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|. Introduction

This Summary Report reflects Connecticut’ s most ambitious effort to date to assess the scope of
mental health services the state provides to its citizens and to identify areas of need. The
information in this report was gleaned from reviewing more than 165 existing state reports,
surveys, and other documents, conducting new surveys and studies, and assessing expenditures
related to mental health services provided by 14 state agencies and the Judicial Branch. It is
important to keep in mind that the report presents only a snapshot of these assets and needs, as it
isimpossible to capture in afixed document the organic nature of a public mental health system
subject to funding, policy, and other decisions at various levels of government.

The Mental Health Needs A ssessment and Resource Inventory came about as part of afederal
grant awarded to Connecticut and six other statesto help jump-start a fundamental overhaul in
the way Americans view, deliver, and receive mental health care. The overhaul hasitsrootsin a
Presidential commission on mental health that was established in 2002 to study the condition of
the mental health care delivery system across the nation.

In 2003, the New Freedom Commission on Mental Health released its groundbreaking report to
the President. The report described a mental health system that is fragmented, uneven in quality,
and focused on managing or stabilizing people’ s symptoms rather than on promoting recovery
and resilience. It called for fundamental changes to the nation’ s approach to mental health care.

The New Freedom Commission report outlined six goals, which, if attained, would transform the
way Americans view and receive mental health care. In atransformed system, according to the
commission’ s vision, there will be fewer gaps in mental health services, a better and more
coordinated system of care, and no stigma associated with mental health disorders. Most
important, atransformed system will center around and build on the personal strengths of every
man, woman, and child who seeks its services, and hold out recovery and resilience as treatment
expectations.

A transformed mental health system, according to the New Freedom Commission, isonein
which the following six goals are met:

Americans understand that mental health is essential to overall health;

mental health careis consumer and family driven;

disparities in mental health services are eliminated;

early mental health screening, assessment, and referral to services are common practice;
excellent mental health careis delivered and research is accelerated; and

technology is used to access mental health care and information.

To help achieve these overarching goals, the federal Substance Abuse and Mental Health
Services Administration (SAMHSA) in 2005 awarded the seven states, including Connecticut, a
Mental Health Transformation State Incentive Grant (MHT SIG). SAMHSA requires that the
grant money be used to assess the states' mental health programs, activities, and funding streams,
and to change this “infrastructure” in ways that are consistent with the New Freedom
Commission’svision.
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The grant enables Connecticut to continue moving toward a recovery- and resilience-oriented
system for its citizens, one which restores or devel ops a positive and meaningful sense of one’s
identity apart from one’'s condition. The state’ swork toward this goal began in earnest in 2000,
when the Governor appointed a Blue Ribbon Commission on Mental Health to explore concerns
about the provision of mental health services in Connecticut. Representatives of public and
private mental health service providers came together for the first time with people who use
those services, their family members, and awide array of other stakeholders to examine the
state’s mental health system.

The initiative was responsible for several significant steps forward in articulating and
implementing a recovery- and resilience-oriented system of mental health care. Two years after
the Blue Ribbon Commission’ s work, for example, the word recovery formally made its way into
Connecticut policies when the Commissioner of the Department of Mental Health and Addiction
Services (DMHAYS) issued Policy Statement #83. It states that “the concept of recovery shall be
the guiding principle and operational framework for the system of care provided by the
partnership of state and private agencies and services operated by individualsin recovery that
comprise the Department’ s healthcare system. Services within this system shall identify and
build upon each recovering individual’s strengths and areas of health in addressing his or her
needs.”

Today, with guidance from Connecticut Governor Jodi Rell, 14 state agencies and the Judicial
Branch are using the MHT SIG grant to build on these previous efforts and work as never before
to achieve seismic shiftsin attitudes and practices around mental health care in the state.

As part of the MHT SIG process, SAMHSA required the state to draft a Comprehensive Mental
Health Plan, which Connecticut submitted to the federal agency in September 2006. SAMHSA
also requested that the state conduct a comprehensive inventory of its mental health resources
and assess its mental health needs. This report summarizes the most salient findings about
Connecticut’ s existing mental health resources and the strengths and identified needs of its
mental health system.

