
 
 
 
 
 
 
 

REGION IV 
 
 
 
 
 

SERVICE PRIORITIES AND 

RECOMMENDATIONS 

 
 
 

June 11, 2008 
 
 

Submitted by: 
 
 

North Central Regional Mental Health Board  
East of the River Action for Substance Abuse Elimination 
Substance Abuse Action Council of Central Connecticut 

The Capital Area Substance Abuse Council 
 
 
 
 
 
 



 
Table of Contents 

 
 
 
 
I.       Purpose of Regional Priority Setting Plan………………………………………………1 
 

A. Local Perspectives…………………………………………………………………….1 
B. Use of Report…………………………………………………………………………..1 
C.       Follow up to Report…………………………………………………………………...1 

 
II. Identified Service Needs…………………………………………………………………..2 
 

A. Response to Survey……………………………………………………………………2 
B. Survey Results………………………………………………………………………....3 
C. Brief Summary of Trends and Emerging Issues from Survey……………………..4 
 

 
III. Rationale/Strategy………………………………………………………………………...6 
 

A. Focus Group Process………………………………………………………………….6 
B. Other Input…………………………………………………………………………….6 
C. Caveat…………………………………………………………………………………..6 

 
 
IV. Recommendations from Focus Groups…………………………………………………..7 
 

A. For Individuals with Mental Illness 
Services for Young Adults Ages 18 to 25…………………………………………….7 
Dental Care………………………………………………………………………….…9 
Early Intervention……………………………………………………………………10 
Housing………………………………………………………………………………..12 
Medical Care………………………………………………………………………….13 
 

B. For Individuals with Substance Abuse Concerns 
Services for Co-Occurring Concerns………………………………………………..15 
Services for Young Adults Ages 18 to 25……………………………………………16 
Residential Services…………………………………………………………………..17 
Early Intervention…………………………………………………………………….17 
Housing………………………………………………………………………………...18 

 
 
V.      Overall Observations………………………………………………………………………18 

 



 
I. Purpose of Regional Priority Setting Plan 
 
The Region IV Priority Setting Plan is designed to provide information to the Department of Mental Health and 
Addiction Services about recommended priorities from various community perspectives. The plan includes the 
perspectives of people in recovery from mental illness and/or substance abuse, their families, concerned 
citizens, advocacy groups, mental health and addictions service providers, and community service providers 
(non-mental health/substance abuse providers, such as town social service providers, shelter providers, etc.) 
who observe the needs of people with substance abuse and psychiatric disabilities.  
 
A. Local Perspectives 
Local perspectives were gathered by the North Central Regional Mental Health Board (NCRMHB) and the 
three Region IV Regional Action Councils (RACs) – East of the River Action for Substance Abuse Elimination, 
Substance Abuse Action Council of Central Connecticut, and The Capital Area Substance Abuse Council. The 
North Central Regional Mental Health Board gathered information about mental health treatment and 
prevention priorities. The three Regional Action Councils gathered information about substance abuse treatment 
and prevention priorities. All of these organizations gathered information about co-occurring treatment and 
prevention priorities.  
 
B. Proposed Use of the Report 
The plan gives guidance, but, more important, it provides a starting point for dialogue and systematic 
examination of each recommendation in order to foster continued discussion about the rationale for the 
recommendation, service options, system changes needed, and interagency collaboration required. Where gaps 
in identifying these important elements are observed, further discussion and data collection will be conducted 
during FY 2009.  
 
The recommendations should also be reviewed along with recommendations of other key planning groups so 
that DMHAS can develop a consolidated strategic plan with selected priorities and track progress on each 
priority. For example, in FY 2008 the five Regional Mental Health Boards will issue a report on their evaluation 
of DMHAS Young Adult Services, the Joint State Mental Health Planning Council’s Youth and Young Adult 
Services Committee will present input gathered from young adults and family members, NCRMHB’s Family 
Involvement Workgroup will finalize recommendations, and each Catchment Area Council (CAC) in Region IV 
has identified an area of concern that they are pursuing in FY 2008 and 2009.  
 
While the priority recommendations in this report are widely recognized as critical needs, specific service 
options cited include individual or specific group recommendations that may not necessarily represent a 
consensus of opinion. The options are offered for further review by DMHAS and for selection of those 
recommended actions that can be pivotal, cost effective, and implemented given current or anticipated 
resources.  
 
C. Follow up to Report 
Participants in this process are pleased to provide input into the Regional Priority Setting Plan. They are eager 
to see action steps unfold as a result. Participants were pleased that DMHAS is planning “a feedback loop to all 
stakeholders” once the final 2008 State Priority report is complete. They look forward to the “status report from 
DMHAS on resulting actions” that will be disseminated to the regions. Region IV participants also respectfully 
request feedback on their priorities that may differ from other regions. Participants recognize that some service 
options listed are not easy to implement in a system that many people believe to be under-resourced. They also 
want to acknowledge that during this process they identified many achievements within the DMHAS system, 
although this information is not a part of the report. 
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II. Identified Service Needs 
 
The report is organized according to needs identified in a survey conducted by NCRMHB and the three RACs.  
The survey could be completed on line or hand written. Seven focus groups were conducted to provide 
additional information about the priorities identified.  Results of 117 survey responses are presented below.  The 
responses were provided by the following affiliations: 
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A. Survey Results 
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B. Brief Summary of Trends and Emerging Issues 
In the survey individuals were asked to identify the top high needs for individuals with mental illness and for 
individuals with substance abuse concerns. Co-occurring concerns and prevention needs were listed among the 
selection options. In this way a ranking formed displaying the relative priority of all concerns along a single 
spectrum of needs for (1) people who have a mental illness and (2) individuals who have substance abuse 
issues. The following trends and emerging issues were evident from survey results: 
 
Mental Health Needs: 

• The top needs for mental health services identified in 2008 beginning with the highest need:  
 

1. Young Adult Services for 18 to 25 Year Olds 
2. Dental Care 
3. Early Intervention 
4. Housing 
5. Medical care 
6. Transportation 
7. Employment/Education 
8. Outpatient Psychiatric Services 
9. Prevention 
10. Youth Services for 14 to 17 Year Olds 
 

• The top five priorities identified for 2008 break a pattern of priorities begun in 2004 of 
consistently identifying the following top five priorities for mental health services as follows: 

 
1. Housing 
2. Core Mental Health Services 
3. Employment 
4. Recovery Services 
5. Transportation 

 
• There is clearly a growing concern regarding the services that are provided for transition 

age youth and young adults. Four of the top 10 priorities for 2008 pertain to this age group. 
Participants are concerned about what is happening both before and after 18 and about early 
intervention and prevention. A significant focus is on the front end of the service system. 

