Survey (SF-12) assesses health-
related quality of life through group comparisons
involving multiple health dimensions [33]. Scores range

Page 4 of 10

between 0-100, where higher scores suggest better
health-related quality of life [34, 35].

Behavioral health care

At baseline, depression severity is assessed with the
9-item Patient Health Questionnaire (PHQ-9), in which
participants indicate whether problems over the past two
weeks occur “not at all,” “several days,” “more than half
the days,” or “nearly every day” Responses are summed
for an overall score; a score > 20 indicates severe depres-
sion [36]. We also assess depressive symptoms using the
Center for Epidemiologic Studies Depression Scale (CES-
D), a 20-item self-report measure divided into subscales:
sadness (dysphoria), loss of interest (anhedonia), appe-
tite, sleep, thinking/concentration, guilt (worthiness),
tired (fatigue), movement (agitation), and suicidal idea-
tion [37]. Responses are summed for an overall score; a
score > 16 indicates risk for clinical depression [37]. Par-
ticipants meet with an onsite clinical social worker for
a complete biopsychosocial assessment, that includes
a clinical interview and identification of primary, sec-
ondary, and/or tertiary behavioral health diagnoses as
defined by the Diagnostic and Statistical Manual of Men-
tal Disorders, Fifth Edition (DSM-5).

Substance use

The National Institute of Drug Abuse- Modified Alco-
hol, Smoking, and Substance Involvement Screening
Test (ASSIST) is used to assess substance use severity.
Participants identify the types of substances they have
used in their lifetime, past year, and past three months;
a score >27 indicates a high substance use risk level [38].
The Drug Abuse Screening Test (DAST-10) assesses sub-
stance use in the past year (excluding tobacco and alco-
hol) [39]. A DAST-10 score >9 indicates severe substance
use and a need for intensive intervention [39, 40].

Intervention: service integration

Needs assessment is followed by integrated service
delivery. Based on the needs identified through the
Screening component of SBIRT, people are connected
to services onsite as much as possible, and offsite if
needed or participant preferred (Fig. 1). Participants
who report unmet medical or behavioral health needs
are given a warm handoff (in which two healthcare or
service providers communicate about the patient in
front of the patient) to the mobile medical clinic and
onsite behavioral health providers; for harm reduc-
tion needs, services are delivered through our onsite
SSP; and for housing and vocational needs, services are
delivered through our collaborating housing service
provider. Participants who report active involvement
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with an outside agency providing these same services
are not referred internally and are instead asked to
sign a Release of Information form to help coordinate
services.

Each client is assigned a Liberty Intensive Housing
Case Manager and a Vocational Case Manager. Lib-
erty’s services are usually delivered at a separate loca-
tion, but for this project, Liberty case managers are
onsite (virtually or in person) to meet with participants
and conduct a standardized housing assessment that is
used by Liberty to identify agency and state programs
to address individual’s needs (such as rapid rehous-
ing, eviction prevention, and employment services).
Liberty homelessness verification data are not used to
include or exclude participants in Project CHANGE
as they are already enrolled once Liberty homeless-
ness verification occurs. The Intensive Case Manager
meets with enrolled participants regularly to assist in
the crisis stabilization process, including contacting
211 to obtain shelter, and providing homeless verifica-
tion letters, and any necessary referrals. Employment/
Educational Vocational Case Managers facilitate access
to resources for employment, training, and education
to increase their earning potential and they maintain a
clearinghouse of information on community resources.
They also offer vocational and educational program-
ming. Participants work with the case managers for a
minimum of 12 months, and each participant can have
up to 2 case managers at any time, working on differ-
ent aspects of service coordination, depending on their
identified needs.

Encounter forms in REDCap track all services provided
to participants and are reviewed regularly by the study
team for quality assurance, the major metric for which is
completion. The interdisciplinary clinical, research, hous-
ing/vocational service, and behavioral health team meet
monthly via Zoom to ensure fidelity to the study proto-
col, discuss milestones and encounters with participants,
identify unmet needs, and coordinate care.

Participants are followed for 12 months, and research
study interviews occur at baseline, month 6, and month
12. Participants are compensated $20 for each completed
study interview. The study team conducts brief check-ins
with participants by phone or text at months 3 and 9 to
promote client engagement and retention and update
their file with a brief description of their current housing,
employment, medical, and mental health status. More
frequent communication may be warranted depending
on the client’s specific needs. Additionally, case manage-
ment and further referrals may also be made if needed.
The current analysis used baseline data for the first 86
participants enrolled. Further longitudinal analysis on
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implementation outcomes will be reported once data col-
lection is complete.