To guide its transformation process, Connecticut formed an Oversight Committee comprising
individualsin recovery, family organizations, leaders from 14 state agencies and the Judicial
Branch, advocacy groups, hospitals, and private nonprofit organizations. Six Transformation
Work Groups were formed; they are consistent with and named for each of the six New Freedom
Commission goals. Connecticut aso recognized that workforce development and training are
critical to transforming the state’ s mental health system and formed a seventh work group, the
Workforce Transformation Work Group, to address that topic.

The main purpose of this summary of the Needs Assessment and Resource Inventory isto inform
the work of the Oversight Committee, the seven core Transformation Work Groups, and the
state’s newly formed Consumer/Y outh/Family Advisory Council. Members of these groups can
use the report to identify additional data and information they will need as they move forward in
their work to achieve the New Freedom Commission goals, as expressed through
recommendations listed in the state’ s Comprehensive Mental Health Plan.
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This document is an important resource for al who are committed to Connecticut’s
transformation effort. The information in this report may be a catalyst for new ideas as
Connecticut continues toward its vision for its mental health system: a coordinated system of
care guided by the principles of recovery and resilience and driven by the people who receive
services and their families so that they can live, work, learn, and participate fully in their
communities.

I1. Methodology

Several comments about methodology need to be made. First, the information in this report has
been compiled from multiple sources over an extended period. The summarized findings about
the state’s mental health resources and about the strengths and identified needs of its mental
health system emerged from the following sources:

e an extensive review of more than 165 existing reports related to Connecticut’ s mental
health system from state agencies, commissions, and interagency task forces;

e surveys, interviews, and document reviews of 14 state agencies and the Judicial
Branch;

e interviewswith a sample of Connecticut households,

e aprobabilistic population estimation (PPE) of overlap between state agency service
recipients;

e an assessment of provider and consumer perspectives on the current service system;

e asurvey of parents and of providers of children and family servicesrelated to MHT
SIG recommendations,

e an assessment of workforce development needs; and

e athorough inventory of resources that details the mental health expenditures of each
state agency that signed the MHT SIG Memorandum of Agreement.

Much of the data gleaned from the first bulleted item above — the more than 165 existing reports
from state agencies, commissions, and interagency task forces — are historical in nature and may
not represent current realities. MHT SIG staff limited the review of state literature to reports
issued since 2000 to keep the focus on recent efforts. But many things have changed or begun to
change since then. When possible, findings were updated with more recent data. It isimportant
to view the Needs Assessment and Resource Inventory as a“living” document that will continue
to be informed and expanded throughout the transformation process.

Second, the information in this report is organized and presented in relation to each of the six
New Freedom Commission goals. There are areas of overlap among the goals, of course, but
efforts were made to reduce redundancy. When this was not possible, information was cross-
referenced across multiple goals.
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Finally, while the information in this report is aggregated at the state level, the materials were
compiled from distinct state agencies, divisions, and departments. Information at a more detailed
level from these entities may be available to further assist the transformation groups. Thereisa
note of caution, however: Because the entities do not necessarily use common data elements, it
may not be possible to answer all questions at all levels of detail or to definitively compare the
data across the board.

The most significant findings generated by the multiple instruments and methods used to
compile the data are described in the following section under two main headings. The first
heading (111.A.) addresses the findings from the Resource Inventory. The second heading (111.B.)
presents the findings of the Needs Assessment, organized according to the six New Freedom
Commission goals.

[11. Needs Assessment and Resour ce Inventory

As part of the MHT SIG, SAMHSA required Connecticut to conduct a thorough Resource
Inventory and a comprehensive Needs Assessment that detail the existing mental health assets
and needs in the state. The information was collected from the following 15 state agencies,
divisions, and departments, which were signatories to the MHT SIG Memorandum of
Aqgreement:

Commission on Aging (CoA), the agency that advocates on behalf of elderly people and which
monitors the impact of current and proposed initiatives;

Connecticut Insurance Department (CID), the agency responsible for administering and
enforcing the state' sinsurance laws and which licenses insurers, health care centers, and
provider networks;

Department of Children and Families (DCF), the agency that provides behavioral health
services for children and youth and which administers child protective services;