 
• Dental and medical care appeared among the top five priorities for the first time. 

 
• Housing has continued to be a top priority since 2004.  

 
• Transportation, employment/education, and outpatient psychiatric services (core mental 

health services) remained priorities for 2004; however, they were not one of the top five 
priorities as in previous years. 

 
• All top ten priorities were identified by a high percentage of participants. The range from 

the number one priority to number ten priority was from 79.60 % to 67.60%. 
 

•  Prevention emerged as a mental health need, not solely a substance abuse need, where the 
effort generally resides in our state. 
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• Half of the top ten priorities identify concerns that lie outside the main purview of 

traditional mental health services. These are dental care, housing, medical care, transportation, 
and employment/education.  
 

 
Substance Abuse Needs: 

• The top needs for substance abuse services identified in 2008 beginning with the highest need 
were: 

 
1. Co-occurring Service Concerns 
2. Young Adult Services for Ages 18 to 25 Year Olds 
3. Residential Services 
4. Early Intervention 
5. Housing 
6. Prevention 
7. Re-Entry Services 
8. Employment/Education 
9. Outpatient Substance Abuse Services 
10. Dental Care 
 

• The top five priorities identified in 2004 for substance abuse services were as follows: 
 

1. Supportive Housing 
2. Transportation for Outpatient Services 
3. Inpatient Detox Beds 
4. Employment 
5. Case Management 
 

• The top five priorities identified in 2004 for co-occurring Services were: 
 

1. Co-occurring Model Implementation 
2. Training 
3. Housing 
4. Employment 
5. Special Challenges 

 
• Among concerns for individuals with Substance Abuse, co-occurring services were identified 

as the top concern in 2008.  
 

• Concerns for young adults, early intervention, and prevention emerged among the top six 
priorities, reflecting similar concerns as for mental health services and representing once again 
a “forward look” to the front of the adult service system. 

 
• Housing remained one of top five priorities, as in past years. 

 
• Employment was one of the top 10 priorities in 2008, although not as highly ranked as in 

previous years.  
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• Transportation, inpatient detoxification beds, and case management did not appear among 

the top 10 priorities for substance abuse services; in 2004 transportation for outpatient services 
was the second top substance abuse need in 2004, inpatient detoxification beds were number 
three, and case management was number five. 

 
• Other concerns among the top ten priorities in 2008 were residential services, re-entry 

services, outpatient substance abuse services, and dental care. 
 

• All top ten priorities for people with substance abuse issues were identified by a high 
percentage of participants, ranging from 73.20 % for the top priority to 60.20 % for the number 
ten priority. 

 
• Co-occurring service concerns were the top priority regarding services for individuals with 

substance abuse, but were not listed as one of the top ten concerns for individuals with 
mental illness. 

 
 
III. Rationale/Strategy 
 
For each of the top five priorities identified for individuals with mental illness and for individuals with 
substance abuse concerns, further information was gathered from focus groups with regard to barriers, access, 
appropriateness, strategies, system change needs, and interagency collaborations required.   
     
A. Focus Group Process 
 
Seven focus groups were held to provide additional information regarding the top five priorities identified for 
individuals with mental illness and for individuals with substance abuse issues. Focus groups were held with 
five of the six CACs in Region IV, the Regional Consumer Advisory Council, and the provider members of the 
Hartford Collaborative (including all agencies under contract to Capitol Region Mental Health Center). CAC 
focus groups included people in recovery, family members, concerned citizens, providers, Local Mental Health 
Authority administrators, NAMI-CT members, members of Advocacy Unlimited, the ERASE Executive 
Director, shelter operators, and town social service directors. Seventy–two individuals participated in the focus 
groups. Other input was provided by youth/young adults and family participants in the State Mental Health 
Planning Council’s youth/young adult and family committee in identifying their own priorities. Focus group 
input was summarized by Sheryl Breetz (North Central Regional Mental Health Board).  
 
B. Other Input 
 
Additional information was provided by Bonnie Smith (East of the River Action for Substance Abuse 
Elimination), Joe La Rosa (Substance Abuse Action Council of Central Connecticut), and Mirelle Freedman 
(Capital Area Substance Abuse Council). 
 
C. Caveat 
 
The report lists the individual input and perceptions provided by participants out of respect for their 
participation and a need to know what people are saying at the grass roots level. The observations offered are 
not a synthesis or consensus of input; observations were not validated as to factual accuracy. 
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IV. Recommendations for Mental Health 
 
A. Recommendations Regarding Needs of Individuals with Mental Illness 
 
Priority 1: Services for Young Adults 18 to 25 Year Olds 
 
 
Recommendations/Rationale/Emerging Trends/Options/Strategies 
• Implement specialized services for young adults in all DMHAS funded Local Mental Health 

Authorities and/or Catchment Areas of the State; with young adults comprising 30 % of new admissions, 
all communities need local access to these specialized services whether through new monies or reallocation 
of resources currently within the DMHAS system. 

• Provide some level of training for all staff responding to young adults in the DMHAS system, not just 
Young Adult Services staff.  

