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Social Programs That Work Review 

Evidence Summary for the Critical Time Intervention 

 

HIGHLIGHTS: 

 PROGRAM: A case management program to prevent recurrent homelessness in people 

with severe mental illness leaving shelters, hospitals, or other institutions. 

 EVALUATION METHODS: Two well-conducted randomized controlled trials (RCTs) 

with a combined sample of 278 men and women with severe mental illness. 

 KEY FINDINGS: More than a 60% reduction in likelihood of homelessness, 18 months 

after random assignment. 

 

I. Evidence rating: 

The standard for Top Tier is:  

Programs shown in well-conducted RCTs, carried out in typical community settings, to produce sizable, 

sustained effects on important outcomes. Top Tier evidence includes a requirement for replication – i.e., 

the demonstration of such effects in two or more RCTs conducted in different implementation sites, or, 

alternatively, in one large multi-site RCT. Such evidence provides confidence that the program would 

produce important effects if implemented faithfully in settings and populations similar to those in the 

original studies. 

 

II. Description of the Program:  

The Critical Time Intervention (CTI) seeks to prevent recurrent homelessness in people with severe 

mental illness leaving shelters, hospitals, or other institutions. People with such illness are estimated to 

comprise one-fifth of the U.S. homeless population (U.S. Department of Housing and Urban 

Development, 2017). CTI’s approach is to (i) strengthen the individual's long-term ties to services, 

family, and friends; and (ii) provide emotional and practical support during the critical time of transition 

back to the community. 

The nine-month program is delivered to each participant by a single caseworker – a bachelor or master’s 

level person trained in CTI and supervised by a mental health professional.  The program has three 

phases, each of which lasts approximately three months. 
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Phase one (“transition to the community”) covers the period before and after the client’s discharge from 

the institution.  In this phase, the caseworker gets to know the client (starting before discharge), assesses 

the client’s needs, and implements a transition plan intended to link the client to services and supports in 

the community.  The plan typically includes home visits and other meetings with the client, the client’s 

caregivers, and community service providers, designed to teach crisis-resolution skills, provide support 

and advice, and mediate any conflicts.  In phase two (“try out”), the caseworker monitors and adjusts the 

systems of support that were developed during phase one.  This phase involves fewer meetings with the 

client, as the caseworker encourages the client to problem-solve with the help of community resources 

and family members, and intervenes only if the client is receiving inadequate support or if a crisis 

occurs. In phase three (“transfer of care”), the caseworker helps the client develop and implement a plan 

to achieve long-term goals (e.g., employment, family reunification) and finalizes the transfer of 

responsibilities to caregivers and community providers.  Each CTI caseworker typically works with 10-

15 clients at a time. 

CTI costs $6,633 per participant (in 2017 dollars).  

Click here for Critical Time Intervention’s website. 

 

III.  Evidence of Effectiveness: 

This summary of the evidence is based on a systematic search of the literature, and correspondence with 

leading researchers, to identify all well-conducted randomized controlled trials of CTI for individuals 

with mental illness being discharged from a shelter, hospital, or other institution.  Our search identified 

two such studies.  These trials both evaluated CTI in New York City, a setting with high-quality 

community services available for individuals facing homelessness.  Thus, the studies’ findings may not 

necessarily apply to settings without such services. 

The following summarizes the program's effects on the main outcomes measured in each study, 

including any such outcomes for which no or adverse effects were found. All effects shown are 

statistically significant at the 0.05 level unless stated otherwise. 

STUDY 1 (All male sample in New York City, 1990s) 

This was a randomized controlled trial of 96 men with severe mental illness who were discharged from a 

New York City men's shelter following completion of an on-site psychiatric treatment program, and 

agreed to participate in the study.  The men were randomly assigned to either (i) a group that received 

CTI plus usual services or (ii) a control group that only received usual services.  Usual services included 

referral to community mental health and rehabilitation programs, and limited post-discharge assistance 

from the on-site psychiatric program staff (e.g., advice upon request). 

74% of sample members were African-American, 60% were age 35 or older, 36% had five or more 

psychiatric hospitalizations, 68% had been diagnosed with schizophrenia, 54% were alcohol dependent, 

47% were cocaine-dependent, and 78% had been homeless for more than one year of their life. 

http://www.criticaltime.org/
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Effects of CTI 18 months after random assignment (9 months after completion of the program), 

compared to the control group: 

 67% reduction in homeless nights during the 18 months (an average of 30 nights for the CTI 

group versus 91 nights for the control group). 

 64% reduction in the likelihood of being homeless during the final month of the 18-month 

period (8.3% of the CTI group were homeless versus 22.9% of the control group). 

 CTI produced savings in government/community expenditures on housing, health care, shelter, 

and other services of $5,616 per person during the 18 months, which nearly offset the program’s 

cost (i.e., $6,633 per person, as noted above). The study does not report whether these savings 

were statistically significant. 

Discussion of Study Quality: 

 The study had very low sample attrition: At the 18-month follow-up, outcome data were 

obtained for 95-98% of the original sample (depending on the outcome measure). 

 At the start of the study, there were no statistically-significant differences between the CTI and 

control groups in their observable characteristics.  (Two differences – in prior homelessness and 

cocaine use – approached statistical significance, but they favored the control group and so 

would tend to result in conservative estimates of CTI’s effects.) 

 The study appropriately sought to measure outcomes for all men assigned to the CTI group, 

regardless of whether or how long they participated in the program (i.e., the study used an 

"intention-to-treat" analysis). 

 Outcome data were collected through face-to-face interviews with sample members, by 

interviewers who were unaware (“blind”) as to which sample members were in the CTI group 

versus control group.  (In a few cases, when a man could not be directly interviewed, the 

interview was conducted with a family member or caseworker.) 