Department of Corrections (DOC), the agency that oversees the supervision of offenders and
efforts to reintegrate rel eased offenders into the community;

Department of Higher Education (DHE), the statewide coordinating and planning authority, as
overseen by the Board of Governors for Higher Education, for Connecticut's public and
independent colleges and universities,

Department of Information Technology (DOIT), the agency that leads state entitiesin the
effective use of technology;

Department of Labor (DOL), the agency that protects and promotes the interests of workersin
the state;

Department of Mental Health and Addiction Services (DMHAYS), the state mental health
authority and single state agency that administers the public behavioral health system of care for
adults;
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Department of Mental Retardation (DM R), the agency responsible for providing services
across the life span to people with mental retardation;

Department of Public Health (DPH), the agency responsible for public health policy and
advocacy and which provides a network of health services;

Department of Social Services (DSS), the agency that provides services to elderly people,
people with disabilities, families, and individuals, and that administers the Medicaid programin
Connecticut;

Department of Veteran Affairs (DVA), the agency that provides health, social, and
rehabilitative services to veterans;

Office of Policy and Management (OPM), Connecticut’ s budget agency, which provides
information and analysis to the Governor and assists state agencies in implementing policy
decisions;

State Department of Education (SDE), the agency that promotes a public educational system
that supports all learnersin reaching their full potential; and

Court Support Services Division of the Judicial Branch (CSSD), the division that oversees
intake, assessment, and supervision services for court-involved youth and adults.

[11.A. Resource I nventory

To understand the scope of Connecticut’s existing mental health resources, fiscal representatives
from the 15 state entities collected information that was then aggregated to make up the
Resource Inventory. The group’ s charge was to

e compile al mental health and substance abuse expenditures, unduplicated client counts,
revenue, and policies from State Fiscal Y ear (SFY) 2005;

e ensure that compiled data reflected services that are controlled by the state agency, or for
which the agency has oversight or reporting requirements;

e ensure that compiled data represented all services regardless of revenue source
(Medicaid, Medicare, general revenue, etc.);

e footnote data that might be duplicated, meaning that other agencies might also report the
information; and

e provide the most specific data available for the following: provider name, type of
provider, target population, target age, and service category.
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To compile the Resource Inventory in a consistent format and to identify and eliminate
duplicated information, MHT SIG staff worked with the National Association of State Mental
Health Program Directors (NASMHPD) Research Institute, Inc.

For SFY 2005, state government behavioral health-related expenditures totaled $1.68 billion.
That figure includes expenditures for services related to behavioral health, mental health,
substance abuse, and co-occurring mental health and substance abuse conditions paid for by the
following 12 agencies: CSSD/Judicial, DCF, DMHAS, DMR, DOC, DOIT, DOL, DPH, DSS,
DVA, OPM, and SDE. The $1.68 hillion in expenditures supported a variety of prevention,
education, and direct services, including inpatient and other 24-hour care, to 962,760 persons of
all ages.

For a more precise estimate of mental health expenditures, it is necessary to subtract out the cost
of providing substance abuse education to school children under the Safe and Drug Free Schools
Program. Removing that program from the cal culation reduces expenditures by $3.2 million and
the number of people served by 573,000. Net expenditures, then, totaled $1.67 hillion, and the
number of persons served statewide totaled 389,760.

That client count, however, may be higher than the actual number of persons served because of
the inclusion of duplicated data. For example, a client who has multiple episodes of care or who
receives care from more than one state entity may be counted more than once. So the number of
clients served may be less than 389,760. All attempts have been made to reduce duplicated
counts, but because the parameters of data collection vary among state entities, duplication likely
exists.

Dividing the $1.67 billion in expenditures by the 389,760 individuals served yields an annual per
capita behavioral health-related expenditure of $4,300. Subtracting out duplicated client data
would yield a higher per capita spending figure.

