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Checklist

Please check each box below, as appropriate; and
mpleted checklist must be submitted as the first page of the CON application.
i

Attached is a paginated hard copy of the CON application including a completed
affidavit, signed and notarized by the appropriate individuals.

/ .
(*New™). A completed supplemental application specific to the proposal type,
available on OHCA'’s website under “OHCA Forms.” A list of supplemental forms

an be found on page 2. ,
IE/:\ttached is the CON application filing fee in the form of a certified, cashier or

business check made out to the “Treasurer State of Connecticut’ in the amount
of $500.

Attached is evidence demonstrating that public notice has been published in a
suitable newspaper that relates to the location of the proposal, 3 days in a row, at
least 20 days prior to the submission of the CON application to OHCA. (OHCA
requests that the Applicant fax a coun‘esy copy fo OHCA (860) 418-7053, at the
time of the publication)

Attached is a completed Financial Attachment

Submission includes one (1) original hardcopy in a 3-ring binder and a USB flash
drive containing:

1. A scanned copy of each submission in its entirety, including all
attachments in Adobe (.pdf) format.

2 An electronic copy of the applicant’s responses in MS Word (the
applications) and MS Excel (the financial attachment).
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Connecticut Department
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State of Connecticut
Department of Public Health
Office of Health Care Access

Certificate of Need Application
Main Form
Required for all CON applications

Contents:
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Checklist

List of Supplemental Forms

General Information

Affidavit

Abbreviated Executive Summary
Project Description

Public Need and Access to Health Care
Financial Information

Utilization
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Name of Applicant:

General Information

Name of Co-Applicant:

Behavioral Solutions, PC

Growing Potential Services:Therapeutic and

Connecticut Statute Reference:

MEDICAID TYPE OF
MAIN SITE PROVIDER ID|{ FACILITY MAIN SITE NAME
2 Program Building
20 STREET & NUMBER
g 141 Hazard Ave
TOWN ZIP CODE
Enfield 06082
MEDICAID TYPE OF
o| PROJECT SITE |PROVIDERID{ FACILITY PRQJECT SITE NAME
ﬁ Program Building
“g STREET & NUMBER
'©[141 Hazard Ave
o TOWN ZIP CODE
Enfield 06082
OPERATING CERTIFICATE TYPE OF LEGAL ENTITY THAT WILL OPERATE OF
NUMBER FACILITY THE FACILITY (or proposed operator)
- Growing Potential Services: Therapeutic and
g [Behavioral Solutions, PC
g STREET & NUMBER
O| 141 Hazard Ave
TOWN ZIP CODE
Enfield 06082
4 NAME TITLE
£ [Marcy Taliceo CEQ
§ STREET & NUMBER
w141 Hazard Ave
:‘i:".. TOWN STATE ZIP CODE
o |[Enfield CT 06082
Version 3/9/16
Page 2 of 18
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TELEPHONE FAX E-MAIL ADDRESS
860-698-6077 860-698-6631 growingpotentialservices@gmail.com
Title of Attachment:
Is the applicant an existing facility? If yes, attach a copy of the YES []
resolution of partners, corporate directors, or LLC managers, NO  x[]
as the case may be, authorizing the project.
Does the Applicant have non-profit status? If yes, attach YES [
documentation. NO  x[]
o PC []  Other:
Identify the Applicant's ownership type. LLC L]
Corporation  x[_|

Applicant's Fiscal Year (mm/dd)

Start__01/01/2016

End 12/31/2016

Contact:

Identify a single person that will act as the contact between OHCA and the Applicant.

NAME TITLE
= [Marcy Taliceo CEO
S STREET & NUMBER
£ | 141 Hazard Ave
o [TOWN STATE ZIP CODE
‘£ [Enfield CT 06082
g TELEPHONE FAX E-MAIL ADDRESS
5 growingpotentialservices@gmail.
Q |860-698-6077 860-698-6631 com
RELATIONSHIP TO
APPLICANT Owner
Identify the person primarily responsible for preparation of the applicatibn (optional):
NAME TITLE
Marcy Taliceo CEO
STREET & NUMBER
& |7 Quaker Lane
T [TOWN STATE ZIP CODE
?g_ Enfield CT 06082
2 [TELEPHONE FAX E-MAIL ADDRESS
= growingpotentialservices@gmail.
860-698-6077 860-698-6631 com
RELATIONSHIP TO
APPLICANT self
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Affidavit

Applicant: ﬁYU\Aan(‘ /?ALD\J(M gif\}rcob K]"/(Maf(?uﬁ 2y ¥4 éﬁmwow@

Lolohms  F =
Project Title: fﬁ?/ ()Zﬂhdﬂ//? 5 Kg 74 % /A?/é . é‘%ﬁﬂffﬁf A
Day T zxot Clonie

Mooy 77 bicoss __CEO

" {Narhe) (Position — CEQ or CFO)

pesh 0 Bo oo Slohous, F&
of é‘lﬂm\\'\o QBL’JUL(LQ »g\(\ACQS‘ \YLLUQ being duiy s%c/)\;n depose ig?ld state that the (Facility

Name) saicfacility complies with the appropriate and applicable criteria as set forth in the
Sections 19a-630, 19a-637, 19a-638, 192-639, 19a-486 and/or 4-181 of the Connecticut
General Statutes.

A A &

. ,Sig‘ﬁafure Date

Subscribed and sworn to beforemeon Y / [ef / [l

M
Soiun ) S ROTARY PP 5

MY COMMISSION EXPIRES

Notary Public/Commissioner of Superior Court

My commission expires: 9 ) B ' 72020

Version 3/9/16
Page 6 of 19
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Executive Summary

The purpose of the Executive Summary is to give the reviewer a conceptual
understanding of the proposal. In the space below, provide a succinct overview

of your proposal (this may be done in bullet format). Summarize the key elements of the
proposed project. Details should be provided in the appropriate sections of the
application that follow.

Autism service

Social skills training

Community mentor support

ADL skill assessment and training

2 & 8 @

Life skills training

Medication Management

Case Management

Substance Abuse Consultation
Qutreach Services

Adult Day Treatment Programs

Adult Qutpatient Psychiatric Services
Psychological Testing

Occupational Therapy

Physical Therapy

Speech and Language Therapy
Psychiatric Testing for Diagnostic Clarification
Day treatment groups

Partial hospitalization program

® ® &6 & & & O 2 & O © » L 6
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PROJECT DESCRIPTION

1. Providea detailed narrative describing the proposal. Explain how the Applicant(s)
detexmined the necessity for the proposal and discuss the benefits for each
Applicant separately (if multiple Applicants). Include all key elements, including
the parties involved, what the proposal will entail, the equipment/service locationg(s),
the geographic area the proposal will serve, the implementation timeline and why
the proposal is needed in ¢the commumity.

GPS was established on June 13, 2013 with the following mission statement in
mind:
Growing Potential Services: Therapeutic and Behavioral Solutions, PC was founded on the
belief that all individuals benefit from guidance and direction to help maximize their unique
potentials and achieve growth in all aspects of their lives. Growing Potential Services assists
individuals in navigating their internal GPS on the road toward healthy growth and change.

At that time only outpatient services were being offered in our original location in
Windsor Locks. By November of 2013 GPS expanded into a larger office space located
at 139 Hazard Ave, Enfield and started to offer Therapeutic Services for Kids in an
individual and group setting. Over the next year and half we continued to grow to add a
Behavior Analyst, and other Iicensed Clinicians to offer outpatient services to children
and adults. We’ve obtained a second service location located at 141 Hazard Ave, Enfield
in order to offer even more services. Since June of 2013, we have added the following
Services:

Therapeutic Afterschool Program through ABIVDCF (DCF)

Clinical Assessments through ABH/DCF (Insurance and DCF)

Child and Adult Medication Management (Insurance)

DDS Autism Services (Contracted)

Extended Day Treatment licensed though DCF (Insurance)

Independent Behavioral Consultations for DDS residential and day treatment programs
(Contracted)

In Home Behavioral Services for children with and without Autism (Insurance and DCF)

GPS is paneled to provide services to the following insurance companies: Husky, United
Behavioral Health, Connecticare, Tufts, BCBS, Cigna, Actna, Oxford, TriCare, Beacon
Health, Magellan

Although GPS currently serves adults in its outpatient group and has a clinic license for
children, we would like to expand adult services to include
¢ Day treatment
Testing for diagnostic clarity
Case management, individual and group therapies
Outreach services
Internships for qualified students.
GPS would like to start providing Adult Clinic Services as of May 1, 2016,

P7




We have found that the population in Enfield and surrounding towns is seeking a
comfortable, multifaceted, holistic clinic to attend as opposed to “people mills, drs
offices” as clients have expressed. The setting at GPS can be described as a more
relaxing and private setting that feels more like being at home. GPS is also the only
mental health group in this area that provides a large number of services to a large
demographic needing more than just a “cookie cutter” treatment plan. Our current
population is: Ages 4-73, Commercial and State Plan insured, primarily low income
families with an average of 5 individuals in the family. Our individuals have diagnosis of
Autism, ADHD, Mood Disorders, Anxiety Disorders, Adjustment Disorders, etc... Over
the next few months, we will be adding Developmental Testing, Physical Therapy,
Speech Therapy and other services needed for children in the community so that parents
with limited mobility and/or availability can have their child receive all of the services
they need under one roof,

2.Provide the history and timeline of the proposal (i.e., When did discussions begin
internally or between Applicant(s)? What have the Applicant(s) accomplished so far?).

After obtaining the second space in September of 2015, we applied for and received DCF
licensing for Extended Day Treatment. We are now considered a Child/Adolescent
Clinic through Value Options and Husky. Since our 141 Hazard Ave location is
primarily used for children in the afternoons, I realized that the space is severely
underutilized while the community at large is in need of more Day Treatment options for
adults. Since February 2016, I have been discussing this option with others on my team
and we all feel as though this is a great step forward for the community.

3. Provide the following information:

a. utilizing OHCA Table 1, list all services to be added, terminated or modified, their
physical location (street address, town and zip code), the population to be served
and the existing/proposed days/hours of operation;

identify in OHCA Table 2 the service area towns and the reason for their inclusion (e.g.,
provider availability, increased/decreased patient demand for service, market share

Table 1 and 2 attached

4. List the health care facility license(s) that will be needed to implement the proposal;

Private Freestanding Mental Health Day Treatment Facility CT 192-491 and/or
19a-506 |

Private Freestanding Facilities for the Care or Treatment of Substance Abuse or
Dependence Connecticut General Statutes Section 19a-491 and/or 192a-506
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Private Freestanding Psychiatric Outpatient Clinics for Adults Connecticut
General Statutes Section19a 491 and or 19a-506

. 5. Submit the following information as attachments to the application:
a. acopy of all State of Connecticut, Department of Public Health license(s)
currently held by the Applicant(s);
see attached
b. a list of all key professional, administrative, clinical and direct service
personnel related to the proposal and attach a copy of their Curriculum

Vitae;

see attached resumes

Clinic Personnel
Licensed Clinicians : Date of Hire
Marcy Taliceo, LPC 6/13/13
Yvonne Kintgios, LPC 12/14/15
Behavior Analyst;
Kaitlin Grout, BCBA 12/20/14
Psychiatry;
Dr Amit Rathi, Psychiatrist 1/26/16
Direct Care Staff: :
- Jamal Williams 10/21/15
- Corey Overstreet 2/29/16
- Kristen Pomeroy 2/26/16
-Marquis Taliceo 1/14/14
- Mark Nassau 11/12/13
- Shanna Hebert 1/9/15
~ Cynthia Ortiz 7/8/15
- Jessica Hickey 6/11/15
- Kelley Phelan 11/3/15
- Helena Rosario 9/24/15
- Michael Fitch 4/2/16

c. copies of any scholarly articles, studies or reports that support the need to
establish the proposed service, along with a brief explanation regarding the
relevance of the selected articies;

see attached article entitled Engaging Families into Child Mental Health
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Treatment: Updates and Special Considerations.

I chose this article for several reasons. What stands out to me most about this article is
the need for family services. This article outlines the need for entire families to engage in
services whether for themselves or the child. Without family involvement the rates of
attendance and compliance with treatment decreases significantly. Our clinic will
provide a menu of services for child and their parents so that we can help the family as a
whole in one setting. Potentially, children may attend a group while parents attend an
individual session and visa versa or parents may attend couples therapy while the child is
with a mentor working on skill building and positive relationships. The need for a
holistic and family oriented clinic is a great one and it is something that the Town of
Enfield and surrounding towns will benefit tremendously from.

d. letters of support for the proposal;
see attached

e. the protocols or the Standard of Practice Guidelines that will be utilized in
relation to the proposal. Attach copies of relevant sections and briefly
describe how the Applicant proposes to meet the protocols or guidelines.
See attached

f. copies of agreements (e.g., memorandum of understanding, transfer agreement,
operating agreement) related to the proposal. If a final signed version is not
available, provide a draft with an estimated date by which the final agreement will
be available.

There are no agreements in place related to this proposal.