• Institute clear access portals from the community into Young Adult Services from sites other than 
DCF, such as high schools, colleges, trade schools, churches, hospital emergency rooms, etc. 

• Build a strong vocational component that builds upon their strengths and interests and assists the young 
adult in developing a career; use exception from the General Educational Development (GED) test to enable 
young adults to go to community colleges. 

• Build a strong educational component to keep young adults from falling behind at this critical juncture 
when most young adults in the community are focused on obtaining educational goals, not just getting a job. 

• Build a quicker response to engage young adults at all levels of care, including emergency levels and 
homeless shelters; young adults tend to bolt faster from homeless shelters and other services than older 
individuals do. 

• Examine how all components of service system need to be tailored for young adults; often they are less 
patient and will walk away from any services that do not appeal to them. 

• Increase access to age appropriate transitional and supportive housing. 
• Build family psycho-education and supports that assist families in becoming an effective resource to 

young adults as the families themselves transition to a new role in supporting a more independent young 
adult. 

• Use hotlines, radio stations, music venues, websites, and other media that appeal to teens and young 
adults to get information to this age group to promote prevention and early intervention. 

• Provide more levels of care for addressing different groups young adults, such as those with violent 
behavior, sexual acting out, use of weapons, drug addictions, and gang involvement; one trend identified in 
the community was the increase in young adults with explosive anger and more serious and complex needs 
than older DMHAS clients. 

• Address issues magnified in residential centers in DCF system for young adults who have no 
attachments, were traumatized, sexually abused, and who continue to influence each other in acting out. 

• Focus on young adults’ interests, strengths, and passions before they are gone. 
• Prepare for new populations emerging or will be emerging, such as young adults with autism, young 

adults with children, etc.  
 
 
Obstacles/Barriers 
• Lack of knowledge about signs of early developing mental illness, treatment providers, and other 

supports tailored to this age group in the community; this information is needed for individuals in the 
community in contact with young adults, for young adults, for families, etc. 



Region IV Priorities and Recommendations Page 8 
• Lack of training for individuals who have contact with young adults in the DMHAS service system 

lacking Young Adult Services 
• Lack of focus on outreach to young adults in the community, including high schools, trade schools, 

colleges, and youth dropping out of schools, or unemployed 
• Lack of follow up with high risk groups, such as youth and young adults thrown out of school, leaving 

jails, isolated in their homes, or on the street 
• Lack of services for young adults showing signs of serious mental health problems, but not yet 

diagnosed 
• Different diagnostic categories between pediatric and adult psychiatry, between the child and youth 

system, between the educational and mental health systems, etc. is an obstacle in accessing services 
• Courts need education about mental health issues, diagnosis, services, etc. 
• Lack of knowledge about the infrastructure in many systems responding to youth and or young adults, 

for example, differences in the DCF and DMHAS systems, DCF Collaboratives, Youth Service Bureaus, 
school based health clinics, federally qualified health centers, town based programs, etc. 

• Young adults, especially if not engaged in school or work, need “something to do” that is positive and other 
than “sleep, drink, hang out, party” that many young adults in DMHAS services described as their activities. 

• Young adults don’t want to describe themselves as having a mental illness; build another pathway to 
receiving help with mental health issues and transition services, such as the Vermont JOBS Program which 
offers assistance in getting employment as an entry into obtaining mental health services. 

• Participants see youth and young adults in community connected with “nothing” and who are unable or 
unwilling to access services. 

• Many young adults do not want to take medications that have proved effective with older adult clients; 
they will not tolerate side effects that make them feel lethargic or reduce sexual desires. 

• Many young adults who have had years of therapy in the DCF system do not want any more therapy. 
  
 
System Changes Necessary 
• Collect clear outcome data on transition to adulthood tasks (completing an education, employment 

and career development, social skills, and independent living) for all young adults in DMHAS funded 
agencies; collection of outcome data and methods for data collection need to be specified in contracts, 
monitored, and reviewed to ascertain what is working and not working to assist young adults in their 
transition to adulthood. 

• Parents want an alternative to the option offered by some providers to “put your son or daughter on the 
street so they can get help.”  

• There is a need for “small alternative” supports that can be effective with youth and young adults, such 
as mentors, self help groups with access to other resources as needed, websites tailored for age group, etc. 

• Implement best practices for age group, for example, cognitive behavioral treatment in groups, more 
active medication monitoring, address side effects such as weight gain, etc. 

• Provide more active leadership development for young adults. 
• Examine how young adult populations in DMHAS differ from older adults and how various sub groups 

of young adults differ from each other and design what is needed for these different types of clients, what 
works and isn’t working right now, what best practices exist, etc. 

 
 
Interagency Collaboration Required 
• Need partnerships on the state and local levels that bridge the boundaries of service providers for 

youth ages 16 to 17 and for young adults ages 18 to 25 and that bridge the boundaries of state funded versus 
local funded providers of mental health and other supports. Such partnerships, or collaboratives, would 
include, for example, Youth Service Bureaus, LMHAs, community health centers, town social service 
departments, schools, clinics, hospitals, etc. 
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• Local communities (not just state agencies) need to be part of solution and “interagency 

collaboration”, as do the youth and young adults and their families. 
• Need a process to bridge the child versus adult world of diagnosis and address the barriers that are 

presented in relying on various diagnoses for access to services for the age group 16 to 25.  
• Study varying access criteria, age cut offs for services, and barriers to services for the age group 16 to 

25. 
• Bridge mobile crisis response between the DCF and DMHAS systems. 
• Provide connections and cross training between DCF and DMHAS funded agencies at the community 

level. 
• Provide access to community college funds such as DCF has for young adults still engaged in their 

services. 
 