The following charts display the expenditures of the $1.67 billion across service types and
indicate that:

e DCF, DSS, and SDE account for virtually all expenditures for children’s services (Figure
1);

e DHMAS and DSS account for the majority of expenditures for adult services (Figure 2);

e |npatient and other 24-hour care (such as services received in a crisis stabilization unit,

skilled nursing facility, residential treatment center, therapeutic group home, halfway
house, etc.) consume 54% of the total $1.67 billion (Figure 3);

e Administrative coststotal 4%, leaving the majority of funds available to purchase direct
services (Figure 3); and

e DMHAS, DCF, and DSS expenditures for all age groups combined account for 84% of
the total (Figure 4).
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Figure 1. FY'05 Connecticut Mental Health
and Substance Abuse Expenditures by State

Agency: Children Under Age 18*
Total Expenditures = $683.3 Million

CSSD/Judicial
2.5%

DSS
15.0%

DPH
0.04%

0.1%

* Some state agencies children's counts start at age 16 or 17 years old. Figure
excludes agency expenditures not identified by age.
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Figure 2. FY'05 Connecticut Mental Health and
Substance Abuse Expenditures by State
Agency: Adults Age 18 and Over*

Total Expenditures = $964.2 Million

CSSD/Judicial

DCF
0.01%

DSS
32.5%

DOC DMHAS
1.8% 60.6%

DMR
1.4%

* Some state agencies children's counts start at age 16 or 17 years
old. Figure excludes agency expenditures not identified by age.
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Figure 3. FY'05 Connecticut Mental Health and
Substance Abuse Expenses by Service
Category*

Total Expenditures = $1.68 Billion

Professional
Services
5%

< 24-Hour Care

37%

Other 24-Hour
Care
35%

Administrative
4%

Inpatient & _
Outpatient Inpatient
5% 14%

* The category "Inpatient & Oupatient"” reflects data that were unable to be
identified separately.
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Figure 4. FY'05 Connecticut Mental Health and
Substance Abuse Expenditures by State

Government Agency
Total Expenditures = $1.68 Billion

SDE CSSD/Judicial

OPM 0.0% 2.8%

0.001%

DVA
0.4% DCF

24.6%

DSS
24.9%

DPH
0.8%

DOL
0.001%
DOIT
0.1%

DMHAS

poc 34.8%

1.7%

0.9%




Mental Health Needs Assessment and Resource Inventory
SUMMARY REPORT

[11.B. Needs Assessment

The Needs Assessment essentially isalook at the mental health landscape in Connecticut and
involves identifying the services, activities, and programs that exist and that are lacking for the
state’ s citizens. The Needs A ssessment was conceptualized as spanning three levels or groups:
individuals and families receiving care; mental health providers and agencies; and general
citizens of Connecticut.

One component of the assessment involved reviewing all available reports since 2000 from state
agencies, commissions, and interagency task forces, and other stakeholders. More than 165 such
documents were reviewed. They contained awide range of qualitative and quantitative
information that included existing mental health assets and needs, barriersto care, and
recommendations for addressing mental health care needs across the life span. Thisinformation
was categorized into 34 topic areas that coincided with the subgoals and priorities outlined in the
New Freedom Commission report.

In addition, several other tools and instruments were used to help identify where the needs exist
in Connecticut’s mental health system. For the different groups, the following special efforts
were undertaken (with the findings described Section 1V):

e Individualsand familiesreceiving care. DCF conducted a Mental Health
Transformation Survey, which solicited information and views from parents and
providers on how to improve the state's mental health infrastructure. Also, MHT SIG
staff relied on an innovative measure, called Elements of a Recovery Facilitating System
(ERFS), to better understand the needs and perspectives of adult service recipients.

e Mental health providersand agencies. DMHAS issued its Agency Recovery Self-
Assessment to providers statewide and received 114 completed surveys.

e General citizens. The University of Connecticut’s Center for Survey Research and
Analysis surveyed Connecticut citizens to better understand where people turn for help
with mental health concerns and collected 557 responses.

Datafrom each level were collated and analyzed according to the six New Freedom Commission
goals and their accompanying themes, described in Table 1 below.