PUBLIC NEED AND ACCESS TO CARE

6. Describe how the proposed project is consistent with any applicable policies and
standards in regulations adopted by the Connecticut Department of Public Health,

A Certificate of Need in accordance to CT Gen Statute 19a-639a is being applied for at
this time. GPS is attaching evidence of a 3 consecutive day publication and appropriate
application fee.

7. Describe how the proposed project aligns with the Connecticut Department of Public
Health Statewide Health Care Facilities and Services Plan, available on OHCA’s website.

GPS Day Treatment and Psychiatric Clinic Services will align with CT DPH Health Care
Facilities and Services Plan by offering a menu of therapeutic services available to
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lindividuals of all age, race, gender, religion, culfure and their families. GPS is
committed to a family model of services when appropriate to maximum success for the
Individual and community at large.

8. With respect to the proposal, provide evidence and documentation to support clear
public need:

a. identify the target patient population to be served;
Target Population: Ages 4-73, Commercial and State Plan insured.
Qualifying DSM V diagnosis. Individual and F amtly Focused Treatment
Model

b. discuss how the target patient population is currently being served
Currently the target population is being served either in a private individual
clinicians office in conjunction with other community service providers if
there is a need for care in other areas eg,. Physical therapy, Ooccupational
Therapy,Medication Management. There is 1 other Community Based center
in Enfield however they do not have the array of services that GPS currently
offers and proposes to offer such as intensive Autism services, Speech
Therapy, Developmental screenings.

C. document the need for the equipment and/or service in the community;
Community need: Multiple community services organizations have been
developed in an effort to help with the growing need of the mental health and substance
abuse crisis in Enfield and Hariford County. The following is an example of the

community’s efforts in providing resources to the Enficld population,
- Wrapct
~ North Central Commumnity Collaborative
- Enfield Special Education Resource Group
- Enfield Together Coalition

d. explain why the location of the facility or service was chosen
GPS has 2 buildings in this medical office park. There is also access to a
chiropractor, general practitioner and Obgyn. We are also on a public
{ransportation line and handicapped accessible,

c. provide incidence, prevalence or other demographic data that demonstrates
communify need;

According to Suicide Prevention CT Connecticut Data From 2001 through
2014, 114 of Connecticut’s youth have died by suicide. Connecticut’s
statistics closely follow the national statistics (above) for suicidal ideation or
planning, having trended down from 2001- 2009 and increasing since 2009
(graph). Equally concerning is the downward trend in the average age of a
youth who die by suicide, from 17 in 2007 to just over 14 years of age in
2013. Although the numbers are small relative to the total population, each
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youth suicide has a devastating impact to the youth’s family, school, and
communify, and the ripple effect of each tragedy cannot be overstated.

According to samhsa.gov, there are only 2 Clinic and Day Treatment
Facilities in Enfield, CT

1. discuss how low income persons, racial and ethnic minorities, disabled persons
and other umderserved groups will benefit from this proposal;
GPS is seeking to increase the level of services that we can offer to the

community.

g. list any changes to the clinical services offered by the Applicant(s) and explain
why the change was necessary;

Increase in patient care will include medication management, outpatient therapy,
day treatment, partial hospitalization programs, case management.

b. explain how access to care will be affected;
Offering these services will be a large benefit to the community for individuals of
all ages.

1. discuss any alternative proposals that were considered.
no other proposals were considered

9. Describe how the proposal will:

a. This proposal will:

Improve the quality of health care in Enfield and surrounding towns by offering a
variety of services under on roof for case and convenience for Individuals and their
families.

b. improve accessibility of health care in the region; and

GPS is fully accessible by public transportation and in a known medical park on
a ain road.

¢. improve the cost effectiveness of health care delivery in the region.

Service costs of Inpatient stays will decrease due to the increase of services that
GPS will be able to offer to Enfield and sutrounding towns.

10. How will this proposal help improve the coordination of patient care (explain in
detail regardless of whether your answer is in the negative or affirmative)?
GPS employs a large variety of qualified individuals to provide the needed services in
one setting. There is almost no need to go elsewhere for behavioral health treatment.

11, Describe how this proposal wilt impact access to care for Medicaid recipients and
indigent persons.
GPS will not turn any person away for inability to pay for services. GPS will continue to
accept Medicaid.

12. Provide a copy of the Applicant’s charity care policy and sliding fee scale applicable
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to the proposal.

Financial Assistance is the cost of providing free or discounted care to individuals who
cannot afford to pay, and for which GPS ultimately does not expect payment. GPS may
determine inability to pay before or after medically necessary services are provided. This
1s also referred to as Charity Care

13. If the proposal fails to provide or reduces access to services by Medicaid recipients or

14.

15.

16.

1%

18.

indigent persons, provide explanation of good cause for doing so.
Not Applicable. This proposal will not reduce services to Medicaid recipients; it
will increase services and care.

Will the proposal adversely affect patient health care costs in any way? Quantify and
provide the rationale for any changes in price structure that will result from this
proposal, including, but not limited to, the addition of any imposed facility fees.

These services will not negatively impact any current or future Individuals who are
accepting into GPS programs

FINANCIAL INFORMATION

Describe the impact of this proposal on the financial strength of the state’s health care
system or demonstrate that the proposal is financially feasible for the applicant.

GPS is currently providing services for multiple commercial and state funded
plans and we are maintained financially by such. We have been in business for
almost 3 year and have never needed a line of credit to sustain our operations. We
will continue to provide services and help reduce the cost of inpatient hospital stays
that are being funded by the state or other resources.

Provide a final version of all capital expenditure/costs for the proposal using OHCA
Table 3.

see attached table 3
List all funding or financing sources for the proposal and the dollar amount of each.
Provide applicable details such as interest rate; term; monthly payment; pledges and
funds received to date; letter of interest or approval from a lending institution.

GPS is currently providing services for multiple commercial and state funded plans
and we are maintained financially by such.

Include as an attachment
a. audited financial statements for the most recently completed fiscal year. If
audited financial statements do not exist, provide other financial documentation
(e.g., unaudited balance sheet, statement of operations, tax return, or other set of
books). Connecticut hospitals required to submit annual audited financial
statements may reference that filing, if current;

see attached tax returns for 2014. 2015 have not been completed and an

extension has been filed after beginning services with a new accountant this year.
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b. completed Financial Worksheet A (non-profit entity), B (for-profit entity) or C
(§192-486a sale), available on OHCA'’s website under OHCA Forms, providing a
summary of revenue, expense, and volume statistics, “without the CON project,”
“incremental to the CON project,” and “with the CON project.” Note: the actual
results reported in the Financial Worksheet must match the audited financial
statement that was submitted or referenced.

see attached financial worksheet

19. Complete OHCA Table 4 utilizing the information reported in the attached Financial
Worksheet.
see attached table 4

20.  Explain all assumptions used in developing the financial projections reported in the

Financial Worksheet.
Financial assumptions are based on the increase in patient care and billing practices that

will be available if license is obtained. This will include an increase in groups therapies,
day treatment programs and other needed community services. This will increase the
revenue of the company based on increased client visits.

21 Explain any projected incremental losses from operations resulting from the
implementation of the CON proposal.
There are no projected financial losses at this time.

22. Indicate the minimum number of units required to show an incremental gain from

operations for each projected fiscal year.
The minimal amount of unit gains needed are projected to be 50% in 2 years and 75%

within 3 years.
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UTILIZATION

23. Complete OHCA Table 5 and OHCA Table 6 for the past three fiscal years (“FY?”),
current fiscal year (“CFY”) and first three projected FYs of the proposal, for each of the
Applicant’s existing and/or proposed services. Report the units by service, service type or
service level.
see attached table 5 and 6

24. Provide a detailed explanation of all assumptions used in the derivation/ calculation of
the projected service volume; explain any increases and/or decreases in volume reported in
OHCA Table 5 and 6.

Medicaid volume is expected to increase therefore the potential for discharged numbers

in Medicaid may rise. As Medicaid volume rises, there is a potential that commercial

plan volume will decrease.

25. Provide the current and projected patient population mix (number and
percentage of patients by payer) for the proposal using OHCA Table 7 and | provide
all assumptions. Note: payer mix should be calculated from patient volumes, not
patient revenues.

see table 7

26. Describe the population (as identified in question 8(a)) by gender, age groups or persons
with a specific condition or disorder and provide evidence (i.e., incidence, prevalence or
other demographic data) that demonstrates a need for the proposed service or proposal.
Please note: if population estimates or other demographic data are submitted, provide only
publicly available and verifiable information (e.g., U.S. Census Bureau, Department of
Public Health, CT State Data Center) and document the source.

see attached data regarding the need for services for families struggling with mental

health and/or substance use/abuse.

27.Using OHCA Table 8, provide a breakdown of utilization by town for the most recently
completed fiscal year. Utilization may be reported as number of persons, visits, scans or
other unit appropriate for the information being reported.

see attached table 8

28. Using OHCA Table 9, identify all existing providers in the service area and, as
available, list the services provided, population served, facility ID (see table footnote),
address, hours/days of operation and current utilization of the facility. Include providers in
the towns served or proposed to be served by the Applicant, as well as providers in towns
contiguous to the service area.

see attached table 9

29. Describe the effect of the proposal on these existing providers.
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It is the understanding as reported by Individuals served, that the waitlist for the above
mentioned local providers is months long. It has also been reported that they are
unhappy with the “feel” of the other settings and feel more “comfortable” at GPS which
is reflective of our retention and minimal no show rate. Being afforded quality care ina
comfortable and reinforcing environment will hopefully have long term and lasting
effects of treatment.

30 and 31.
Describe the existing referral patterns in the area served by the proposal,

Explain how current referral patterns will be affected by the proposal.

Referrals are currently provided by schools, Pediatricians, families and other
community providers. Our referral process is easy and informative, providing
information about services to the caller and Tndividual upon scheduling. Referrals are
made on an average of 4 calls per day however our waitlist for some services is growing
due to community recognition and service demands. It is necessary to be able to
employee more clinicians and offer more services at the Individuals convenience so that
we can continue to serve all our referrals in a timely manner. Our average referral to
appt time frame is 3 days.

32, If applicable, explain why approval of the proposal will not result in an Bnnecessary

duplication of services.
By providing more clinicians and case coordination and a variety of needed services,

we will be able to ensure timely and efficient care.

33. Explain in detail how the proposal will impact (i.e., positive, negative or no impact) the
diversity of health care providers and patient choice in the geographic region,

The Staff at GPS are very diverse in many ways. We come from all walks of life, have
different life experiences, vary in age from 19-67 » are of a variety of races and culiural
backgrounds, some with children/some without, some with family members living with
mental illness or substance addiction and some without. We are a group of climicians
that cares and relates to the Individuals we serve. We are a Judge free environment and
that remains a priority first and foremost. Tt is mmportant that our Individuals feel that as

soon as they enter or office.
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HEALTH INSPECTION RESIDENTIAL AND DAY FACILITIES
CERTIFICATION
8-1-0%

STATE OF CONNECTECUT

DEPARTMENT OF CHILDREN AND FAMILIES
DIVISION OF ADMINISTRATIVE LAW AND POLICY
505 Hndson Sireet, Hartford, Connecticut 06106

Unit or Cottage Name:

Facility Mame: (:C Imgr i) £ j‘i Foderntiat Yy L_Q_,,f,,

Address: Py f"fcz Zgomedf Ave.

f;ﬁ "A'lt’l_j f:i 5 a-}',"‘ ﬂlfn f}/?b?\.

WATER SUPPLY: /
1. Description of drinking water source: Public Well
2. If supplied by well water, has the supply been analyzed and found safe?
If so, When? Please attach lab results to this form.
SEWAGE DISPOSAL: /
1. Privafe on-site septic system. Public Sewers !

2. Date system was last serviced/pumped

if,guf: pater @ /A8 PIF foar P - C‘?é—f"ﬂ}vﬂj’?ve_cf[— to TS

TOILET FACILITIES: e pr
1. Nugiber of toilets for femetes . ( __ for 3L Urinals A sinks A
2. Toilets clean o in good working order w in good repair v
3. Adequate lighting_,~ Ventilation ~ Screening i /f -

wdf Mecated poprm forwef s e 5-{:"@""_%  Covered haste 2
SLEEPING QUARTERS (N/A for Day Programs and (élinics): :
1. Is distance between beds proper? (3 ft. For single, 4 1/2 for double deck beds)?
Check for cleanliness: walls floor _ matiresses bedding

KITCHEN AND DINING ROOM: Cty, blfeschy o cbend
1. Are dishes, silverware, etc. In good condition and clean? Plostic wev e —  bash focius e / Seves 12 €.
9 1s there sufficient hot water available for washing dishes? _7/es ’
3. Is the home equipped with a dishwasher? ACO Tf so is it functioning properly? '

4. Check for cleantiness: floors_« walls_ « tables_+_counters o« sinks_ ¢ .
ventilation and air conditioning systems__»~  appliances Ao f / R PN R

5. Is refrigerator clean? __+~ Ts food adequately refrigerated and properly stored? G O i 7%,,.,7,,,_, e

6. Is food protected from dust? Aot flies? o et vermin? Tt

7. Is kitchen screened? Iy Is dining room screened? &7 75l '

8. Are covered containers provided for garbage? /@5 _
p 9. Are food preparation & serving areas in complianée with Health Depariment requirements? WA A G peile
Modor Proohws e —furo el f&t—&ﬁ—{}f,e,g«f_.. Sadeatior ot guiped, o ChLlalas i *7
GENERAL: 7 Z .
1. Are all stairways free from obstruction? ﬂf/ A
2. Ts the building apparently in good repair? Lljg,,‘s“ )
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2. Are surrounding grounds kept clean? ___i/e.5

4. Ts housekecping satisfactory? ek
5. Are floor coverings safe and clean?’ A e aned  Cargif €5
6. Are laundry facilities adequate? gé /# _ Clean? In {:food repair?