 
Priority 2: Dental Care 
 
Recommendations/Rationale/Emerging Trends/Options/Strategies 
 
• Address reimbursement rates for dentists so that they do not lose money by providing services to 

individuals in the mental health system. 
• Continuously update the state lists of private dentists and public clinics who take Medicaid clients to 

keep them accurate; a study by a consumer for NCRMHB showed that DSS lists given to clients and family 
members were largely inaccurate. Even with a state medical card, consumers cannot find a dentist to care 
for them. 

• Systematically distribute information throughout the DMHAS system of providers, consumers, and family 
members regarding any new clinics or opportunities to get dental care that arise, as open slots fill up fast; 
also inform people about what options are no longer available (no new patients) and restrictions on services. 
Such information could be posted on the Network of Care website. 

• Systematically document the problems experienced by DMHAS clients, such as delays in service, long 
waits in dental offices before being turned away entirely and told to come back and try again, lack of follow 
up with clients when dentists and clinics tell them “we’ll call you” and never do, lack of transportation for 
dental care, reliance on tooth extractions, inability to eat solids due to dental problems, pain, and lack of 
access to many needed treatments, such as root canals, crowns, dentures, repair of dentures, etc. 

• Systematically document the need for DMHAS clients with a point in time study as to how many 
consumers need appointments for what, number of dentists needed, etc. 

• Provide education for state policy makers on the effects that various psychiatric medications have on 
teeth and the effects that dental problems have on a person’s general health.  

• Educate consumers and family members about the importance of dental care, impact of psychiatric 
medications, and health risks associated with poor dental care. 

• Increase prevention efforts to educate consumers, family members, and clinicians who provide 
medications about what can be done to address the effects of psychiatric medications on their teeth, such as 
not drinking soda for dry mouth problems, what are alternative healthful drinks, etc. 

• Build upon the experience of the free clinic in Tolland to publicize the needs of people in the DMHAS 
system. 

 
Obstacles/Barriers 
 
• Lack of providers who are willing to serve this population due to low reimbursement rates or other 

factors 
• Lack of appointments for free or Medicaid reimbursed care in clinics, including the University of 

Connecticut Medical Center; consumers wait all day, sometimes repeatedly, and give up on getting care 
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• Lack of a sliding scale for payments in dental offices 
• Lack of reliable information about providers who treat SAGA and Medicaid eligible clients 
• Resources used unwisely for case managers sitting with clients in dental clinics all day waiting for an 

opening or leaving clients alone who often leave because they get scared or frustrated 
 
 
System Changes Necessary 
 
• Explore how other state agencies and entities outside of DMHAS can provide needed dental services 

for the DMHAS population. 
 
Interagency Collaboration Required 
 
• Implement a pro-bono requirement as part of state license for dentists and reduce paper work for 

dentists providing pro-bono services. 
• Implement a “Dentists without Borders” program like those that exist for doctors who go abroad to serve 

indigent populations and resolve cross state license issues for dentists willing to serve Connecticut’s poor. 
• Engage local community organization, such as Lions Clubs, Rotary Club members, and others at the local 

community level to support improved dental care. 
• Make arrangements with the University of Connecticut Dental School, Connecticut Health Foundation, 

CT Dental Association, Department of Public Health, and payers of services to embrace this issue and serve 
the DMHAS population as a special group due to the increased health risks resulting from the effects of 
psychiatric medications on teeth. 

• Institute other incentives for dentists to serve this population, such as a program to forgive loans, provide 
tuition payments, or provide tax incentives for dentists serving this population. 

• Provide dental care locally either through interns, residency programs, or rotations from dental schools 
or vans that routinely visit local sites, including LMHAs. 

• Repeat the free Tolland clinic model just for this population. 
 
 
Priority 3: Early Intervention 
 
Recommendations/Rationale/Emerging Trends/Options/Strategies 
 
• Educate and train youth, young adults, parents, school officials, physicians, and other in regular contact 

with this age group at peak years for developing mental illness about the signs, interventions, and services 
available.  

• Provide quick access to some level of services at critical time when illness is developing and young person 
can still be engaged.  

• Implement “soft” outreach for maintaining contact with young adults who are developing signs of illness 
perhaps through self help groups, youth/young adult organizations, young adult peer advocates, young 
people who have been through the same experience, someone to talk with in local community, etc. 

• DMHAS needs to assemble the evidence that exists in the field regarding how earlier intervention can 
result in better outcomes; if this is true, then early intervention must be a priority for our State and its 
citizens. 

• Need better process for sharing important information about the person; fragmented bits of information 
often reside in different systems regarding mental health issues, substance abuse, HIV, etc. 

• Provide outreach to high risk groups, such as youth with SED, students identified as needing transition 
services on PPT, young adults brought to emergency room with psychiatric distress, etc 
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Obstacles/Barriers 
 
• Reliance on diagnosis of mental illness for accessing services prevents early intervention as clinicians may 

be reluctant to give a diagnosis as early symptoms appear confusing and may be intermittent, although they 
are often serious and a grave concern to young adults and family members. 

• Shortage of child and adolescent psychiatrists reduces access to services and/or results in long delays. 
• Disagreements over diagnosis, e.g. ADHD versus bipolar,  and differences in different care systems delay 

access to treatment 
• Expertise for age group regarding medication use is a serious issue, as medication effects on young 

adults may be different than for children or older adults. 
• Often first access to services is the emergency room, and then the person is dropped out of sight until the 

next emergency room visit rather than being connected to some meaningful age-appropriate level of services 
out of the emergency room; examine possible alternatives to having a complete crisis or breakdown as the 
first line of help and what follow up is needed when the emergency room visit or hospitalization is the first 
contact. 

• Young people report not being able to access services unless suicidal or on disabilities- a requirement 
that negates early intervention. 

• Delays to accessing services set into motion exacerbating problems, such as self medicating substance 
abuse, isolation, homelessness, etc resulting in bigger challenges for service systems once a person enters at 
a later point. 