11
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Tablel. President’s New Freedom Commission Goals Defined

NFC Commission Goal Major Themesrepresented in Goal
1. Mental Health is Essentia | Financing; fragmentation of services; coordination between
to Overall Health mental health and physical health; mental illnesses being left

untreated; suicide; and stigma

2. Mental Health Careis Federal financing; complexity of service system; overlapping
Consumer and Family program efforts;, mental health servicesin correctional

Driven ingtitutions; state-level fragmentation; restraints and seclusion;
Consumer and family involvement with individualized plans for
care, evaluation, and services; unnecessary ingtitutionalization;
employment; income supports; affordable housing; and
community-based care

3. Digparitiesin Mental Cultural issues affecting service providers; rural America needs,
Health Services are minority populations as underserved and facing barriers to
Eliminated receiving appropriate care

4. Early Mental Health Schools; primary care settings; early assessment and treatment

Screening, Assessment, and | across the life span; co-occurring disorders
Referral are Common

Practices

5. Excellent Mental Health | Reimbursement policies that do not foster converting research to

Careis Délivered and practice; workforce problems; too few people benefit from

Research is Accelerated available treatment; delay in research to practice; not enough
research on long-term use of medications, trauma, disparities, or
acute care

6. Technology is Used to Technology; access to reliable health information; using
Access Mental Health Care | technology to improve access to care for rural and other
and Information underserved areas; enhanced medical records

V. Major Findings from Additional Studies

MHT SIG staff undertook severa collection and analytic activities to gather additional
information for the Needs Assessment. What follows are descriptions of each of six additional
surveys, evaluations, or instruments, along with the important findings.

I'V.A Probabilistic Population Estimation

The Probabilistic Population Estimation (PPE) is astatistical procedure that helps to identify
overlap among populations. The MHT SIG staff wanted to know how many clients who receive
mental health services from DMHAS also receive other services that are publicly funded, such as
services through Medicaid. (In estimating the number of people who are represented in data sets,
the PPE uses no unique personal identifiers.) The staff collected data sets from the following
sources: DMHAS, DCF, the Department of Correction (DOC), State Administered General
Assistance (SAGA), Temporary Assistance to Needy Families (TANF), the Department of
Mental Retardation (DMR), and the Department of Social Services, which oversees the Medicaid
program in Connecticut (DSS-Medicaid). Bristol Observatories performed the PPE procedures.

12
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The Yale Program for Recovery and Community Health (PRCH) eval uation team provided

further analysis.

The data sets involved adults only, and separate comparisons were made between DHMAS and
each of the six entities. Comparisons among all the entities were not made.

The PPE findings for 2004 and 2005 are presented in Table 2. The area of greatest overlap was
with the Medicaid program: 43% of DMHAS clients al so received Medicaid benefits in 2005.
That year, DMHAS clients received services from other state departments at rates ranging from
1% to 13%. The overlaps highlight the need for a more integrated and coordinated service-

delivery system.

Table 2. Probabilistic Population Estimation Results

2004 2005
% Caseload Overlap % Caseload Overlap
% of % of
N % of MH Dataset | N % of MH Data set
Data sets*

TANF 1,386 3% 5% 1,311 3% 5%
SAGA-Medica 5,319 13% 11% 5,599 13% 10%
Abuse/Neglect 1,647 4% 5% 1,525 4% 6%
Perpetrators (DCF)
DOC 2,898 7% 10% 3,235 7% 12%
Arrests 4,227 10% 6% * * *
Probation 2,284 6% 8% 2,388 6% 8%
DMR 621 2% 5% 629 1% 5%
DSS-Medicaid 18,070 44% 7% 18,505 43% 7%

* data not available for year 2005 at the time of this report

In looking at more detailed information, the PPE analyses also show that from 2004 to 2005
there was an increase in the number of DMHAS clients who also were likely to be receiving
services from DOC. When the PPE information is broken down further by age categories, the
largest gain in percentage overlap between DMHAS and any of the agencies studied occurred
with DOC. The percentage of DMHAS clients ages 30 to 39 who also used DOC services rose
from 8% in 2004 to 12% in 2005. This finding suggests an increasing rate of incarceration for
DMHAS clientsin their 30s. One interpretation might be that there has been some improvement
in identifying individuals with mental health needs while in DOC custody, and thus individuals
are becoming linked at a higher rate to mental health services upon release.