Analysis

We performed a descriptive analysis of baseline data
from all enrolled participants to characterize the sample
in terms of demographic factors, criminal justice involve-
ment, and medical, psychiatric, and substance use treat-
ment needs and engagement. We then calculated the
intensity and type of service delivery in terms of encoun-
ters with Project CHANGE staff over the 12 months of
follow-up. All analyses were performed using IBM SPSS
Statistics, version 28.0 Armonk, NY: IBM Corp.

Results

Baseline characteristics and needs

As shown in Table 1, between November 2019 and
September 2021, 86 participants were newly enrolled
in Project CHANGE. The mean age of the cohort was
43.81 years old (SD 9.82). Overall, 48.8% of participants
identified as cis-female, 48.8% as cis-male, and 2.3% as
transgender (1 trans-male and 1 trans-female). The sam-
ple was racially/ethnically diverse— participants identified
as white (59.3%), Black (40.7%), Hispanic/Latinx (19.8%),
and American Indian (9.3%). Participants’ education sta-
tus was evenly distributed with 29.2% receiving less than
a high school education, 38.4% receiving a high school
diploma/equivalent, and 32.6% receiving more than high
school education. At baseline, most participants were
unemployed (65.1%), and half were unstably housed
(e.g., halfway house, residential housing, etc.), with the
remainder meeting criteria for literal homelessness.

At screening, 64.0% of participants had been released
from prison/jail in the past 6 months and 48.8% were
on probation, parole, or intensive pretrial supervision.
Participants regularly engaged with healthcare settings,
including through inpatient, outpatient, and emergency
department settings, with high rates of recent HIV and
HCV testing. Medical needs were high as evidenced by
suboptimal physical and mental health-related quality of
life that was significantly below mean scores for the U.S.
general population. Psychiatric disorders were common,
and anxiety, dissociative, stress-related, somatoform, and
other non-psychotic disorders were the most prevalent
behavioral health diagnoses. Cannabis and cocaine were
the most used substances in the past year. Overall, partic-
ipants experienced a high substance use risk level in the
past 3-months and past-year.

Intensity and type of service delivery
All enrolled participants were offered case management,
medical and behavioral health services to meet identified
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Table 1 Baseline characteristics of program participants (N=86)  Table 1 (continued)
Characteristic Mean (SD) or N (%) Characteristic Mean (SD) or N (%)
Mean Age (SD) 43.81(9.82) Last tested for Hepatitis C
Sex and gender <1 Year 58 (67.4)
Cis-male 42 (48.8) =1 Year 24.(27.9)
Cis-female 42 (48.8) Don't Know/Unsure 4(4.7)
Trans-male 1(1.2) Mean health-related quality of life (SD)
Trans-female 1(1.2) Physical Health 42.23(11.98)
“Race/Ethnicity Mental Health 37.85(12.04)
Black 35(40.7) Depression severity
White 51(59.3) Mean Score (SD) 10.86 (7.67)
American Indian 8(9.3) Severe Depression (%) 17 (19.8)
Hispanic/Latino 17 (19.8) Risk for clinical depression
Education status Mean Score (SD) 26.12 (13.65)
Less than High School 25(29.2) At-risk 62(72.1)
High School Diploma/Equivalent 33(384) Behavioral health diagnosis
More than High School 28(32.6) Alcohol Related Disorders 25(29.1)
School/Job training program Opiate Related Disorders 27 (314)
Not enrolled 75(87.2) Cocaine Related Disorders 25(29.0)
Enrolled, Full Time 2(23) Bipolar Disorder 14 (16.3)
Enrolled, Part Time 9(10.5) Major Depressive Disorder 9(10.5)
Employment status Anxiety, Dissociative, Stress-Related, Somato- 39 (45.3)
Employed Full-time (35 + Hours per week) 7(8.1) form, and other Non-Psychotic Mental Disorder
Employed Part-time 11(12.8) Past-year substance use
Unemployed, looking for work 35(40.7) Cannabis 85 (98.8)
Unemployed, disabled 16 (18.6) Cocaine 74 (86.0)
Unemployed, not looking for work 5(5.8) Prescription Stimulants 22(250)
Housing status Methamphetamine 17 (19.8)
Street/Outdoors 23 (26.7) Inhalants 17(198)
Shelter 21 (24.4) Sedatives or Sleeping Pills 38(44.2)
Unstably Housed 42 (48.8) Hallucinogens 43(500)
Current criminal justice involvement Street Opioids 50(58.1)
Parole 10(116) Prescription Opioids 49 (57.0)
Probation or Intensive Pretrial Supervision 42 (48.8) Past 3-month substance use risk level
Released from Prison/Jail Within 6 Months 55 (64.0) Low 7(81)
Past 30-day inpatient treatment Moderate 35 (40.7)
Physical/medical issues 4.7) High 43 (50.6)
Mental health issues 5) Missing 10.2)
Alcohol or Substance Use Past-year substance use severity
Past 30-day outpatient treatment No problems 1719.8)
Physical/medical issues 21 (24.4) Low Level 8(93)
Mental health issues 27 (31.4) Moderate Level 9(10.5)
Alcohol or Substance Use 42 (48.8) Substantial Level 50(81)
Past 30-day emergency department treatment Missing 2(23)
Physical/medical issues 18 (20.9) @ Participants can select more than one
Mental health issues 5(5.8)
Alcohol or Substance Use 4(4.7)
Last tested for HIV needs. Approximately 97% of participants were given a
<6 months 43(500) warm handoff to Liberty staff for employment or voca-
6 months 37 43.0) tional case management, 85% to the behavioral health
Don't Know/Unsure/Missing 6(70) team for a biopsychosocial needs assessment, and 82% to