• Brief five to six day hospital stays with both private and public insurance do not allow for adequate 
assessment, stabilization, and connection to community services before discharge. 

• Differing cut offs and criteria for services in different systems limits resources for this age group and 
causes confusion about what is available. 

• Often the response among fellow students and teachers further isolates the young person and identifies 
them as a target for bullying or discipline, which further exacerbates problems if not addressed early. 

• Often relationships between young adult and parents deteriorate as symptoms develop.  
• Lack of private insurance for young people ages 18 to 25, the age group least likely to be insured in 

Connecticut, prevents young adults from accessing services; many college students loose their college 
insurance and/or their right to be on their parents’ insurance when they drop out of school and are not likely 
to get a job that pays insurance benefits. It is hard to get a job when admitting a mental illness. 

• It takes too long to get public benefits and entitlements. 
 
 
 
System Changes Necessary 
 
• Address the entire system of prevention (Priority # 9), early intervention (Priority # 3), services for 

young adults ages 18 to 25 (Priority #1) and services for youth (Priority # 10). Assess how each of the 
components in this continuum needs to work across the state, across systems, across definitions, etc. in order 
to meet the needs of young people in transition to adulthood to truly change their lives. The goal is effective 
transition into adulthood, not be a lifetime disability. A weakness in one of these components puts an 
additional burden and obstacle upon the next component. 

• Clarify access to service for individuals with “trauma” not just mental illness diagnosis. 
• Better align the criteria for service across systems to prevent artificial cut off points that negatively 

impact this age group at peak years for developing mental illness. 



Region IV Priorities and Recommendations Page 12 
• Listen to young adults and ensure that their voices are heard in determining the kind of outreach and 

help that is needed, what is perceived as helpful to them, and what is repugnant to them and actually 
prevents them from wanting help. 

 
 
Interagency Collaboration Required 
 
• Identify role of Public Health system, since suicide is a “deadly” outcome. 
• Bridge definitions between DCF and DMHAS for greater access to services and transfer between 

systems. 
• Cross- train DCF and DMHAS workers to exchange best practices and bridge knowledge about this age 

group that resides in each system. 
 
 
Priority 4:  Housing 
 
Recommendations/Rationale/Emerging Trends/Options/Strategies 
 
• Providers report that there is a wait list for supervised housing at the highest level of care with 30 to 40 

people on wait list for catchment areas 23 and 18. 
• Although progress has been made in the State in adding supportive housing units, the lack of funding 

provided for new supportive apartments this year coupled with the rapid rate that supportive housing units 
tend to fill up has led many people to look for more immediate and less costly housing, such as “good 
rooming houses” to fill the gap; other participants say “don’t accept that.” 

• Adopt housing first model. 
• Remove people from shelter plus care who just need housing at this point and housing subsidies. 
• No one should be told to become homeless so that they qualify for housing assistance. 
• Provide housing specialists in all shelters to find more permanent housing. 
• Provide more housing in the suburban and rural communities where people grew up or want to live; 

people should not have to migrate to core urban centers for housing. 
• Provide more “wet” houses for people who have substance abuse issues. 
• Provide more small group homes and small transitional housing. 
• Provide more supervised housing. 
• Establish mutual helping communities in elderly and other housing; utilize peer advocates and 

consumers to support one another in housing. 
 
 
Obstacles/Barriers 
 
• Young disabled are often last on list for housing. 
• “Not in my backyard” and “fear of irrational behavior” needs to be continuously addressed as an 

obstacle; also methods for providing housing that is not subject to special zoning requests need to be 
utilized. 

• Resistance among the elderly to younger disabled people living in housing for the elderly and disabled is 
escalating and needs to be addressed. 

• DMHAS is making considerable progress in getting people out of nursing homes, but people want 
assurances than new DMHAS clients will not be placed in nursing homes. 

• People coming out of prison with criminal histories need special assistance and access to Rental 
Assistance Program. 

 



Region IV Priorities and Recommendations Page 13 
 
• Consumers who are evicted because their housing does not measure up to code often feel punished and 

suspect that their housing was not repaired so that the landlord could get rid of them. 
• There is competition for housing with new immigrant groups in some communities. 
• A new barrier is presented by rising energy costs. 
 
 
System Changes Necessary 
 
• People should not have to becomes homeless in order to get housing. 
• Although everyone needs to have safe housing, people with PTSD need special care in feeling safe in 

housing. 
• Stop accepting the unacceptable, such as people discharged from general hospitals to shelters and families 

who make their son or daughter homeless to get on housing lists. 
 
 
Interagency Collaboration Required 
• Consider not just traditional interagency collaboration, but collaboration with trade schools who build 

one house per year, in kind contributions from construction companies and developers, housing dedicated 
from Habitat for Humanity, and access to foreclosed properties, etc. 

• Consider creative solutions, for example, one nonprofit agency purchased homes, paid part of mortgage 
and paid remainder of mortgage with rent paid by consumers living in home: utilizing land trust funds is 
also under consideration in some suburban towns. 

• Use all available resources, such as housing for veterans for consumers who are veterans. 
• Affordable housing laws need to be enacted so that all towns are required to have some percentage of 

housing, preferably on bus routes, that is “affordable” and available for the “disabled” residents. 
• Need to continue hard work connecting with community organizations (such as connections with NRZs 

in Hartford being done by CRMHC and connections with churches, such as being done in Farmington 
Valley towns and Manchester). 

 
 
Priority 5:  Medical Care 
 
Recommendations/Rationale/Emerging Trends/Options/Strategies 
 
• Provide funding for doctors to monitor medications through group meetings with consumers, a cost 

effective method for monitoring medications. 
• Provide central information system for healthcare issues, monitoring medications, and instituting alert 

system to assess possible drug interactions (also interactions with street drugs); many consumers report 
taking a number of medications for various psychiatric and medical problems and using different 
pharmacies. Providers repeatedly report that consumers have bags full of medications in their apartments. 