@//ﬁwdk4% Bt g ;: T 74 - Bt g o ,&&?;‘ﬁ[ 2l

LEAD INSPECTION (Child Caring Facilities Only):
Has the facility had a comprehensive lead inspection? A0 (ATT%CH RESULTS) At pw 1775

Date of Inspection: £ Not applicable if house built since 1978:
. _ I . \ ' ' )
/\/u‘f/ e ! Childue é;?m fhe dge of g At f(‘ﬂ C"i‘i}’ il FLNLL

FLOOR PLANS:
Please attach floor plans for ali buildings used for sleeping or treatment purposes.

The attached floor plans have been reviewed and the maximum number of beds for children in each area meets with my
approval. The maximum capacity for sleeping or treatment purposes by floor is :

Tst: 2nd:_ 3ed:

THIS FACILITY HAS BEEN INSPECTED BY ME AND
DOES [ ] DOES NOT
MEET ALL APPLICABLE HEALTH DEPARTMENT REQUIREMENTS

HEALTH INSPECTOR (Print or fype name) JQ ;a,{;; cara é 4&- 0 ELLCIPLAD O
Signature: 4) s é--f TQ Pt 2 -~ /C/é‘fﬁ-é (Cosdved Mfm}# D
Address: ji )jﬁ W }_4( JWD aé,;{ gtgﬁ"‘/'% (7 gLofs  Dae l/.r ?ﬁ/-z al {‘;

Fi 4

Comments and Recormmendations (use separate sheet if necessaty)

Kote - Clock wnith ICF igordicy Chupolinio Loal_
7J¢,. T D B O /véf.u_-l,&,;ﬁ‘ gt fw ey LT T2

HEALTH INSPECTION
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Marcy L. Taliceo M.A., LPC 413-235-3450

Enfield, CT mitaliceo@msn.com

Professional Summary
Compassionate, solutions-oriented mental health professional dedicated to providing
exceptional care and devising creative treatment plans for chi Idren, adolescents and
adults diagnosed with a mental health disorder.

Work History

06/2013 to present Owner/ President, Clinical Director, Clinician
Growing Potential Services: Therapeutic and
Behavioral Solutions, PC

Owner/President:

e Duties include the day to day business and professional profile of
the organization

e Responsible for maintaining and strengthening our business
strategies and utilizing effective and appropriate marketing
techniques for growth and development.

e Attend all meeting with regards to the business planning and
decision of execution.

Clinical Director: :

e Responsible for program planning and implementation. Part of
that planning is to provide in house trainings as well as locate off
site training and development seminars for our staff in an effort
to retain a high quality team of professionals.

e Manage all intake operations to ensure comprehensive, timely
and appropriate case assignment.

¢ Providing professional supervision, case consultations,
conducting risk assessments and grievance response.

e Build and maintain professional relationships within the
community in an effort to strengthen collaborations.

Clinician:

* Develop and implement treatment plans and modify when
needed.

 Direct family-centered, strengths-based, culturally competent
and individualized intakes and assessments

o Display sensitivity to the cultural needs of the clients and families
served

* Guide clients in effective therapeutic exercises integrated from
Cognitive Behavior Therapy (CBT), Applied Behavior Therapy
(ABA) and Dialectical Behavior Therapy (DBT)
Document responses to treatment in clients’ case file.

e Facilitate a smooth discharge by encouraging and reassuring
clients throughout their transitions.
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03/2010 to 03/2013 Assistant Program Director In Home Behavioral
Services , Clinical Supervisor, Qutpatient Clinician, In
Home Behavior Specialist, In Home Therapist
Valley Psychiatric Services
Springfield, MA
Assistant Program Director-
* Responsibie for the daily tracking of referrals and case
assignments as the primary program contact
* Ran weekly team meetings, supervision of clinicians, case
consultations and collaborations,
¢ Served the role of liaison between clinicians, clients and
insurance companies regarding treatment prior authorizations
and renewals.

Clinical Supervisor for Outpatient Services and the In Home Behavioral Services:
* Managed 12 Supervisees, their cases and their documentation
*  Workto resolve any client concerns
* Provided weekly and bi weekly supervision to Masters Jevel
clinicians as well as Bachelor level case monitors,

Clinician/in Home Therapist:

* Developed and implemented treatment plans and modified when
needad

*» Directed family-centered, strengths-based, culturally competent
and individualized intakes and assessments

* Conducted risk assessments and crisis evaluation referrals

* Displayed sensitivity to the cultural needs of the clients and
families served

» Guided clients in effective therapeutic exercises integrated from
Cognitive Behavior Therapy (CBT), Applied Behavior Therapy
(ABA) and Dialectical Behavior Therapy (DBT)
Documented responses to treatment in clients' case file.
Facilitated a smooth discharge by encouraging and reassuring
clients throughout their transitions.

In Home Behavior Specialist:

»  Worked to identify and distinguish problem behaviors for the
identified child

* Developed Functional Behavior Assessments as well as
Behavior Intervention Plans in an effort to bring clarity and
structure to the child and their behaviors

* Employed methods of Applied Behavior Analysis in my work with
these clients to include reihforcement, extinction, shaping, data
coliection and graphing, functional analysis if needed, direct
assessments, indirect assessments, structured interviews,
identification of functional relations and more

01/2009 to 03/2010 Clinician/Parent Educator/After School Program
Clinical Support
Eastern Services of CT
East Windsor, CT
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| Clinician/Parent Educator:

+ Developed and implemented treatment plans and modified when
needed

* Directed family-centered, strengths-based, culturally competent
and individualized intakes and assessments

+ Conducted risk assessments and crisis evaluation referrals

+ Displayed sensitivity to the cultural needs of the clients and
families served

* Facilitated a smooth discharge by encouraging and reassuring
clients throughout their transitions. Provided structured parent
education/training in both a group and individual setting.

» Provided clinical support for after school program,

03/2008-03/2009 Employment Specialist
Community Health Resources
North Central Counseling
Enfield, CT

Employment Specialist:

¢ Guided young adults with mental illness in their journey to
employment
Worked one on one with clients in their home and in the office

* Served to be a support to clients while completing employment
applications and helping to prepare them for employment
interviews.

* Asmany of my clients were still pursuing educations
simultaneously, | also attended school team meeting in an effort
to collaborate for success

Education

10/2011 to 06/2013 Florida Institute of Technology: Online

Applied Behavior Analysis Certification
Coursework: Concepts and Principles of Behavior Analysis, Behavior Assessment and Program
Evaluation, Behavior Change and Procedures

09/2006 to 05/2009 American International College
Springfield, MA
Masters of Art: Clinical Psychology with a concentration in
Forensic Psychology
Coursework:_Counseling Psychology, Psychology of Cultural Diversity, Diagnostic Assessment |
and Il, Forensic Psychology, Advanced Abnormal Psychology, Adolescent Psychology, Child
Development, Psychopharmacology, Family Counseling, interpersonal Violence, Ethics in
Criminal Justice
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09/2003 to 05/2006 Bay Path College: Longmeadow, MA
Bachelors of Art: Psychology

Coursework: Communicating in Psychology, Psychology of Cultural Diversity, Theories of
Personality, Counseling Psychology

Skills

*  Skilled in intake interviewing

*  Adept at treatment and discharge planning

* Strong pubiic speaker

¢ Case management proficiency

Learning disability awareness

Culturally sensitive

Licensed as a mental health professional in both Mass and CT
CPR and First Aid certified

* Trained in Crisis Prevention Interventions

* Trained in data collection and interpretation

* &

CT Licensed Professicnal Counselor

MA Licensed Mental Health Counselor

References _

Kaitlin Grout, BCBA GPS 860-214-3626
Crystal Henry State of CT-Probation 860-241-2312
Karen Lapienski, EdD Elegant Clinical 860-413-9509
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Michael Fitch M.Ed.CAGS

26 Saybrook Circle
South Hadley, MA

01075

413-885-1921
mike_f761@netzero.com

HIGHLIGHTS OF QUALIFICATIONS

*Skilled at working collaboratively with multidisciplinary teams
*Extensive background working in hospital and outpatient settings
*Knowledge of mental health, substance abuse, and trauma related Issues
*Experience performing psychological and educational evaluations

EDUCATION

American International College

2003 Cettificate of Advanced Graduate Studies
1998 Master of Arts in Educational Psychology
1994 Bachelor of Science in Psychology

LICENSURE

2009 Licensed Educational Psychologist
2004 Licensed School Psychologist

WORK HISTORY

10/09-present

educational evaluations

11/01-present

School Psychologist Holyoke Public Schools Holyoke, MA
Psycho-educational assessments for kindergarten through tweifth grade
Assist multidiscipiinary teams with developinglimpiementing I[EP process

9/04 t012/09

Consulting Psychologist Brightside West Springfield, MA

psycho-educational and Psychiatric related assessments for middle school through
twelfth grade. Assist muitidisciplinary team with implementing behavior plans

Further work experience available upon request
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yvonne J. KINTGI0S, LPC, ATR
54 Atwater Terrace
Springﬁeld, MA 01107

_ (413) 348-0952/ c.iLt.e.siudio@comeast.net
d s L - " .

"OBJECTIVE: Obtain a position as a Licensed Professional Counselor and Art Therapist
5, Application for LMHC.

LICENSURE: LPC #2784-State of Connecticut, Registered Art Therapist #15-11
Licensure-State of Massachusetts is pending

EDUCATION ) . L
Springfield College, Springfield, MA ~ Master of Science/Art Therapy/Counseii‘ng’, ~ n
December 2012, GPA 3.989 — May 2013-successfully completed National LMHC Exam} -
Recipient of Distinguished CGraduate Student Award Representing the School of Arts, Sciences
and Professional Studies o
California State University, Fullerton, CA — Bachelor of Fine Arts/Environmental Design, '
June 1991, Dean’s List with Honors
Orange Coast College, Costa Mesa, CA — Associate of Arts Degree,
' Jane 1987

SUMMARY OF QUALIFICATIONS:

First-hand knowledge in the curative properties of verbal/art therapy .

Empathy for and desire to assist clients in enhancing life opportunities through thér&pegﬁc Processes
Applied broad theory and therapeutic skill-set in therapy/counseling sessions

Ability to integrate the use of art as an alternative therapeutic modality with clinical theories of child

development, family dynamics, pathology, and health issues
Understand ethical matters, multi-cultural concerns, and development of therapeutic alliances and

relationships regarding therapeutic treatment

Capability to observe, depict, and record both verbal and non-verbal communication

Knowledge of issues and stages of substance abuse, clinical interventions, and rehabilitation process
Use of client interview and Mental Status Exam for crisis evaluation

Fundamental skill level of various hypnotic change techniques used in brief therapy

Additional strengths include the ability fo carry out the following:

L ¢ @& 0 O

o Individual and Group Verbal Therapy o Individual and Group Axt Therapy
o Intakes/Discharges o Diagnosis and Assessments
o Progress Notes o Treatment Planning
o Afercare and Community Based o Crisis Intervention and Trauma-Related
Support Systems Safety Plans
Collateral Contact

a
e Professional verbal and written communication skill

o Collaborative Documentation _
s honed through years as a legal assistant clpployed
by primary partners of nationally recognized law firms :

COUNSELING/ART THERAPY EXPERIENCE o \ o,
River Valley Counseling Center - Adult Day Treaiment Program July 2015 to present 8

e Clinical Staff Therapist & Art Therapist in a group setting carrying a caseload of 15 adutt clients seen on

a daily basis. Management of treatment and providing art therapy groups throughout the day.
jr=t Agcumentation fof ,asyessment, diagnosis, treatment planning, aftercare and

e Complete all clip
termination. .. " . l ,
K . P25




outh Bay Mental Health June, 2013 to July 2015 | |
Clinical Staff Therapist & Art Therapist performing out-patient therapy with eacelnad of 35 clients

consisting of children, adolescents and adults seen weekly and bi-weekly - B
e Complete all clinical documentation for assessment, diagnosis, treatmeniNplanning, aftercare and
termination. Comply with state, federal and private insurance requirements

Baystate Medical Center-Child & Aduit Partial Hospital Program (Internship) Springfield, MA  2011-2012
o Identified biological, psychology, and social components of client health to establish treatment modalities

from intake through discharge
Implemented crisis intervention and stabilization components

Employed Collaborative Problem Solving Approach with clients to gain €
cognitive flexibility
As client Haison, interfaced with families and personnel of medical, state, and educational institutions