Baker et al. BMC Public Health (2023) 23:222

Page 7 of 10

Intensity of Service Delivery

600

500

400

300

200

Number of Encounters

100

Attempted Contact

Contact Made

Other (e.g. reschedule)

Type of Encounters

Fig. 2 Intensity of service delivery

the Community Healthcare Van for medical tests, treat-
ment, or services.

Over the course of follow-up, individuals were fre-
quently engaged with the CHANGE team (Fig. 2). For
the 86 participants enrolled to date, there were over
250 attempted contact encounters, over 500 encoun-
ters where contact was made, and nearly 100 other
encounters including rescheduling. Encounter form data
revealed that over half (52%) of the encounters resulted
in direct services provided, including between attempted
contacts to the participant, calls to schedule appoint-
ments, and providing services such as assistance with
homeless verification and housing applications, HIV
counseling and testing, and advocacy. Services were pro-
vided 1 to 61 times per individual during study enroll-
ment, and a mean of 28% of contacts involved service
provision. Over 92% of encounters were provided by Lib-
erty housing and vocational case managers.

Discussion
In Project CHANGE, we are engaging a highly vulner-
able population of people experiencing CJS involvement,
homelessness, and comorbid medical and psychiatric dis-
orders. We found high rates of literal homelessness and
unstable housing among people who are involved in the
CJS, including through community supervision. Despite
high unmet need, we have been able to successfully retain
participants and deliver services at high intensity and
frequency.

We provide a holistic approach to address needs
through comprehensive integrated services, using a per-
son-centered “one-stop shop” model, where participants

have access to behavioral healthcare, housing and voca-
tional case management, and medical services in a single
location. The approach deployed here diverges from sev-
eral well-established housing models. A more traditional
“treatment first” approach to housing requires that peo-
ple first stabilize with intensive community-based treat-
ment for serious mental illness prior to being housed,
thereby setting an often insurmountable barrier to hous-
ing. In contrast, “housing first” is often paired with asser-
tive community treatment or case management [41]. In
a large multisite study in Canada with 5 concurrent ran-
domized controlled trials (known as At Home/Chez Soi),
people with serious mental illness who were randomized
to “housing first,” as compared to “treatment first,” expe-
rienced more rapid housing stability and improved psy-
chological quality of life [42]. There is less evidence that
“housing first” improves health status or severity of psy-
chiatric symptoms, promotes recovery from substance
use, or increases social capital or employment [41, 42,
45, 46]. In contrast to “housing first” and to meet gaps
in existing services, we used a fully integrated model in
which baseline screening for medical, psychiatric, hous-
ing, vocational, and substance use treatment needs was
followed by on-site delivery of services to meet all identi-
fied needs in a “one-stop shop”

Project CHANGE was initially designed with the
hypothesis that enabled engagement in integrated com-
prehensive services would be stabilizing, and secondarily
result in less CJS involvement. This premise is based on
observations that homelessness is associated with rear-
rest for low-risk offenses [47], and supported by findings
from prior pilot projects. For example, the “Return-
ing Home-Ohio” study of 244 people with disabilities
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returning to communities from prison found that inter-
vention group participants were significantly less likely
than control group participants to be rearrested or
reincarcerated, though arrest rates were low in both
groups [16]. In the At Home/Chez Soi trials, participants
receiving “housing first” across sites also experienced
less frequent arrests for new offenses, though impact of
housing interventions on CJS involvement have not been
replicated in other randomized and non-randomized
studies of housing interventions for people with psychi-
atric disorders in Canada [43, 44]. Elsewhere, other tri-
als of housing interventions have similarly not observed
an effect of housing intervention on CJS involvement,
defined as number of jail stays [48] and re-incarceration
[49]. These findings may reflect increased monitoring of
people who are homeless and under community super-
vision, or varied definitions of CJS involvement. Impact
of the CHANGE intervention on CJS involvement
(broadly defined) will be reported once data collection is
complete.