• Each consumer needs a primary care physician, as people with private insurance have. 
• Provide mobile medical vans connected to LMHAs. 
• Provide greater use of APRNs in DMHAS system. 
• Address physical side effects of medications in proactive way (not just education) when medications are 

first prescribed, for example, to head off obesity, diabetes, asthma, etc; need to understand and implement 
best practices that have worked. 

• Consumers need to be able to bring someone else (family members, peer advocates) with them to help 
understand medications and side effects; some physician offices offer this option routinely to patients with 
physical health issues. 
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• Address difficulties referring mental health/substance abuse clients to Federally Qualified Health Centers 

(FQHCs). 
  
 
Obstacles/Barriers 
 
• Reliance on emergency room care for routine physical problems is problematic; consumers do not get the 

kind of care they need in a setting that is responding to life and death issues for other patients, consumers 
report that are not taken seriously because of their psychiatric histories, and hospital emergency room visits 
are costly for the hospital (participants, however, reported there is excellent care at many sites, such as 
Hartford Hospital satellite offices and the East Hartford Community Medical Center where doctors are very 
knowledgeable and treat consumers with sensitivity and equal care). 

• Consumers report that they cannot get access to specialists, podiatrists, eye care, aftercare after surgery, 
preventive care. 

• Consumers report long waits for services. 
• Language is a barrier for non-English speaking consumers. 
• Overmedication is perceived as common. 
• Consumers refuse care due to Spend-downs, lack of money. 
• Consumers report being told by medical personnel that “it’s all in your head” when they see a person has a 

psychiatric diagnosis; education is needed to give feedback to medical personnel about this kind of 
behavior. 

• Young adults are often kicked off parents insurance and lack entitlements. 
• Consumers are afraid to get jobs because of fears of losing medical benefits despite Connecticut’s 

innovative legislation, Medicaid for the Employed Disabled, etc. Working out the details is not easy even 
for the most knowledgeable and well connected clients who know who to contact to get information and 
advocate for themselves.  

  
 
System Changes Necessary 
 
• Provide increased Medicaid reimbursement rates for medical care. 
• Provide more experts to interpret entitlements for consumers; consumers report getting conflicting and 

inaccurate information from workers who cannot possibly keep knowledgeable about all the rules and 
changes in rules for benefits and accessing medical care- so the consumers are just afraid to act and give up. 

 
Interagency Collaboration Required 
 
• Address need for rapid response to consumers questions about spend-downs through DSS; NCRMHB 

survey found that consumers reported inability to get through to DSS workers about spend-downs; many 
consumers reported giving up and not getting needed medical care because of uncertainty about spend-down 
issues. 

• FQHCs do not exist in all catchment areas; greater collaboration is needed between LMHAs and FQHCs 
where they do exist. 

• Arrange contractual agreements with hospitals and FQHCs regarding health care for consumers, 
especially for high risk disorders for the DMHAS population, such as obesity and diabetes. 

• Arrange for medical doctors connected with LMHAs. 
• Provide for greater integration of physical and mental health care. 
• A medical card for use in all state agencies is needed with pertinent health care information; paperwork is 

too hard for consumers to keep track of. 



Region IV Priorities and Recommendations Page 15 
 
 
 
B. Recommendations for Individuals with Substance Abuse Issues 
 
 
Priority 1: Services for Co-Occurring Concerns 
 
 
Recommendations/Rationale/Emerging Trends/Options/Strategies 
 
• Participants recognized that “we have come a long way” in addressing co-occurring issues, but still have a 

long way to go. 
• Provide programs that can treat mental illness and substance abuse at all levels of care at one agency 
• At community level, programs still say “he is not ours - he belongs in the other program” and describe 

one or the other problem as “primary” or “secondary”. 
• Disseminate standard definition of co-occurring disorder. 
• Provide more outpatient and inpatient programs. 
• Provide longer term program. 
• Clients are kicked out of programs, including inpatient and detoxification, too soon (“you’re clean, now 

you’re out”) and go back on the street with the same crowds, using the same drugs. 
• Provide better discharge planning. 
• Provide access to harm reduction as an easier first resort.  
• Provide more substance abuse providers and programs that active users can get in. 
• Staff need training in treating co-occurring disorders. 
• Promote a stronger advocacy voice from people who have co-occurring disorders. 
• Address lack of capacity to treat daily cocaine, cannabis, opiate, or prescription drug use. 
• Improve addressing co-occurring issues at CVH. 
 
 
Obstacles/Barriers 
 
• Stigma and discrimination cut two ways- against people with substance abuse among mental health 

providers and people in recovery and against people with mental illness among substance abuse providers 
and people in recovery. 

• Alcohol use is so socially accepted that many people do not see their use as an illness. 
• Education programs to prevent substance abuse often do not work on young adult brains. 
• Many providers still think that if you fix one problem first, the other will go away. 
• Managed care has eliminated rehabilitation facilities. 
• When people with substance abuse disorders drink and get more depressed, they cannot get substance 

abuse services due to their depression. 
 
System Changes Necessary 
 
• Understand why co-occurring services were top ranked for people with substance abuse needs, but not in 

the top ten priorities for people with mental illness. 
• Many mental health providers are often still punitive regarding drinking and drug use and are not as 

connected with AA. 
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• Implement Access to Recovery (ATR) approach for individuals with mental illness and co-occurring 

disorders. 
 
• Identify strengths in the traditional mental health system and in the substance abuse system and cross- train 

to get the strengths of each imbedded in both systems. 
• Update diagnosis; person may have entered services with one disorder, but the other is discovered later. 
• Adopt behavioral health approach, i.e., and address mental health and substance abuse in all DMHAS 

funded agencies. 
 