Obsetved and participated in group psychotherapy sessions
Conducted family meetings; identified and recommended additional community-based resources based on

client needs

Contributed to psycho-educational groups
Designed and cartied-out art directives and creative activities for individual and group sessions based on

age, diagnosis, and cognitive abilities increasing life skills and self-reflection

e Managed and organized creative arts facility and art materials

e Taught clients basic skills and nomenclature necessary to engage in art directives and creative art
activities

¢ Worked individually and in groups to encourage client self-expression

¢ Applied computer medically-based system to complete all case management documentation

Nottheast Center for Youth & Families -Residential Adolescents (Practicum) East Hampton  January-May 2011

e Conducted individual verbal and art therapy sessions
e Designed and operated group verbal and art therapy sessions
e Established group’s level of functioning; identified treatment goals
o Assessed initial and changes in affect, thought processes, behaviors, during sessions pertaining to:
o verbal content and art images produced
o suicidal or homicidal intent or ideation
o summarization of group dynamic and progress
Attended corporate and residential team meetings
Prepared client progress notes
Appraised client art projections and recovery progress
Reported findings to members of the treatment team

motional regulation and

RESEARCH EXPERIENCE _
Designed Master’s level research study to address the Effect of Art Therapy in the Reduction of Symptoms of

PTSD in War Veterans; surveyed, selected, and performed detailed review of scholarly literature; completed
college prescribed sections for research proposal; adhered to APA format, established mode of data collection,
submitted proposal to Institutional Review Board for approval; located study participants; conducted a six-week
bi-weekly study; executed data analysis; synthesized findings and procured results; proposed suggestions for
future research; assembled scientific poster; and performed oral presentation of study to faculty and peers

PROFESSIONAL AFFILIATIONS/DEVELOPMENT
o Massachusetts Mental Health Counselor Association (MaMHCA)
Connecticut Counseling Association (CCA)
American Counseling (ACA)
American Art Therapy Association (AATA)
New England Art Therapy Association (NEATA)
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e

‘e Orthodox Christian Mission Center International (OGMC), FL
e Ronald McDonald House, Springfield, MA =
e Springfield Rescue Mission, Springfield, MA

CERTIFICATION
American Heart Association BLS (Basic Life Skills) Cextification

ART-RELATED EXPERIENCE
¢.i.t.e.studio, Art/Interior Design-MA
M-Des, Interior Design-CA

ADDITIONAL EXPERIENCE
Bulkley, Richardson and Gelinas, LLP, Springfield, MA

Allen Matkins, Los Angeles, CA
Bronson, Bronson & McKinnon, Los Angeles, CA & Additional California Law Firms

References Available Upon Request
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DR AMIT RATHI

MBBS, MD
Name ' " Amit Rathi
Address | . 270 Farmington Avenue, Suite 309

- Farmington, CT 06032

- Phone: Work (860} 677-5570

Cell (860) 810-0503
Fax: (860Y677-9570

Education
Medical School Maulana Azad Medical College, New Delhi, Ir_adia, 1996-2002
Internship Maulana Azad Medical College, New Delhi, India, 2002-2003

Saint Louis University School of Medicine, Depariment of

Residency in Psychiatry _
Psychiatry and Neurology, 2006-2009

Fellowship in Child and .

Adolescent Psychiatry CNMC/ George Washington University, Washington, DC,
2009-2011. ‘

Certification:

ABPN board certified in General Psychiatry, and Child and Adolescent Psychiatry

Present Appointment

Psychiatry private practice. Affiliated with Connecticut Mental health Specialists. Psychiatric
evaluation and management of patients in the age group of 3 — 45 years.
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Previous Appeintments

1. DKH Psychiatrist: 2011 September 2014

Worked as a Staff Psychiatrists in Day Kimball Hospital, Putnam, CT. Evaluating and managing
child, adolescent and adult patient population in cutpatient, inpatient and emergency setting.
Collaborating with PCPs, schools and community providers in ensuring the best care for the

patients.

3. Child and Adolescent Psychiatry Fellow, Children’s National Medical Center/ George
Washington University, Washington DC, 2009-2011.

3. General Adult Psychiatry, S,aint TLouis University Hospital, 2006-2009

4. Research/ House Officer, Vidya Sagar Institute of Mental Health and Neurosciences, New
Delhi, 2005-2006 '
I was sub investigator in three drug trials.

I was also responsible for inpationt; outpatient and emergeney management of psychiatric
patients. !

5. Tunior Residency, Male Family Welfare Center, Lok Nayak Hospital, New Delhi, India, June
2003-June 2004 '

[ evaluated and managed patients, with complaints of sexual dysfunction and infertility. I
arranged coordination of care with psychiatry and surgery departments, The position also
required me to counsel and prepare cases for Vasectomy and conducting the procedure, under
supervision. I was responsible for teaching 2" vear Medical Students. During the one year I
coordinated four national and international NSV (No Scalpel Vasectomy) training programs and

camps.

6. Internship, Maulana Azad Medical College and Associated Hospitals, March 2002- March
2003 ‘ ,

Clinical Expericnce

sve worked in g varicty of sefvice stiuctites - University

During miy traiing in Psychiatry I b
ing home and Children’s

hospitals, VA hospitals, NGO clinics, County clinics, County jail, Nurs
hospital. ‘

I have worked in a number of psychiatric specialiies and T have seen patfents for individual
psychotherapy and pharmacotherapy for & prolonged period of time.

P29




Administrative Experience

I was responsiblé for seiting up the Child and Adolescent Behavioral health program at Day

Kimball Hospital, which required policy planning, staff appointment and connecting with local
agencies. |

Teaching Experience

Clinical instructor at University of Conneeticut, School of Medicine, Department of Psychiatry.

{ was involived in teaching me&icai students in small groups as fesidént and fellow.

While in Saint Louis I gave taiks to outreach staff at a NGO clinic and presented Grand rounds at
Saint Louis University School of Medicine.

T have jointly conducted Child Fellowship Program at the Baltimore Washington Center for
Psychoanalysis.

| am an Associate faculty at Yale University and St. Joseph University, and I have supervised
APRN students. '

Educational Courses:

Window into the therapy process, Saint [ouis Psychoanalytic Institute, January 2008- February

2008 ,‘
Introduction to Cognitive Rehavior Therapy, APA 2008

Trauma focused Cognitive Behavior Therapy

Fellowship in Child and Adolescent Psychoanalysis at Baltimore Washington Institute for
Psychoanalysis

Licénsure!

Connecticut Medical License.
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Volunteer Acti‘iity;
Pulse Polio Immunization Program, 1996-2004
T took part in administration of Polio vaccing fo all children younger than 5 in Delhi, India.

Blood Donation Carp, 1997-1998
1 helped to organize blood donation camps in the medical school.

QOther Interesis |

T have been formally trained in Kitya Meditation technique. My other interests include sports-
both playing and watching. 1 enjoy playing squash, soccer and basketball. I was in my medical

school’s ericket and badminton team.

Special Interests

I enjoy the flexibility my training provides me to treat patient of all age groups. 1 enjoy working
with young children and transitional age population (18-21) in various settings. Administrative
piece of practice is an area of interest for me. I am especially interested in cross — cultural
psychiatry and working with individuals with personality disorders, eating disorders and autism.
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STATE OF CONNECTICUT 4 DEPARTMENT OF C o

ONSUMER PROTECTION

Be it knowh that ,
~ AMIT RATHI MD
270_FARMING_T ON AVE STE 309
FARM‘INGTON, CT. 06032-1953

has satisfied the qualifications 'l'équire.d_ by law.and is hereby issued.a

CONTROLLED SUBSTANCE REGtS’._[:‘RATION FOR PRACTITIONER
| Registration # CSP.0050075

Schedule 1 Na Schedule 2 Yes

Schedile 3 Yes  Schodule 4 Yes Schedule 5 Yes

-Effective: 03/01 / 2015
Expiration: 02/28/2017
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RATHI, AMIT
CONNECTIGUT MENTAL HEALTH SPECIALISTS
270 FARMINGTON AVENUE

SUITE 309 e
FARMINGTON , CT 06032-0000-000 o
”ilill”ll”lllll“lII!I”'!Il”'lIl”lll“!II“IH”HI“[I!
DEA REGISTRATION THIS REGISTRATION FEE CONTROLLED SUBSTANCE REGISTRATION CERTIFICATE
NUMBER EXPIRES PAID UNITED STATES DEPARTMENT OF JUSTICE
; Y p DRUG ENFORCEMENT ADMIN!STRATIDN
ooty 04002077 §73y |

{SSUE DATE

f
|
[
{
|
SCHEDULES BUSINESS ACTIVITY f
2,2N, F’RACTJT!ONER—DW/BO 05-07-2014 |
3,3N4,5, l
’ i' Seclions 304 and 1008 (21 ysg 824 and 958) of the Controlled
|
B
!
|
|
i

RATHI, AMIT
. . - _ Substances Act of 1 970, 45 amended, provide that the Altomey
CGNNECTECUT MENTAL HEALTH SPECIALISTS Gengral may. revoke or suspend g regisiration to manufacture,

‘, ;270 F, AR'\g'NGTON AVENUE distribue, dispense, import or export a controlled substance,

THIS CERTIFICATE 15 NOT TRANSFERABLE ON CHANGE OF
OWNERSHIP, CONTROL, LOCATION, GR BUSINESS ACTIVITY,
AND IT 1S NOT VALID AFTER THE EXPIRATION DATE,

FARMINGTON, CT G6032-0000

Form DEA.223 {4/57)

CONTROLLED SUBSTANCE REGISTRATION CERTIFICATE
UNITED STATES DEPARTMENT OF JUSTICE
DRUG ENFORCEMENT ADMINISTRATION-
WASHINGTON D.C. 20537

BEA REGJSTRATION THIS REGISTRATION FEE
NUMBER EXPIRES ] PAID
FR2584008 04-30-2017 5731
XR2584008

SCHEDULES EUSIN’_ESS ACTIVITY ISSUE DATE
2,2N, ' PRACTITIONER-DW/30 05-07-2014
3,3N.4,5,

RATHI, AMIT . )

; Sections 304 and 1008 (21 USC 824 and-958) of the
CONNECT'CUT MENTAL HEALTH sp ECIALISTS Confrolied Substances Act of 1970, as amended,
270 FARMINGTON AVENUE provide that the Attorney General may revoke or
SUITE 309 suspend a registration to. manufacture, distribute,

FARM!NGTON, CT 06032-0000 dispense, impart or export a2 contrafled substance,

THIS CERTIFICATE i NOT TRANSFERARLE ON CHANGE OF OWNERSﬁgg'JONTROL, LOCATION, OR BUSINESS ACTIVITY,
AND T IS NOT vALID AFTER THE EXPIRATION DATE,
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THE !NDIV}DU;\L NAMED BELOWIS LICE Nﬁl i3]
’ BY THIS DEPARTMENT AS A

PHYSICIAN/SURGEON

_ __— * LICENSENG,
L. AMITRATHI MD 49772 -
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Account Number: COT CONN 2700 Date: 1/14/16 TInitials: JT,

CERTIFICATE OF INSURANCE

DARWIN NATIONAL ASSURANCE COMPANY
C/0: American Profegsional Agency, Inc.
%5 Broadway, Amityvilie, NY 11701
800-421-6694
This i3 to certify that the insurance policies specified below have been issued by the company indicated
above to the insured named herein and that, subject to their provisions and conditions, such policies afford
the coverages indicated insofar as such coverages apply to the occupation or business of the N amed insured(s)
as stated.
THIS CERTIFICATE OF INSURANCE NEITHER AFFIRMATIVELY NOR NEGATIVELY AMENDS, EXTENDS OR
ALTERS THE COVERAGE(S) AFFORDED BY THE POLICY(IES) LISTED ON THIS CERTIFICATE.

Name and Address of Insured: Additional Named Insureds:
CONNECTTCUT MENTAT, HEATL,TH MARTTIN COOPER, M.D.
SPECIALISTS TNC PATRICIA.MERRICK,APRN‘

270 FARMINGTON AVE STE 309 IRA ROSOFSKY, PH.D.
FARMINGTON CT 06032 DAVID SHACK, PH.D.

CLARISSE TULCHINSKY, APRN
CYNTHIA NYE, PH.D.
MOHAMMAD FAROQQ DADA, MD
NICHOLAS TOBIN,APRN
CARLA CORCIONE, PH.D.
THURAYA ABDI, ADRN

CONTINUED, ..
I'ype of Work Covered: Psychiatry
Location of Operationg: N/R
I different than address listed above)
laim History:
Retroactive date ig 09/22/2005
Policy Effective Expiration Limits of
Coverages Number Date Date Liability
PROFESSIONAL/ 1,000,000
LIABTLITY OGGl~3666_ 9/22/15 _9/22fl6 3,000,000

mments:
i1z} CONNECTICUT MENTAL YEALTH

SPECIALIBSTS INC
ress: 270 FARMINGTON AVE STHE 309

s Certificate Issued to: /::‘? 2//
R N *ﬁz P
: ot}
X Ahy

L

P35 Au;ﬁorized Repre'sentative
e

FARMINGTON CT 06032
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Account Number: CT CONN 2700 ‘Date: 1/14/16 Initials: JL
CERTIFICATE OF INSURANCE

DARWIN NATIONAT, ASSURANCE COMPANY
C/0: American Professional Agency, TInc.
95 Broadway, Amityville, NY 11701
800-421-6694
TﬁMMme&mmmﬂmmmwpw@%mmﬁﬂb&mhwemmmmwbwmwwmmymmmm
above to the insured named herein and that, subject to their provisions and conditions, such policies afford
the coverages indicated insofar as:such coverages apply to the occupation or business of the Named insured(s)

THIS CEﬁTIFICATE OF INSURANCE NEITHER AFFIRMATIVELY NOR NEGATIVELY AMENDS, EXTENDS OR
ALTERS THE COVERAGE(S) AFFORDED BY THE POLICY(IES) LISTED ON THIS CERTIFICATE.