For people involved in the CJS, navigation of services
can be particularly challenging for individuals experi-
encing co-occurring medical, psychiatric, and substance
use issues—a complex problem that calls for integrated
services. Full service integration may not be possible eve-
rywhere but, even when services are not fully integrated,
co-location of services can be useful. A policy analysis
found that integration of services enables clinicians and
policymakers to treat patients (in this case, people who
inject drugs) as a whole rather than in fragmented parts
[50]. Similarly, in a randomly sampled study of 296 peo-
ple who inject drugs in Ukraine, individuals who engaged
in integrated or co-located healthcare had significantly
higher quality healthcare indicator scores than individu-
als receiving siloed care and were more likely to engage
in care than their non-co-located counterparts [51]. We
found that CHANGE participants had many needs to
address. Through a one-stop-shop model, participants
have access to case management, medical care, and
behavioral health, allowing them to care for their needs
by addressing them in totality. These findings echo previ-
ous calls for the expansion of integrated service delivery
that is patient-centered and low barrier to entry.

While delivering integrated housing and care services
for people involved in the CJS, it was especially critical
to maintain regular contact to enable program retention.
This required frequent outreach by study staff and a high
intensity and frequency of contacts with service pro-
viders, which reflects the high need in this population.
Engagement is time-, staffing- and resource-intensive,
requiring sufficient funding to provide wraparound sup-
port, which potentially threatens sustainability.

Page 8 of 10

We encountered some additional challenges delivering
intensive services during the COVID-19 pandemic, as
have many community-based service programs. Under
the March 31, 2020 executive order of Connecticut’s
Governor, people staying in homeless shelters or visiting
warming centers were relocated to alternative housing
(known as “COVID hotels”) in an attempt to de-den-
sify congregate settings to prevent disease spread [52].
While this provided an important temporary relief for
literal homelessness, it meant that more people shifted
to transitional housing while permanent housing options
became unavailable [52]. People who are transitionally
or temporarily housed may have fewer available housing
options because they do not meet more traditional crite-
ria for chronic homelessness and are thus not eligible for
rapid re-housing. Individuals with income were unable
to obtain affordable housing because eviction moratoria
(which prohibits a tenant from being evicted due to not
paying one’s rent) meant that there was slower turnover
in housing and thus fewer options available [53, 54]. The
pandemic temporarily limited economic opportunity and
increased unemployment, which further restricted peo-
ple’s ability to secure housing. Landlords began requiring
that tenants earn an income three times the cost of rent,
which was impossible for many of our participants. At the
same time, the court system essentially ground to a halt,
resulting in fewer arrests and convictions during the ear-
liest phases of the pandemic in New England. While less
CJS involvement was undoubtedly beneficial for people’s
individual health and public health (where prisons and
jails were disproportionately impacted by COVID-19), it
also meant that fewer people were potentially eligible for
participation in CHANGE. Because of University restric-
tions, all in person and enrollment clinical research activ-
ities were on hold for nearly one year, which significantly
reduced the number of participants we could recruit,
enroll, and interview. When we were unable to conduct
in-person research we worked to find creative new ways
to engage with participants, including conducting inter-
views virtually and providing electronic payments instead
of traditional gift cards for remuneration.

This study has several limitations. It takes place in New
England where there is Medicaid expansion, access to
harm reduction programs, and an integrated system of
jails and prisons, potentially limiting generalizability to
other settings where these resources and coordination are
not available. Second, much of our data are self-reported,
potentially reflecting social desirability reporting biases,
though CJS involvement was verified whenever possible.
Third, many of our participants were recruited through
our onsite syringe services program, potentially generat-
ing a sampling and selection bias because this was a sam-
ple of participants with high rates of opioid use disorder
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and injecting who were already engaging with harm
reduction services. They may have differed in the severity
and types of substance use disorders (more severe opioid
use disorder) and service engagement (potentially more
stable) than other people experiencing homelessness and
CJS-involvement.

These limitations and challenges notwithstanding, Pro-
ject CHANGE is a useful example of how comprehensive
integrated care can address housing, behavioral health,
and addiction treatment services for highly vulnerable
populations at-risk for or living with HIV, by virtue of
their involvement in the CJS.

Conclusions

Prior community-based programs have focused on
reducing housing instability in formerly incarcerated
individuals, but there has been limited attention to
improving physical and mental health outcomes, pro-
moting recovery from substance use, increasing social
capital, and promoting employment. Project CHANGE
provides an example on how to holistically address medi-
cal and social needs of people who are CJS-involved, in a
way that is person-centered and low barrier to entry.
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