Interagency Collaboration Required 
 
• Examine adequacy of resources available in whole community and within catchment areas and do 

regional planning to ensure capacity of services for people needing all levels of care for co-occurring 
disorders; need to identify capacities, for example, at LMHAs, substance abuse providers, hospitals, Youth 
Service Bureaus, RACs, Community Health Centers, etc. to see if people have access to the services they 
need. 

• Drunk drivers need to be connected with effective treatment. 
• Improve collaboration between mental health and substance abuse treaters even within same agencies. 
• Establish combined mental health and substance abuse task forces. 
 
 
 
Priority 2: Services for Young Adults Ages 18 to 25 
 
 
Recommendations/Rationale/Emerging Trends/Options/Strategies 
 
• Fund entities adequately to do what they are supposed to do in the community, such as Youth Service 

Bureaus, follow up programs for young people leaving juvenile court or jail, etc. 
• Follow up care is imperative after drug and alcohol programs. 
• Intervene early whenever alcohol or drug use is beginning. 
• Target high risk groups for intervention, such as early truants or delinquents . 
• Intervene with evidence based programs; provide education about what programs and interventions are 

known to be effective. 
• Promote a real understanding throughout the entire culture of how alcohol use impacts the developing 

brain. 
 
 
Obstacles/Barriers 
 
• Drinking alcohol is part of the culture for all ages and binge drinking is part of the young adult culture 

witnessed on college campuses; most young people do not think there is anything wrong with using 
marijuana.  

• There is a shadow economy selling illegal drugs that is normal business and the economic basis for many 
families; jail time for selling drugs is also normal. After jail time, it’s back to business in the same 
neighborhood selling and doing drugs. There is no reason to change as long as illegal drugs are the 
economic engine for them, their families, and neighborhood. 

• The same people, house, or street can trigger drug use in the addicted brain, but people return to these 
triggers in their lives. 
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• Money is not put into prevention or early intervention; society tries to “go on the cheap” until problems 

get serious and more expensive. 
 
 
 
System Changes Necessary 
 
• Start anti drinking and drug programs early in high school or middle school. 
• Affect culture change in colleges regarding alcohol use and binge drinking; stop UConn Spring Weekend! 
• Educate parents and youth about the effects of alcohol use on the developing brain and effective action 

to take when a young person starts drinking too much; people tend to “look away” when problems begin and 
some parents allow parties that say drinking and binging is O.K. Many parents glorify “Woodstock” and 
their own use of marijuana without understanding that young people are using at younger and younger ages 
with dire results. 

• Produce a culture change that no longer says, “It’s only alcohol, it’s only marijuana”. 
• Institute programs and interventions for known users; don’t look the other way. 
 
Interagency Collaboration Required 
 
• The state service system has to be aligned with the community and schools, both high schools and 

colleges, as well as the judicial system to be effective. 
• Engage the media, including media used by youth and young adults, in educating the larger community. 
 
 
 
Priority 3: Residential Services 
 
 
Recommendations/Rationale/Emerging Trends/Options/Strategies 
 
• Provide longer term residential treatment to produce a positive impact. 
• Provide longer term aftercare following residential treatment. 
 
Obstacles/Barriers 
 
System Changes Necessary 
 
Interagency Collaboration Required 
 
 
 
Priority 4:  Early Intervention 
 
 
Recommendations/Rationale/Emerging Trends/Options/Strategies 
 
Obstacles/Barriers 
 
System Changes Necessary 
 
Interagency Collaboration Required 
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Priority 5: Housing 
 
 
Recommendations/Rationale/Emerging Trends/Options/Strategies 
 
• Provide more “wet” housing. 
• Provide housing subsidies for people who are using or have used substances; sometimes one incident 

can doom a person’s chance for housing. 
• Housing opportunities need to be connected to stages of change. 
• Housing models need to be in place for harm reduction model.  
• Special transitional housing is needed for people who have “burned all bridges” and threaten agencies’ 

ability to work with local landlords; some housing models have to post guards at back and front doors to 
keep drug dealers out and tenants safe. 

 
Obstacles/Barriers 

 
• Substance abuse is a barrier to jobs and gaining the means to pay for your own housing . 
• Substance abuse is a barrier to obtaining publicly funded and subsidized housing. 
 
System Changes Necessary 
 
Interagency Collaboration Required 
 
 
 
 
Overall Observations 
 
• Survey results show a considerable focus on the front end of the system and transitioning youth and 

young adults. Services for young adults ages 18 to 25 ranked as priority number one for individuals with 
mental illness and number two for individuals with substance abuse concerns; early intervention ranked as 
priority number three for individuals with mental illness and number four for individuals with substance 
abuse; prevention ranked as number nine for individuals with mental illness and number six for individuals 
with substance abuse; and services for youth ages 14 to 17 for individuals with mental illness ranked 
number 10 for individuals with mental illness. 

 
• Housing continues, as it has for many past years, to be one of the top five priorities for both individuals 

with mental illness and substance abuse. This year, however, participants seem willing to embrace less 
expensive options than apartments, including single room occupancy, perhaps as a result of the downturn in 
revenues for Connecticut and for the nation, the high level of need observed and long wait lists, as well as 
the rapidity with which supportive housing is filled. Participants were searching for “creative solutions,” 
such as efforts to share cost of buying houses, use of foreclosed properties, trust funds for families to utilize, 
Habitat for Humanity homes, etc. 

 
• Dental care became one of the top ten priorities for both individuals with mental illness (priority number 

two) and with substance abuse (priority number ten), and medical care was priority number five for 
individuals with mental illness. The attention to physical health issues for persons with mental illness may 
be a result of recent reports that people with mental illness live on average twenty- five years less than the 
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general population. Consumers have expressed concern about this finding at CAC meetings. One consumer 
observed, “These psych meds are killing us.” 

 
• New top concerns for young adults and early intervention and for dental and medical care emerged.  These 

concerns were ranked among the top five concerns and ranked higher than three of the concerns consistently 
in the top five in past years- transportation, employment/education, and outpatient psychiatric services.  