Hame and Address of Ingsured: Additional Named Insureds:
RICK COMSHAW, APRN
NILONT H, VORA, MD
AYESEA AHMED, MD
JEAN ENDERLE, APRN
SANDRA RABIS, APRN
SARAH A, RASKIN, PH.D,
ARTURC MORALES, M.D.
LITA LYAKHOVETSKAYA, MD
ROSE YU-CHIN, MD
KELLT GAGNE, APRN
AMIT RATHI, M.D.

ALEX DESHIELDS, M.D,
NANCY’TREVOR, APRN
PAMET A PEDRONCELLI,APRN
LACY BIRDSEYE, APRN
APRIL DAVIS, APRN
ERICA JANSON, PSY.D.
ELIZABETH HALVORSEN, MD
CONCEPCION CORTES, NP
MARGARET ZIEGLER, APRN
NICOLE M, HOLIDAY, APRN

P36




411412016 imagel.png

Herena Rosanio

322 Elm 8t, Windsor Locks, CT 06056
Cell: 8608496379 - hrosariol?d l@gmait.con.

Proressionar Sumiany
Friendly and energotic with years of experience in ehildvave and education. Motivated
to help children become happy, healthy and wall-behaved.

Suarrs
= Knowledge of hehavioral disorders + Food handling preparation
» First Aid and CPR Certified « Swnmer camp counselor
« Positive and optimistic o Self-sufficient and confident
= People-oriented ¢ Excepiional organizationa) skiils
= Soclal services Jmowledge « Diaper changes and feedings.
i = lufant and child CPR certification « Epl-Pen use
e Highly ohservant » Creative
= Tactfni and sensitive + Parent communication
+ Oubdoor activities = Lifting up to 60 pounds
s Conflict resalution ;
‘i Work Histony :

; S8208 b Coarent TRerapettic Mentor
Eastern Services & Lamp Simon - East Windsor, CT

« Trometed good behavier by using the positive teinforcement method.

= Assisted the lead teacher with snack time and arts and ¢rafts.

+ Kept group veoms clean by sterilizing and disinfecting children's toys and surfaces.

« Supported group mentors in im plementing a developmentstly appropriate

curticulum for all age group of kids,

o Ovganized small groups of children while transitioning to and from outdaor Pay.
Maintained daily records of children's individual activities, behaviors, meals and
Naps.
¢ Identified early warning signs of emotional and developirenial problems in

childyen,
e Maintained accurate and detailed records of exroflments, atteudance, hesith and
safety, emergency contact information and incident reporis,

Bahy Sitter/ Nanny

| Cyadhia ~ East Windsor, €T

* Drove children in facility van to off-site recreation activities.

« Commumnicated with children's guardians shout daily activities, hehaviors and
refated issues.

¢ Engaged with children individually to meet their emutonat and physical needs.

+ Maintained a child-friendly elviromment by allowing frequent access to outdoor

activities,
Evucamion
215 certificate: culinary arts
Lincoln Technieal - Hariford, CT
Avbprrionar, InFormaTiON

Educated in child development, as weil as spending her teen years as a " teen helper"
influencing her peers to make right choices and being a pusitive role madel.
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Kelly Phelan
1 Surrey Lane Enfield, CT 06082+(860) 995-8032+kphelan@baypath.edu

Education:

Bay Path University: Longmeadow, MA
Year of Graduation: December 2015
Major: Child Psychology

Work History:

Educational Resources for Children "ERFC" Enfield, CT {September 2014-Present)
Enfield, CT

Site Administrator {August 20 15-Present)

Before and after school program facilitation

Oversee and manage 3-4 team leaders

Curriculum development and implementation

In charge of groups of children upwards of 20+ ages 5-11

Collaboration with other administration regarding licensure through State of
Connecticut
Team Leader/Sports and Activities Coordinator (September 2014-August 2015)

® Before and after school program facilitation (homework help, supervision,
various activity coordination)

* Curriculum development

® Kidz Sports "Coach"
Intern (December 2014-May 2015)
* Jobs listed above as well as the creation and implementation of a yoga and
mindfulness cirriculum,
Old Navy: Enfield, CT (February 2012-October 2014)
Sales Associate/New Employee “Coach”
® Basic skills including register training, upkeep of the store, inventory, and
customer service,
¢ Experience in hiring new staff, employee training, and orientation
coordination.
Once Upon A Child: Enfield, CT (March 2011-January2012)
Sales Associate
* Basic skills including register training, upkeep of the store, inventory, and
customer service.,
* Inventory acquisition

Awards and Certificates:

Head Teacher Certification through Connecticut’s Office of Early Childhood
2014 Psi Chi International Honors Society Inductee

Dean’s List

Maroon Key Inductee
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Ci‘f)zmec:i'i{:qi {fifﬂce of
Early Childhood

Connecticut Fasy Chidnooad ?faff.ﬂ?ﬂr:c:l Regishy

Kelly Phelan
Partivipant ID: 100-022-126
Carecr Ladder Level: 6
Meets QSM Eligibility: No

. Www.coacregistry,org October 26, 2015

TRIMTO REMOVE CARD
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Jessica C Hickey
98 Bretion rd., Springfield, Massachusetts 01119
413-427-0515 - bajhickey@comcast.nat

Education

Bay Path College
Longmeadow, Massachusetts

Masters of Science in Education with Applied Behavior Analysis
Major: Education

June 2013

Bay Path College
Longmeadpw, Massachusetts
Bachelor of Arts

Major: Liberal Arts

GPA: 3.540

September 2007 to May 2010

Experience

Behavioral Health Network

In-ome Behavior Management Therapist August 2013-Present
Develop and implement FBA’s and BAP's

Work closely with families

The May Institute
Home based therapist Nov. 2010 — August 2013

West Springfield Massachusetts

| provide ABA therapy to children age 15 months to 3 years ald that have an

autism diagnosis.
Supervisor: Sarah Enright {413-734-0300 ext, 246)
Experience Type: Home based therapy

SABIS International Charter school

Teaching assistant One on One Aug 2007 -~ Nov. 2010
Springfield Massachusetts

Worked one on one with a child that has autism. Assist her in the classroomn and jolned her to all her pull out
services,

Supervisor; Jill Yvon (413-783-3434)
Experience Type: Public School, Full-time

Girl Scouts of Central and Western Massachusetis Sept 2008- June 2011
Leader

Brownie and Junior Girl Scout Leader

Supervisor; Tiffany Holmes {800) 462-9100
Experiences Type: Volunteer

Refsrences Available Upon Request
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Catherine Levasseur
8 Elizabeth St. - Enfield, CT 06082 - katie.m.levasseur@gmail.com - (860)810-6568

OBJECTIVE:

To use my skills and education to help those in the Growing Potential
Services community,

SUMMARY OF SKILLS:
- Organizational Skills:
- able to create charts, Very organized, can read and follow strict
schedules
~ Creativity Skills:
- Very creative mind, good ideas, can compose projects that increase
learning
- Team-building Skills:
- works well in a group environment, much experience in sharing
ideas
~ Personal Relation Skills:
- able to establish and maintain report with young and school age

children,
EDUCATION:
Eastern Connecticut State University
Bachelor in Psychology Fall 2015
Concentration: Childhood
Minor; Art
WORK EXPERIENCE:
Owner, KML Photography, Enfield, CT 2008 - Present
Second Photographer, JMS Art and Photo, Stafford, CT 2014 - Present
Cashier, Stop and Shop , Enfield, CT 03/2015 - 08/2015
VOLUNTEER EXPERIENCE:
After School Program, N, Windham Elementary 2013
Enfield Head Start Present

Facilitating groups, Residential Resource Centers, HAPHousing
06/2015-08/2015

COMPUTER:
Microsoft Word, Excel, PowerPoint, Adohe Photoshop, Adobe LightRoom
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Jamal Ronaldo Williams
42 Mohawk Drive
East Hartford, CT 06108
Email: jamal1692@yahoo.com
(860) 655-5909

Objective
To work in an environment where there is room for growth

Education

June 2010: High School Diploma East Hartford High School
May 2012: Associate Degree in Liberal Arts University of Hartford
May 2015: Bachelors Degree in Criminal Justice University of Hartford

Work Experience
Summer-2015: The West Indian Foundation
Mariin Luther King School
25 Ridgefield Street, Hartford, CT

2010 -2015: Aramark - Dining Services/Customer service
University of Hartford
200 Bloomfield Avenue, West Hartford, CT

2010 - 2012: Education Main Street- Tutor
University of Hartford/ Global Academy
200 Bloomfield Avenue, West Hartford, CT

Internship
2014 - (CPA)-Community Partners in Action
716 Windsor Street Hartford, CT

Volunteer Work
Peace Jam Northeast 2010
Watkinson School
West Hartford, CT

References
Paula McDonald
23 Latimar St
East Hartford, CT, 06108
(860)-3061362

Felecia Grant
45 Candle wood Circle
Enfield, CT, 06082
(860)-992-4504
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KRISTEN A. POMEROY
16 ELM CORNERS
WINDSOR LocKs, CT 06096
H:(860) 614-1184 = B-MAIL: kristenpomeroy@yahoo.com

EXECTIVE PROFILE

I'am currently seeking a career working with children and families to reflect my degree
in Family Studies with a focus in Child Studies, My experience includes my education,
hands-on studies and internships making me a well-rounded, creative individual that
works well in many environments and well under pressure. [ take a lot of pride in my
work and utilize sound evidence-based research to support the developmental growth
of children and families to build resiliency in families who are at risk. I also have a
strong passion to work with families of various cultural backgrounds.

EDUCATION

University of Saint Joseph

Bachelor of Science, 2013;

Psychology Minor

Human Development and Family Studies: Child Study

PROFESSIONAL EXPERIENCE

Head Start Enfield, CT
Family Advocate July 2014- Present
As a family advocate, I work with low income families and children in the Head Start
program. I go on home visits and work within the school system. I form relationships
with the children in the program and their families and act as a liaison to the Head Start
program. [ provide emotional support as well as provide assistance with information on
support services in the area.

The School for Young Children West Hartford, CT
Full-time Substitute Teacher January 2014- June 2014
As a substitute teacher, I assisted both head teachers and assistant teachers in their
classrooms with children. I also worked in the before and after school program,

The School for Young Children West Hartford, CT
Student Worker September 2011- December 2013
Summer 2012

As a student worker, 1 encouraged growth and development of skills in children age’s
three to five. I interacted one-on-one with children as well as provided a positive
environment for both children and staff.

¢ Assisted teachers in their classrooms with students and curriculums,

® Nurtured children’s creativity and learning experiences.

* Encouraged children’s expansion of skills,
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CREC: Birth to Three Hartford, CT
Student Intern Fall 2013
As a student intern, [ shadowed a special educator through in home visits. I also
attended CREC conferences which provided new evidence based research on behavior
and sensory issues.
* Gained significant knowledge on working with developmentally
delayed children and their caregivers,
* Built relationships with children and families through personal and
meaningful interactions.
Enfield Child Development Center Enfield, CT
Pre-school Summer Aid Summer 2013
As a summer aid, ] worked in a preschool classroom with children age’s three to five, I

worked with the head teacher on unit and lesson plans. I facilitated and encouraged
new [earning experiences.

Charter Qak F amily Resource Center West Hartford, CT
Student Intern Spring 2013
As a student intern I was involved in multiple programs for children and families.
These programs consisted of after school programs, and parent child-playgroups, as
well as special events for families,

* Provided students with homework help.

* Encouraged children’s social emotional growth.

* Supported families and children through meaningful interactions.

TECHNICAL SKILLS
* Proficient with Microsoft Word and Windows Operating System.

ADDITIONAL ACTIVITIES AND EXPERIENCE
CPR Certified

Golden Key international Honor Society Fall 2011- Fall 2013
Inducted into a non-profit, invitation only international honors organization, which
strives to recognize and encourage students who have excelled in academics,
leadership, and service. Golden Key recognizes undergraduates for being in the top 15%
of their class.

Early Childhood Observations The School For Young Children
Student Fall 2010- Spring 2011

I observed at the School for Young Children for various developmental courses.
Focusing on the developmental domains of the students, I completed many tasks, Tasks
included running records, portfolios, as well as creating and conducting play
intervention with student.