 The study evaluated CTI as delivered in a typical inner-city setting by bachelor or master’s level 

caseworkers, thus providing evidence of the program’s effectiveness under real-world 

implementation conditions. 

 A limitation of this study is that its follow-up period was only 18 months after random 

assignment.  Longer-term follow-up is needed to determine if the sizable effects at 18 months 

persist. 

STUDY 2 (New York City, 2000s) 

This was a randomized controlled trial of 182 men and women with severe mental illness who (i) had 

been discharged from psychiatric hospitalization in New York City and were residing in transitional, 

hospital-based housing; (ii) had been homeless at some point during the 18 months preceding their 

hospitalization; and (iii) had agreed to participate in the study.  These individuals were randomly 
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assigned to (i) a group that received CTI plus usual care, or (ii) a control group that only received usual 

care (i.e., community-based services that typically included various types of case management and 

clinical treatment). 

The study analyzed CTI’s effects on the subsample of 150 individuals who were actually discharged 

from the hospital-based housing to a location in New York City, as opposed to those who stayed in such 

housing or were discharged to a location outside the city or to a hospital or jail.  This analysis plan was 

decided upon prior to random assignment (and is discussed further below, under “study 

quality”).  Hereafter, we refer to this group of 150 as the study sample. 

The study sample averaged 38 years of age, 71% were male, 62% were African-American, 61% had 

been diagnosed with schizophrenia, 80% had a substance use disorder, 79% had experienced two or 

more previous homeless episodes, and 34% had experienced five or more such episodes. 

Effects 18 months after random assignment (9 months after completion of the program), 

compared to the control group: 

 24% reduction in homeless nights during the 18 months (an average of 31 nights for the CTI 

group versus 41 nights for the control group). 

 72% reduction in the likelihood of being homeless during the final 18 weeks of the follow-up 

period (5.2% of the CTI group were homeless versus 18.6% of the control group). 

 24% reduction in nights spent in a psychiatric hospital during the 18 months (an average of 81 

nights for the CTI group versus 107 nights for the control group). Because of the high cost of 

psychiatric hospitalizations, this effect generated health care savings of approximately $25,300 

per person during the 18 months, more than offsetting the cost of CTI (i.e., $6,633 per person, as 

noted above).1 

 26% reduction in the likelihood of psychiatric hospitalization during the 18 months (20% of the 

CTI group were hospitalized versus 27% of the control group). 

Discussion of Study Quality: 

 The study had low-to-moderate sample attrition:  At the 18-month follow-up, outcome data were 

obtained for 78% of the study sample.  Follow-up rates were similar for the CTI versus control 

group (75% and 81%, respectively). 

 At the start of the study, the CTI and control group members of the study sample were highly 

similar in their observable characteristics (e.g., demographics, prior homelessness, mental illness 

diagnosis, substance use). 

                                                      
1 To obtain this cost savings estimate, we multiplied the reduction in psychiatric hospitalization nights (i.e., 26 nights per 

person) by the cost of such hospitalizations per night in New York ($947), obtained from the Agency for Healthcare Research 

and Quality’s State Statistics on All Stays (http://hcupnet.ahrq.gov/) 
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 Outcome data were collected through interviews with sample members, by interviewers who 

were unaware (“blind”) as to which sample members were in the CTI group versus control 

group. (In a few cases, when a sample member could not be directly interviewed, the interview 

was conducted with a family member or caseworker.) 

 A limitation of this study is that, as noted above, it analyzed outcomes for the subsample of 150 

randomly-assigned individuals who were actually discharged from hospital-based housing to a 

New York City location, excluding 32 individuals who stayed in such housing or were 

discharged to a location outside the city or to a hospital or jail. Such analysis is not ideal because 

the discharge decisions occurred after random assignment and potentially could have been 

affected by program, undermining the equivalence of the CTI and control groups. However, we 

believe this is unlikely to have occurred in this case because (i) the hospital-based housing staff 

making the discharge decisions were unaware of which housing residents were involved in the 

study; (ii) approximately equal numbers of CTI and control group members were excluded (17 

and 15, respectively), and there were no statistically-significant differences between these two 

excluded groups in their observable pre-program characteristics; and (iii) the researchers’ plan to 

analyze the subsample discharged to New York City was developed prior to random assignment, 

and so is not a post-hoc analysis. 

 A second limitation of this study is that its follow-up period was only 18 months after random 

assignment.  Longer-term follow-up is needed to determine if the sizable effects at 18 months 

persist. 

OTHER STUDIES 

Other randomized controlled trials have evaluated versions of CTI that differed from the original model 

described above in core features – for example, by serving families (instead of individuals) or persons 

without severe mental illness, or delivering much shorter and less intensive case management services.  

Because of these programmatic differences, these studies are not summarized here. 
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IV. Summary of the Program’s Benefits and Costs: 

If taxpayers fund implementation, what benefits to society can they expect to result, and what would be 

their net cost?  The following table provides a summary. 

Benefits To Society 

 Sizable reductions (24-67%) in average number of nights spent homeless over the 18-

month follow-up period. (Studies 1 and 2 above) 

 More than a 60% reduction in likelihood of being homeless in the final weeks of the 18-

month follow-up. (Studies 1 and 2 above) 

Net Cost To Taxpayers 

 $6,633 per person in 2017 dollars to deliver program services. 

 This cost was mostly offset in study 1 by savings of $5,616 per person in other 

government/ community expenditures, and more than offset in study 2 by savings of 

$25,300 per person.* 

*Many of these savings accrue to the taxpayer (e.g., in reduced Medicaid costs), but some may also accrue to other 

community service providers (e.g., charity-run shelters). 
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