 
• With regards to transportation perhaps there was a sense that progress is being made through direct 

connections with the Capitol Region Council of Governments (CRCOG) planner responsible for developing 
a major transportation plan for the area, as well as direct outreach to towns by the CACs. At CAC meetings 
in Region IV consumers described their transportation needs to the CRCOG planner. Several towns began to 
include transportation to allow travel across town lines to the town housing the LMHA, and one town 
provided transportation for recreation on Saturdays in response to consumers’ requests. There remain, 
however, many serious needs with regards to transportation, as transportation was still among the top ten 
concerns.  

 
• Education and employment were linked together because people do not see that employment efforts 

should be separated from education needed to gain employment. Perhaps there is a sense that progress is 
being made through the efforts of DMHAS initiatives on employment; however, there is still concern that 
employment levels are lower than expected. In evaluating DMHAS Young Adult Services, NCRMHB has 
asked for more definitive data about what young adults are achieving; for example, data is needed regarding 
how many individuals are involved in education and/or employment endeavors, rather than a listing of 
education or employment activities. Clearly some individuals may account for a number of the activities 
listed; others may be involved in none of the educational or employment activities. Contracts identified 
much higher levels of attainment for employment than achieved by the agencies. 

 
• Psychiatric outpatient services, once the main activity of mental health services, was priority number eight 

for individuals with mental illness. This item has consistently been ranked in previous years as one of the 
top five concerns, with reports that wait lists were long and services were eroding. Now other concerns, 
many lying outside the traditional purview of mental health services, ranked higher than this “core service.” 
From CAC meeting discussions with consumers, however, there is still considerable concern about lack of 
access to specialty services (such as services for eating disorders, persistent obsessive compulsive disorders, 
etc); lack of a right to or ability to get a second opinion; confusion about how to advocate for oneself within 
an agency and what recourse they have when a consumer feels that their clinician or case manager is not 
doing the job they need and they are not making progress they desire in their recovery; and concerns about 
overmedication, side effects, and what alternatives they have to the medications they are currently taking.  

 
• In focus groups there was considerable emphasis on the need for collaboration between DMHAS and other 

State agencies, as well as a need for greater collaboration on the ground floor level between the local 
agencies funded by various State agencies. There was also recognition of a need for LMHAs to collaborate 
with local town funded programs and town social service departments, as well as other local entities such as 
hospitals, schools, zoning committees, police, etc. However, participants were concerned that such 
collaborations often need to be funded to be successful; they require extra personnel and/or extra job 
duties for people already stretched to carry out their work. Participants have seen collaborations, such as 
DCF systems of care, that have suffered from lack of funding. While some collaborations may take limited 
dollars to continue, start ups are labor intensive and many continued efforts may be labor intensive, as well. 

 
• Because there is a lack of money in the State for new or expanded services, many participants recognized 

that the mental health system may have to resort to reallocations of service dollars in order to foster 
improvements in services. Such reallocation efforts should be based on solid data gathered within the 
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DMHAS system as what the outcomes and costs are for various interventions and what are lower cost 
interventions, such as use of peer advocates (we are not advocating that peer advocates be low paid, but 
would merely be new on the career ladder) and self help groups that can be utilized with similar outcomes. 
These discussions need to involve local providers, consumers, family members, and CACs, as well as 
review of local data. There may be low cost or no cost improvements that would make a difference to 
consumers that should be implemented immediately. 

 
• Equipping families and significant others in consumers’ lives to be a more effective and valuable 

resource for consumers to assist in their recovery is a major concern of NCRMHB. We will be forwarding a 
report to DMHAS about the vital role that others can provide, while keeping the person in recovery in the 
“driver’s seat” and honoring confidentiality. Family psycho-education is identified by the Substance Abuse 
and Mental Health Services Administration (SAMHSA) as an evidence-based practice that needs to be 
implemented with the same urgency as other evidence-based practices. 

 
• While the priority process initiated by DMHAS is a regional process, most planning in Region IV is 

confined to the geographic area served by each of the four LMHAs. There is very little planning, if any, 
that is done on a regional level with regard to mental health services in Region IV. The Regional Mental 
Health Board could be instrumental in exploring what efficiencies and improvements could be fostered at a 
regional level.  

 
• Input was provided from young adults. While we regularly gather input from older consumers, 

NCRMHB will place a priority on gathering regular input and involving young adults in their CACs and all 
other efforts, especially given the survey priorities that emerged with regard to this age group, early 
intervention, and prevention. Given that 30% of all new admissions into DMHAS are young adults, they 
must have a stronger voice within the DMHAS system of services. 

 
• There were concerns about criteria and rules that may backfire although well intended. For example, 

requiring a diagnosis of mental illness for young adults may bar access to services that are needed for people 
as they are developing a mental illness. There is a body of knowledge forming that indicates that effective 
interventions as a person is developing a mental illness may result in greater likelihood for recovery. With 
regard to housing, restrictions on housing for people who are actively abusing substances and for persons 
with criminal records places an additional obstacle in their recovery. For youth and young adults, there are 
numerous cut offs and criteria that are changing during this period of life that compromise their ability to get 
help. 

 
• Despite the DMHAS emphasis on employment, many consumers are still afraid to work more than a 

small number of hours a week for fear of losing entitlements.  Consumers and staff alike have difficulties 
understanding the complex rules for entitlements. Moreover, in a survey conducted by NCRMHB 
consumers reported receiving inconsistent and incorrect information about their entitlements from various 
staff within DSS regarding spend-downs. Consumers have reported difficulties with Medicaid for the 
Employed Disabled. They are also concerned about what happens if you go to work with other resources 
such as food stamps, rent subsidies, etc. Given such an unstable situation, many consumers are not willing 
to take the risk of making a mistake and losing entitlements.  
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