*References available upon request
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COREY ALEXANDER OVERSTREET
597 Burnside Ave, East Hartford, CT 06108 | 860-869-8278 | Mreaaverstreet@hotmail.com

SUMMARY OF QUALIFICATIONS

Advocate for children’s rights, establishment, and concerns. Hardworking, energetic, flexible, and adapts easily

into a working environment and schedule. Maintains critical thinking skills essential to providing competent and dignified care.
Personable with a positive attitude, interfaces well with a team, famities, co-workers, and improvises well.

EDUCATION

Manchester Community College Aug. 2005 — May. 2011
Associates Degree in Science and General Studies
& Expected BA 2017

PROFESSIONAL EXPERIENCE

Grouped Together for Success — Wethersfield, CT  Co-Founder/ Marketing Director / Facilitator Jan. 2009 - Present
Not-for-profit organization founded to improve teacher/parent relations worldwide

* Facilitate team-building workshops for parents and teachers thraugh interactive exercises, games, and education

» Provide high level of custamer service to client spansors, program participants, Principals and Board of Directors

= Train colleagues and clients on troubleshooting and resolving issues in real time through developed curriculums

East Hartford Board of Education — East Hartford, CT  Behavior Manager/ Priority Tutor Sept. 2004 — Nov. 2015

s Create and execute plans for students challenged mentally and academically. Participate in PPT’s, iEP’s, EIP's
¢ Tookinitiative to design and implement safety procedures with Director of Security/School Administration
* Serve as a lialson for Probation Officers, Therapists, DCF and affiliated autside organization

Gilead Community Services — Middletown, CT Recovery Assistant/ Case Manager Aug. 2011 - May. 2014

» Supervised shift activities, assist completion of appropriate based client activities

* Provided clinical knowledge and education regarding adolescent/ adult disorders to new staff

s leadin clinical services involving intake, engagement, assessment, treatment planning, client transition in, discharging, incident
reporting, mandatory DCF reporting

¢ Maintain DCF/DHMAS medical certification & CPR/ First Aid

Wheeler Clinic - Plainville, CT Residential Counselor Aug. 2007 - Jun. 2009

* Perform a variety of highly skilled casework services: implement behavioral moedification programs, counsel famillies, child and
youths both individually and in groups. Served as a community developer ‘

» Maintain medical, physical, social and psychological historles, consult with psychologist, psychiatrist and other staff to develop and
administer treatment plans

v Assisted families to resolve a crisis by empowering them in order to strengthen and preserve the family unit

Marine Corps - Twenty-Nine Palms, CA. infantry 0311 Jun. 1998 — Sept. 2002

' Served as Combat Medic, Cobra Gold and G8 Summit compound security.
+ Traihed in nuclear, biological, chemical warfare and €5 gases.
Trained Korean Marines, Thai Maries, and L.A.P.D SWAT in tactical L...C exercises.

ILLS Community Relationship Building | Behaviar Analyst | Staff Training| Procedure Development| Team Leadership|
Strategic Marketing | Creative Problem Solving| Community Outreach | Recovery Assistant Case Manager
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Kaitlin A. Grout, M.S. Ed BCBA

342 Hackmatack St, Phone: (860)214-3626
Manchester, Ct 06040 E-mail: kaitgrout@gmail.com

OBJECTIVE
Seeking a position within a school system to implement skills learned in Masters of Education with
concentration in ABA and currently using within homes.

EDUCATION
Baypath College, Longmeadow, MA 2011-2013
Master of Science in Education with a concentration in ABA GPA 3.96
Coursework includes BCBA completion
Southern Connecticut State University, New Haven, Ct 2007-2009
Bachelor of Science, Therapeutic Recreation Dean’s List/GPA 3.94
Manchester Community College, Manchester, Ct 2004-2007
Associate of Science, Therapeutic Recreation Dean’s List/GPA 3.7
EMPLOYMENT

Growing Potential Services Therapeutic and Behavioral Solutions, PC Enfield, CT Chicopee, MA
Co-Director of Behavioral Services October 2013-Present
*  Oversee running of In-home Behavioral Program including, but not limited to: running meetings
and overseeing case loads
* Evaluation of Functional Behavior Assessments and Behavior Intervention Plans created by
other clinicians
* Arrange coordinate and facilitate staff development and fraining groups
* All other duties performed by Behavioral Clinicians

Behavioral Clinician 7 June 2013-October 2013
¢ Perform functional assessments including, but not limited to: questionnaires, rating scales,

checklists, functional analysis, and observations

Create and maintain contact with other members of CBHI feam

Compose Functional Behavioral Assessments (FBA)

Compose Behavior Intervention Plans (BIP)

Carry out BIPg

Present FBAs and BIPs at team meetings including IEP meetings

Peer advisor for incoming clinicians

Support other members of In-Home Behavioral Team with cases

®a & & © & ¢ »

P47




Yalley Psychiatric Services, Inc. Springfield, MA
Program Coordinator for In-Home Behavioral Therapy Team November 2013-Present
¢ Supervise In-home Behavioral Clinicians
* Evaluate Functional Behavioral Assessments and Behavior Intervention Plans created by IHIBT
clinicians
* Arrange and coordinaie IHRT meetings and trainings
* All other duties performed by Behavioral Clinicians

Behavioral Clinician June 2012-November2013
® Perform functional assessments mcluding, but not limited to: questionnaires, rating scales,

checklists, functional analysis, and observations

Create and maintain contact with other members of CBHI team

Compose Functional Behavioral Assessments (FBA)

Compose Behavior Intervention Plans (BIP)

Carry out BIPs

Present FBAs and BIPs at team meetings including IEP meetings

Peer advisor for incoming clinicians

Support other members of In-Home Behavioral Team with cases

Intensive Education Academy, West Hartford, CT February 2012-August 2012
Teacher Aide/Paraprofessional

Reliance House, Norwich, CT November 2009-February 2012
Teamworks Mental Health Therapeutic Recreation Counselor
* Perform assessments.
Create social skills goals.
Complete progress notes.
Plan and implement community activities,
Plan and implement clubhouse and organization activitics.
Establish meaningful relationships with members.
Facilitate recreation groups.
Work as a part of a team to create an effective healing environment.
Document daily activities,

Dairy Queen, Manchester, CT

......0.

Assistant Manager December 2006-November 2009

Supervisor November 2005

Customer Service November 2002

Hospital For Special Care, New Britain CT June-September 2009

Certified Therapeutic Recreation Specialist Intern
¢ Perform Initial Assessments,
* Complete Progress Notes.
* Set goals for patients,
* Use knowiedge of leisure and recreation activities to reach goals.
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* Plan and implement activities.
® Set schedules,
* Ensure that all patients have some leisure activity available.

New Haven Parks Eco-Adventure Camp, New Haven, CT June-August 2008
Camp Counselor

Riverside Health and Rehabilitation Center, East Hartford, CT September-December 2007
Intern to Therapeutic Recreation Director

Institute of Living, Hartford, CT September-December 2006
Intern to Therapeutic Recreation Director.

CERTIFICATIONS/TRAXNIN GS
Board Certified Behavior Analyst Certificate #: 1-13-14709 Recertification in September 2016
Certified Therapeutic Recreation Specialist ID: 58658 Renewal in October 20 15
First Aid: Renewal in November 2014
Emotional Tntelligence
Defensive Driving
Cultural Diversity

References

Name: JoAnne Richards

Organization: Sound Community Services
Position: Assistant Supervisor

Years known: 5

Contact #: 860-639-0069

E-mail: onerichj@gmail.com

Name: Cari Chapderlane-Cox

Organization: Valley Psychiatric Services Inc.
Position;

Years Known: 1

Contact #: (413) 386-4612

E-mail: cchapderlane@hotmail . com

Name: Nicolle Matthews

Organization: Valley Psychiatric Services, Inc.
Position: Consultant

Years Known: 2

Contact #: 405-291-0305

E-mail: nicollematthews@hotmail com
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Marquis I Taliceo

Enfield, CT 06082
(413) 335-8015

Objective
To work in an environment where there is room for growth

Education

June 2014: High School Diploma Enfield High School

Work Experience

January 2014- present Support Staff
Growing Potential Services: Therapeutic and Behavioral Solutions, PC  Enfield, CT

Assist staff with activity development
Assist staff with parent contacts
Assist staff with organizing and distributing materials to clinicians and parents,
PMT ftrained

Volunteer Work
HomeFront 2012-present
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Shanna Irene Hebert, Lcsw

37 Massachuseits Ave Longmeadow, MA 01106 (860} 818-2169 (Cell) shanna.hebertl@gmail.com

SUMMARY OF QUALIFICATION

Licensed Certified Social Worker with 3-% years of therapeutic experience working with children,
adolescents, and their families.

3 years experience working collaboratively with schools, provider networks, and community
resources in Massachusetts.

2 years experience providing direct individual and family therapy focused on providing support
of behavioral and mental health needs.

EDUCATION

Westfield State University, Westfield, MA May 2013
Master of Social Wark
GPA 4.0/4.0

Westfield State University, Westfield, MA May 2011
Bachelors of Social Work

Minor in Psychology

Major GPA 4.0/4.0 Graduated Magna Cum Laude

EMPLOYMENT

Muassachusetts Society for the Prevention of Cruelty to Children lune 2013- Present

In-Home Therapy Clinician Holyoke, MA

Currently providing services to youth and families including direct individual and family therapy,
care coordination with school providers and multiple other professional agencies, referrals and
linkage to community support, as well as crisis interventions and coordination with hospitals
and child protective services. Also providing parent education and support on mental health
needs of their children, conducting multi-level assessments and CANS assessments as well as
treatment plans, and offering support on children's school needs including 1EP and 504 pfans.

M. Tom Center for Mental Health and Counseling Sept. 2012-May 2013

Intern Qutpatient Clinician Holyoke & S. Hadley, MA
Provided outpatient therapy to both children and adults in a one-on-one setting as well as
family therapy. Completed CANS assessments, created treatment plans and comprehensive
assessments. Participated in co-leading an anger management group. Practiced in a co-location
model and coordinated with doctors, nurses, psychiatrists and other providers.

Massachusetts Society for the Prevention of Cruelty to Children Aug. 2011~ May 2013
Therapeutic Training and Support Worker Holyoke, MA

Provided services to youth and families including case management, care coordination, assisting
youth and caregivers in developing and maintaining informal and formal supports, facilitating
and participating in meetings with other professionals, agencies and collaterals for the delivery
of coordinated client care according to program specifications, working with the youth to help
them in social and emotional areas as well as working with the caregivers on parenting skills.

P51




The Key Program Inc. June 2011-Aug. 2011

Outreach and Tracking Caseworker Springfield, MA

Provided intense family intervention, counseling, advocacy in all life domains, and community
networking for troubled teens and their families. Assisted these teens with social skilis and adult
life skills and worked simultaneously with other agencies and areas involved with the families.

Department of Children and Families, Yan Wart Area Office Sept. 2010- May 2011
intern CHINS Unit Springfield, MA

Carried four cases autonomously while assisting my supervisor with other duties which
included: court appearances, home/school visits, foster care reviews, composing dictations,
reviewing and writing service plans, conducting and writing case assessments, and making
collateral calls.

Westfield State University Sept. 2010-May 2011

Social Work Tutor Westfield, MA
Tutored students with learning disabilities throughout the semester. Duties included assisting
students by proof reading papers, researching literature, APA formatting, and test preparation.

VOLUNTEER WORK
Horizons for Homeless Children, Holyoke, MA Jan- Aug. 2010
Completed training on assisting and mentoring homeless children. Interacted with homeless
children throughout various shelters in Massachusetts and taught the children through learning

and play.

AFFILIATIONS
Nassachusetts LCSW Certification Aug. 2013
Massachusetts CANS Certified Assessor Feb. 2012
Social Work Association Group Wesifield State University  Jan. 2010- May 2011
Phi Alpha Honor Society, Member Westfield State University  April 2010
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Lo 2

Health Treatment:

Geetha Gopalan LCSW, PhDI; Leah Goldstein LMSW! ; Kathryn Klingenstein®;
Carolyn Sicher Psy.D'; Clair Blake BAY; Mary M. McKay LCSW, Php!

gs regarding how to concspiualize engagement and factors influencing

engagement, treatment aftendance rates, and interventions that work. Method: Research related to the definition of engagement,
predictors of engagement and treatment termination, attendance rates, and engaging inferventions are summarized as an update to
the McKay and Bannon (2004) review. Results: Despite ongoing advances in evidence-based treatmenis and dissemination
strategies, engaging families into mental health treatment remains a setious challenge. Within the last several years, a number of
technofogical advances and interventions have emerged to address this problem. Families with chiidren who present disruptive
behavior challenges and symptoms of trauma are considered in terms of the unique barrers they experience regarding engagement
in treatment, Conciusions: Potential solutions to increase treatment utilization and further research in this area are discussed.

Key words: engagement, child mental health treatment, service utilization

5 Resumé

Objectif: Réviser les récentes conclusions sur la maniére de représenter fengagement des familles; analyser les facteurs qQui
influent sur cet engagement, sur le respect du traitement; présanter des interventions officaces, Méthodologie: Les travaux de
recherche portant sur la définition de Fengagement, les prédicteurs de I'engagement, la décision de mettre fin au traitement, le tayx
de participation et les interventions sont présentés, résumés, sous forme d'actualisation de F'étuds de McKay and Bannon (2004).