Furthermore, in 2004, 17% of DMHAS clients ages 18 to 29 were highly likely to be identified
in the arrest data set. Taken together, the arrest and DOC findings suggest an increased need for
greater jail-diversion and prevention efforts during the early adult years and for early
identification and coordination of mental health services for inmates while they are in prison and
upon release.

13
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IV.B Connecticut Citizens Survey

This telephone survey collected basic epidemiological data and information about how people
from a random sample of Connecticut households seek help for mental health concerns. The
PRCH evaluation team at Y ale University developed a survey instrument that assessed the
following: demographic data; prevalence of mental health-related symptoms for the person over
the age of 18 who answered the phone; prevalence of mental health-related symptoms of
additional household members; information about the degree to which the symptoms affected the
life of the respondent or household members; any efforts to seek help, including from whom and
the degree of satisfaction with the help received; barriersto receiving help; and
recommendations for transforming the mental health system. The University of Connecticut’s
Center for Survey Research and Analysis administered the survey. No identifying information
was collected from respondents.

The final survey of 557 citizens includes a sample of the general population and an oversample
of rural and urban minority residents. The questions explored symptoms based broadly on the
criteriafor major mental disorders delineated in the American Psychiatric Association’s
Diagnostic and Satistical Manual-1V (DSM-1V), and were not intended to establish a diagnosis.
Respondents were asked to consider only the past year when answering the questions.

Table 3 suggests that the survey sample succeeded in approximating the demographic
distribution of Hispanics and in overrepresenting residents who described themselves as
Black/African American or Other, when compared to reports of the demographic distribution
within the state.! There was, however, an underrepresentation of men (30%).

Table 3. Demographic Profile of Respondents

Demographic N % Demographic N %
Gender Geographic Residence
Male 165 30% Urban 171 31%
Female 392 70% Suburban 254 46%
Age Rural 132 24%
18-29 years 67 13% Educational L evel
30-39 years 86 16% Grade school or less 18 3%
40-49 years 112 21% Some high school 23 4%
50-59 years 126 23% High school 134 24%
60-69 years 71 13% Some college 162 29%
70-79 years 49 9% College graduate 123 22%
80 years and older 27 5% Postgraduate 93 17%
Race/Ethnicity Refused 4 1%
White/Caucasian 408 73% Work Status
Black/Afr. American 75 14% Full-time 289 52%
Other 67 12% Part-time 82 15%
Don’'t know 1 0 Not working 183 33%
Refused 6 1% Refused 3 1%

! http://quickfacts.census.gov/qf d/states/09000.html- According to the 2005 census, Connecticut citizens were
reported to be 84.9% Caucasian; 10.9% Hispanic origin; 10.2% Black; 5% Other.

14
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Hispanic origin Income
Yes 57 10% Less than $20,000 67 13%
No 498 89% $20,000 to $39,000 88 18%
Refused 2 0 $40,000 to $74,000 125 25%
More than $75,000 181 36%
Refused / Don’'t know 39 8%

Percentage

Results from the survey revealed that 63% of the respondents reported experiencing mental
health symptomsiin at |east one diagnostic category. As described in Figure 5, respondents
reported rates of mood and anxiety disorders (47.2%) and posttraumatic stress disorders (PTSD,
21.8%) that were higher than expected, based on national norms. These rates are worthy of
further exploration.

Figure 5: Respondents Endorsed Psychiatric Symptoms
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Respondents were asked about their efforts to seek help, including from whom and the degree of
satisfaction with the help they received. As Figure 6 shows, the most striking finding in relation
to help-seeking is that almost one of five respondents (17.8%) who reported experiencing
psychiatric symptoms sought no help whatsoever. Furthermore, the majority of people who did
seek help turned not to mental health professionals but to family and friends (54.2%) and general
practice physicians (29.9%). Private mental health practitioners were sought by 27% of

15
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respondents. Clergy (16.1%) and the Internet (15.6%) were ranked next highest. Finaly,
emergency rooms/hospitals, school-based health care providers, community mental health
centers, and self-help groups each were endorsed by less than 10% of respondents.

Figure 6: Where Respondents Turned for Help
N=349
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Respondents al so were asked to identify up to two additional household members