Mots clés: engagement, fraitement troublos mentaux, enfants, uthisation des sefvices

Introduction

ngaging families in child mental health treatment remaing
Echalleuging despite continuing advances in evidence-based
treatment approaches and efforts to disseminate these practices
into the field (Hoagwood, Buras, Kiser, Ringeisen, &
Schoenwald, 2001). Over the last three decades, rates of child
psychopathology in the United States have ranged from 17-26%
(Brandenburg, Friedman & Silver, 1990; Costello et al, 199¢6;
Costello, Egger, & Angold, 2005; McCabe et al., 1999; Tuma,
1989; U.S. Public Health Service, 2000), with approximately 1 in

8 children manifesting a psychiatric disorder setfous enough to
cause significant fitnctional mmpairment (Costello et al., 2005).
This problem is particularly exacerbated in low-inconte, urban
communities, where children are exposed to poverty, comimu-
nity violence and trauma, high tates of psychosocial stress, as
well as insnfficient housing, health, and mental heaith resources
(Attar, Guerra, & Tolan, 1994; Gustafsson, Larsson, Nelson, &
Gustafsson, 2009; Ingoldsby & Shaw, 2002; Jenkins,Wang &
Twner, 2009; Leventhal & Brooks-Gunn, 2000; Self-Brown et
al., 2006; Siefert, Finlayson, Williams, Delva, & Ismail, 2007).

182
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Engaging Familias into Child Mental Health Treatment: Updates and Spegial Considerations

These environmental factors render children more vulnerable to
developing mental health problems. Not surprisingly, rates of
child psychopathology in low-income inner-city seitings have
been found to be as high as 40% (Tolan & Henry, 1996; Xue,
Leventhal, Brooks-Gunn & Earls, 2005). At the same time, the
National Institute of Mental Health (2001) reports that approxi-
mately 75% of childven with mental health needs do not have
contact with the child mental health service system. As chal-
lenges in meeting chitdren’s mental health needs persist, nationa]
efforts to encourage improved children’s access to treatment
continue (New Freedom Commission on Mental Health, 2003),

Tn response, McKay and Bannon’s 2004 review focused on
empirically supported factors related o engaging families in
child mental health treatment. The current paper serves as an
update to the 2004 review, as new knowledge has emerged over
the last 6 years regarding the definition of engagement, rates of
treatment aitendance, predictors of engagement, barriers, and
engagement interventions., Additionally, as little information has
focused specifically on the unique needs of clinical sub-popula-
tions, this paper also summarizes issues related to engaging fami-
lies whose children manifest distuptive behavior disorders and
symptoms of trauroa. Finally, recent findings arcused in a discug-
sion of implications for rescarch and clinical practice,

Definition of Engagement

As indicated by McKay and Bannon (2004), engagement gener-
ally encompasses a multi-phase process beginning with (1) rec-
oghition of children’s mental health problems by parents,
teachers, or other inportunt aduits; (2) connecting children and
fiteir families with a mental health resource; and (3) children
being brought to mental health cenfers or being seen by
school-based mental health providers (Laitinen-Krispijn, Van
der Ende, Wierdsma & Verhulst, 1999; Zwaanswijk, van der
Ende, Verhaak, Bensing, & Verhulst., 2003; Zwaanswijk,
Verhaak, Bensing, van der Ende, & Verhulst., 2003). Engage-
ment can also be measured by (Step 1) rates of attendance at the
initial intake appointment with a mental health provider, as well
as (Step 2) retention in freatment over time, Each of these steps in
the engagement process is related to the other. However, rates of
chgagement, as well as associated child, family, and service sys-
tem characteristics differ between steps 1 and 2 (McKay &
Bannon, 2004). Moreover, Alan Kazdin’s work at the Yale Child
Study Center argues for a more wuanced definition of service
engagement into distinct phages, whereby children exit treatment
at diverse points (i.e., while waiting for treatment, affer 1-2 ses-
sions, or later in treatment; Kazdin, Holland, & Crowley, 1997;
Kazdin & Mazurick, 1994; Kazdin, Mazurick, & Siegal, 1994),
Kazdin and Mazurick (1 994) further noted that characteristics of
children and families vary as a function of the point in time at
which they exit services,

Mare recently, however, Johnson, Mellor and Brann (2008)
argued that categorizing drop-ouls by the number of scssions

4 Can Acad Child Adolose Psyehiatry, 18:3, August 2010

attended can be misleading, as each treatment program requires a
different number of {reatment sessions to reach completion.
Moreover, appropriate termination nay ocour after only a few
sessions, particularly as many clinics imit the number of ses-
sions offered. Tnstead, Johnson ot al. (2008) assert that a moreg
apprapriate method for defining dropout rates utilizes the trea(-
ing therapists’ judgrent regarding the appropriateness of treat-
ment termination. As a result, inappropriate termination, or
dropout, occurs when the therapist believes further treatment ig
ueeded while the client explicitly states they wish fo discontinue
treatment or fails to attend follow-up appointments. Treatmeni
completion ocours when there is no further need for treatmei,
when the treatment program has been completed, and/or when
both the therapist and family agree to terminating treatment,

While attendance is necessary for treatment to be delivered and
for ontcomes to be attained, many studies maintain that sesston
attendance alone does not effectively describe lreatment engage-
ment. More recently, a review by Staudt (2007) emphasizes the
impottance of differentiating between the behavioral and attitu-
dinal components of engagement. The behavioral component
includes aitendance, as well as other tasks performed by clients
considered necessary to implement treatment recornmendations
and atfain desired outcomes. Such behaviors can inchide partici-
pation in sessions (e.g., talking about refevant topics, practicing
new skills), completion of homework assignments, demonstra-
tion of progress towards goals, discussing feelings, and engaging
in efforts outside of sessions (Conningham & Henggeler, 1999:
Hansen & Warner, 1994; Prinz & Miller, 1991 ; Staudt, 2007). In
relation to attitudes, engagement also refers to the emotional
investment and commitment to treatment resnlting from clients’
belief that treatment is worthwhile and beneficial (Staudt, 2007;
Yatchmenoft, 2005). The disfinciion beiween behavioral and
attitudinal components of engagement is significant, piven that
many clients attend mental health treatment and other services in
a perfunciory manner without ever fully investing in the thera-
peutic enterprise {Stand, 2007; Staudi, Scheuler-Whitaker &
Hinteilong, 2001).

Attendance at Initial Intake Appointments and
Ongoing Treatment Retention

Currently, engagement in mental health care contitmtes o be
measured primarily by attendance at treatment sessions. McKay
& Bannon (2004) indicated that no-show rates for initial intake
appointments ranged from 48% (Harrison, McKay & Bannon,
2004} to 62% (McKay, McCadam, & Gonzales, 1996). Mote
tecently, McKay, Lymn and Bantion (2005) reported on atten-
dance rates for 95 caregivers and children seeking treatment in an
urban child mental health clinic, Among those who made an inj-
tial appointment via a telephone intake system, 28% of children
accepted for services never attended an initial face-to-face intake
appointment, Consequently, even conservative estimates
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indicate that close to 1/3 of children and their families fail to
engage at the initial face-to-face intake appointment.

It is not uncommon for tength of treatment to average 34 ses-
sions in urban, low-income communities (McKay, Harrison,
Gonzales, Kim & Quintana, 2002). Studies from across the coun-
try estimate that 40% to 60% of children receiving outpatient
mental heatth services attend few sessions and drop out guickly
(Andrade, Lambert & Bickman, 2000; Burns ot al., 1995; DeDBar,
Clarke, O’Connor & Nichols, 2001; Goldston et al., 2003;
Kazdin & Mazurick, 1994; Lavigne et al,, 1998). McKay et al.
(2005) found that at the end of 12 weeks, only 9% of children
remained in treatment in urban inner-city clinies. Similarly, a
national study of private insurance tecipients found that children
and adolescents averaged 3.9 mental health visits within a six
month period, with an average length of stay of less than three
months (Harpaz-Rotem, Leslie & Rosenheck, 2004). However,
mean nuimber of visits and length of stay varied as a function of
age, diagnosis, service setting, provider type, and insurance plan.
A recent study of treatment atiendance at publicly funded, com-
munity-based outpatient child mental health centers in San Diego
County indicated that children attended an average of 13.8 treat-
nient sessions (Brookman-Frazee, Haine, Gabayan & Garland,
2008). While this number is substantiafly higher than the average
3—4 sessions reported in mental health clinics in urban, innet-city
communities (McKay et al, 2002), this diserepancy likely
reflects the differing characteristics associated with service
engagement between a predominantly urban, low-income settin g
(e.8., McKay etal., 2002) and a more heterogeneous mix of fami-
lies from different socioeconomic and geographic circumstances
(e.g., Brookman-Frazee et al., 2008).

Predictors of Engagement

In considering the factors affecling engagement raies, McKay &
Bannon (2004) reported on associated child and family level
characteristics. At the child level, males are more likely to be
referred and use more services compared to females (Griffin,
Cicchetti, & Leaf, 1993; Padgett, Patrick, Burns, Schiesinger &
Cohen, 1993). However, this disparity in service use rates by
gender decreases as children get older (Griffin etal,, 1993; Wise,
Cuffe, & Fischer, 200 1). Children with mental health diagnoses
and impaired functioning are more likely to engage in services
than children without diagnoses or finctional impairnients (Bird
et al.,, 1996; Burns et al., 1995; Leaf et al., 1996; Offord et al.,
1987, Viale-Val, Rosenthal, Curtiss, & Marohn, 1984; Zahmer,
Pawelkiewicz, De-Francesco & Adnopoz, 1992). Family level
factors impacting service engagement include family poverty,
parent and family stress, single parent status, effectiveness of
parental discipline, whether parents actually receive the type of
child mental health services they prefer, and family cohesion and
organization (Angold, Erkanli & Farmer, 2002; Angold ef al.,
1998; Armbruster & Kazdin, 1994; Bannon & McKay, 2005;
Brannan, Heflinger, & Foster, 2003; Gavidia-Payne &
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Stoneman, 1997; Harrison et al., 2004; Hoberman, 1992; Kazdin
et al, 1997, McKay, Pennington, Lynn, & MeCadam, 2001;
Perrino, Coatsworth, Briones, Pantin & Szapocznik, 2001;
Takeuchi, Bui, & Kim, 1993; Verhulst & van der Ende, 1997).

Research also continmes to highlight that minority children and
their families are less likely to be engaged in mental health ser-
vices compared to non-Hispanic Caucasian families (Garland et
al., 2005; Freedenthal, 2007; Lopez, 2002; Miller,
Southam-Gerow & Allin, 2008; Zimmerman, 2005), Even
among those receiving mental health [reatment, minotity chil-
dren make fewer mental health treatment visits (Harpaz-Rotem et
al., 2004) and receive less adequate mental health treatment
(Alexandre, Martins & Richard, 2009) than Caucasian children.

Rates of ireatment drop-out have also been found to vary by chil-
dren’s clinical diagnoses. Although children with more serioug
Axis disorders (internalizing and disruptive behavior disorders)
continue to be more likely to receive treatment than those with
Axis | adjustment disorders only (Miller et al., 2008), a number
of studies indicate that children who drop out of trealment are
more likely to display behavioral difficulties, such as Conduct
Disorder and delinquency (Baruch, Vriouva & Fearon, 2009;
Burns, Cortell & Wagner, 2008; Johnson et al., 2008; Rabhins et
al., 2006). In comparison, children with higher levels of mood
and anxiety disorders are less likely to drop-out of treatment pre-
matutely (Baruch et al., 2009; Burns et al., 2008; Johnson et al.,
2008),

The relationship between service engagemeut and child age
remains unclear, It was noted in McKay & Bannon (2004) that
some studies found an inverse relationship between child ageand
rates of engagement (Griffin et al., 1993; Wise et ak., 2001) while
others reported a positive relationship (Roghmann, Haroutun,
Babigian, Goldberg, Zastowny, 1982; Wu et al,, 1999}, To date,
while some findings indicate that pre- and early adolescents are
more likely to drop out of treatment than older adolescents
(Baruch et al., 2609), others suggest that adolescents in general
may be less [ikely than younger children to engage in formal
mental health services due to fears of being stigmatized by peers
(Cavaleri, Hoagwood & McKay, 2009; Logan & King, 2001).

Research also indicates that homeless adolescents are vulnerable
to service disengagement. Baruch et al,, (2009) found that home-
less adolescents are more likely to drop out of treatment than
those with more stable housing, Instead, strect dwelling home-
less youth are more tied to “street’ culture and informal peer net-
works, which meet their primary needs for survival (i.e., eating at
soup kitchens, asking for change, ete.) and emotional support
(Garrett et al., 2008). Homeless youth who have fewer peers in
street culture or who feel rejected by such peers may be moie
tikely to access mental health services than those who have stron-
ger bonds in their street dwelling community (Garrett ot al,
2008).
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Regarding the attitudinal component of engagement, commonly
described as “buy-in,” research firther indicates that adolescenis
ate more likely to attend lreatment when they perceive their men-
tal health as poor (Breokman-Frazee et al., 2008). It has been
suggested that treatment engagement for adolescents may
require a certain level of self-awareness of mental health symp-
toms. Moreover treatment attendance increases when parents
and adolescents can agiee on at least one treatment goal, which
may render youth less resistant to investing in the treatment pro-
cess (Brookman-Frazee ¢i al., 2008).

Research on treatment engagernent hag also examined the rela-
tionship between family process and treatment attendance. Par-
ent interactions with children, for example, have been showt to
be strong predictors of treatment drop out. For exaraple, mothers
who make more negative statements and praise less are more
likely to drop out of Parent-Child Interaction Therapy
(Fernandez & Eyberg, 2009). Recent research also indicates that
families are more likely to seek treatment in times of stress ot cri-

sis (Burns etal., 2008), but are most at risk of dropout due to fam- -

ily difficulties. Similarly, Johnson et al. (2008) found that the
highest proportion of dropouts oceurred for those families with
psychosocial difficulties and problems related ta family dynam-
ics. In a qualitative study of factors influencing premature termi-
nation of mental health treatment by parents, Attride-Stirling,
Davis, Farrell, Groark and Day (2004) found that treatment
non-completers were more likely to arrive with multiple fam-
ily-level problems, while completers were focused on the spe-
cific problems of the identified child. These results suggest that
non-completion of treatment may result, at feast in part, from ele-
vated family distress. Such findings underscore the importance
for considering how high levels of family stressors impede treat-
ntent ehgagement. Although highly stressed families may be
more inneed of supports, such stressors can hinder families’ abil-
ity to seek and retain child mental health treatment (Thompson et
al., 2007).

Barriers to Engagement

MeKay & Bantion (2004) reported on specific logistical bartiers
to service use, which included concrete (e.g., insufficient tirne,
tack of transportation), contextual (e.g., community violence),
and agency obstacles {e.g., time on waiting lists) (Armstrong,
Ishiki, Heiman, Mundt, & Womack, 1984; Bui & Takeuchi,
1992; Cohen & Heselbart, 1993; Kazdin & Mazurick, 1994;
Miller & Prinz, 1990; Russell, Lang, & Brett, 1987; Wahler &
Dumas, 1989). Additionally, perceptual batriers including poor
therapeutic alliance, perceived need for treatment, perceplion of
barriers, expectations for therapy, and beliefs about the therapeu-
tic process also impacted engagement beyond logistical barriers
(Garcia & Weisz, 2002; Kazdin et al., 1997; MacNaughton &
Rodrigue, 2001; Nock & Kazdin, 2001). Ethnocultural beliefs
and attiludes further influenced service engagement, as some cul-
tural groups subseribe to a belief that parents should avercome
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child mental health problems ont their own (McCabe, 2002;
Snowden, 2001).

Specific barriers which impede successful mental health service
use engagement for adolescents include fears of labels or antici-
pating stigma from others (Boldero & Fallon, 1995; Yeh,
MeCabe, Hough, Dupuis, & Hazen, 2003). The adolescent
developmental period is characterized by a strong need to estab-
lish a sense of competence, social acceptance, and autonomy. As
a result, adolescents may have great difficulty coming to terms
with the undesirable implications of having a mental health diffi-
culty for their sense of normalcy, identity, and independence
(Wisdom & Green, 2004). Not surprisingly, adolescents often
refuse services due to stigma about mental health difficultics and
feats that peers may have knowledge of their psychiairic issues
(Cavaleri ct al., 2009). Other barricrs to engagement in mental
health services for adolescents include lack of knowledge about
the need for mental health treacment, what services might be
heipful, as well as details about the overall treatment process
itself (Goldstein, Olfson, Martens, & Wolk, 2006; Logan &
King, 2001). Finally, the developmental goals of adolescence,
which involve establishing independence from adults, may lead
to an increasing tendency to avoid self-discloswre o adults in
general (Sciffge-Krenk, 1989), consequently hindering the abil-
ity for adolescents to readily scek assistance from traditional
mental health providers.

Poor therapeutic alliance is another substantial barrier in engag-
ing and retaining families in child mental health treatrnent
(Kerkorian, McKay & Bannon, 2006; Robbins et al., 2006).
Kerkorian et al. found that parents who felt distespected by their
childien’s prior mental health providers were six times more
likely to doubt the wtility of future freatment, and were subse-
quently likely to identify more structural and contextual barriers
to treatment, Robbing et 2], found that both adolescent and mater-
nal alliances with therapists in Mullidimensional Family Ther-
apy for adolescent substance abuse declined significantly
between the first two sessions among dropout cases, but not
among freattrent completers. Moreover, differences between
malernal and adolescent therapeutic alliance, as well as differ-
ences between matemal and patemal alliance with therapists,
predicted treatment dropout (Robbius et al., 2008). Furthermore,
the relationship between different levels of therapentic alliance
among family members and treatment dropout has been found to
be sironger among Hispanic than Caucasian families, Flicker,
Turner, Waldron, Brody, & Ozechowski (2008) noted that
among Hispanic families, those who did not complete functional
family therapy for adolescent substance abuse experienced more
intra-family differences in therapeutic alliances than treatment
completers, However, the same effect was not observed among
Caucasian families in the study. Flicker et al. (2008) suggested
that therapists’ inexperience in addition to the insufficient atten-
tion to cultural factors (e.g., familism and hierarchy within Fis-
panic families) may contribute to engagement difficulties. Such
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findings indicate that problematic alliance may be observable as
early as the first fow sessions, particularly the differential treat-
ment alliance between family members and for specific culoural
groups. Sufficicnt therapist training in addressing early alliance
problems, as well as respecting culturally specific family pro-
cesses could lead to increased retention rates.

Parents’ beliefs about the causes of their children’s problems
may also hinder mental health service use. Yeh et al. {2005)
determined that parents who believed that their children’s prob-
lems were duc to physical causes or trauma were 1.56 times more
likely to use mental health services compared with thoss who had
other etiological beliefs (c.g., personality, relationships with
friends and family, family issues). However, parents who
belicved that their children’s relationships with friends caused
merital health difficulties were 25% less likely to use services
compared to parents who believed fhat child mental hiealth diffi-
culties were cansed by American culture, prejudice, economics,
spiritual issues, and nature disharniony. Providing mental health
cducation to parents on the bio-psycho-social model of chil-
dren’s mental health difficultics may assistin addressing thispar-
ticular bartier to service use.

Interventions That Promote Engagement

McKay & Bannon (2004) identified a number of interventions
and strategies designed to overcome logistical, perceptual, and
cultural barriers to engaging in child mental health treatment.
These involved using reminder fetters and phone calls (Kourany,
Gatber, & Tornusciolo, 1990; MacLean, Greenough, Jorgenson,
& Couldwell, 1989; Shivack & Sullivan, 1989), initial telephone
contact strategies (i.e., when parents first contact clinics via tele-
phoue to set up an intake appointment; Coalsworth, Santisteban,
McBride, & Szapocznik, 2001; McKay et al., 1996; Santisteban
ctal., 1996; Szapocznik et al., 1988) and face-to-face intake pro-
~cedures (McKay, Nudetman, McCadam, & Gonzales 1996).
Additional strategies include those which address parent con-
cerns and barriers during the cowrse of Heatment (Henggeler,
Schoenwald, Borduin, Rowland, & Cunningham, 1998; Kazdin
& Whitley, 2003; Prinz & Miller, 1994; Szykula, 1984). More-
over, dedicated paraprofessional and professiona) clinical staff
are also helpful in promoting family engagement (Burns, Farmer,
Angold, Costello, & Behar, 1996; Elliott, Koroloft, Koren, &
Friesen, 1998; Koroloff, Elliott, Koren, & Friesen, 1994; 1996).

Technology-based interventions

Recent mental health and primary care engagement research
indicates that telephone reminders continne to be an effective
strategy (o increase attendance at mental health treatment
appointments, particularly when therapists, rather than clinic
staff, make direct contact with clients or families (Shoffner,
Staudt, Marcus, & Kapp, 2007). Additionally, new technology to
improve appoiniment attendance includes the use of the intermet
and cellular telephones. A web-based appointment system that
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allows clinicians and sta{f to make, change, and confirm therapy
appointments led to anincreased likelihood of attendance at first
therapy sessions (74%), as compared to fraditional (hera-
pist-based scheduling by telephone (54%) (Tambling, Jolmson,
Templelon, & Melton, 2007). Appointment reminders sent via
texi-messaging is also an effective way to improve attendance
rates at primary carc outpatient services (Downer, Meara, Da
Costa, & Sethuraman, 2006; Leong et al., 2006), and could be
easily irplemented at mental health clinics.

Paraprofessional staff

Additionally, research continues to focus on the nse of
paraprofessional staffto promote engagement, Trained parent, or
family, advocates are paraprofessionals who have special needs
children themselves, Family advocates are trained to coach and
support families in need of mental health services utilizing the
skills and knowledge they have afready developed by success-
fully navigating the mental health service system for theit own
chifdren. Family advocacy and support progratns increased in
number nationwide (Hoagwood et al. in press; Olin et al., in
press), and approximately [0,000 families access training, set-
vices, and support through famnily advocacy programs annually
in New York State alone (Olin et al., in press). The Parent
Empowerment Program (PEP) in New York State trains farnily
advacates to address the needs of parents dealing with child men-
tal heaith difficulties by focusing on empowering their clients as
active agents of change (Ofin et al, in press). PEP integrates
practical principals of parent support, the Unified Theory of
Behavior Change (UTB; Jaccard, Dodge, & Dittus, 2002;
Jaceard, Litardo, & Wan, 1999), and evidence-based engage-
ment strategies (McKay, MeCadam, & Gonzales, 19%6; McKay,
Nudelman, McCadam, & Gonzales, 1996; McKay, Stoews,
MeCadam, & Gonzales, 1998). Delivered by current ot former
parents of children with identified mental health needs, family
advocates trained in the PEP modef provide instrumental and
emotional support, information about mental health services,
care coordination, referral and linkage to other services, respite,
recreation, and direct advocacy (Jensen & Hoagwood, 2008).
Moreover, the personal experience of advoeates increases credi-
bility and the ability ta engender trust with parents, thereby help-
ing families become more actively engaged in their children’s
care (Gyamfietal.,, 2010; Hoagwood et al., 2008; Koroloff, etal.,
1994; 1996; Olin ei al., in press; Robbins et al,, 2008). Although
research on family advocates is in the preliminary stages, it has
been suggested that when family advocates are integrated in
chitd mental heaith service defivery, families are more likely to
engage in treatment (McKay et al., in press).

A related area focuses on outreach, engagement, and
psychoeducation services provided by peer youth specialists as a
promising way to address difficulties in engaging adolescents
into mental hiealth treatment. Peer youth specialists, who are ado-
lescents and young adults themselves, are often scen as mote
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credible and may possess a greater understanding of youths’ con-

cems compared to adult professionals. As a result, peer youth
spectalists possess an enhanced ability to engage adolescents to
address a range of issues, including substance abuse, TNIV/STD
prevention, suicide prevention, and academic failure (Tindall &
Black, 2009). Morcover, adolescents may be more responsive to
younger service providers seen as peers rather than older adults
{French, Reardon, & Smith, 2003),

Within the mental health field, peer youth specialists have been
integrated into a treatment program for sexually abused children
and adolescents. Tn the Peer Support Program (Alaggia,
Michalski, & Vine, 1999), peer youth specialists, who have been
affected by sexual abuse themselves, liaise with comsunity
agencies and schools to identify and engage sexually abused chil-
dren and adolescents who might not otherwise seek treatment
services through formal networks. Consumer feedback indicated
that youth found the outreach efforts and availability of the peer
youth specialist as one of the most important features of the pro-
gram {Alaggia et al., 1999). Recent national attention has pro-
moted the use of peers for transition-age (16-25) youth and
young adults {e.g., Galasso et al., 2009) to provide support and
assist in self-advocacy skills. Additionally, peer youth advocacy
groups have emerged across the country (e.g., Youth MOVE;
hitp:/fwwrw.youthmove.us/) to ensure that youth voice is inte-
grated into mentat health program planning and service delivery.

Finally, the New York State Office of Mental Health has formal-
tzed the peer youth specialist role (called “Youth Advocates™)
within support services for familics whose children manifest sig-
nificant mental and behavioral health difficulties. Youth advo-
cates ave adolescents and young adults (aged [7-22) who have
current or prior mental health challenges, for which they have
received services through the chitd-serving system (e.g., mental
health, child welfare, juvenile justice; Roussos, Berger, & Harri-
son, 2008). Currently, eighteen youth advocates in the New York
City metropolitan area (1) engage children and adolescents and
their families in identifying service needs and goals; {Z) provide
support, education on mental health issues, and guidance based
on youth advocates® personal experiences; (3) organize social,
recreational and educational activities for children and adoles-
cents; and (4) represent the interests of youth mental health chal-
lenges in public forums (Personal communication with B.
Lombrowski, 4/22/10). Although youth advocates have yet to be
formally evaluated regarding their ability to promote cngage-
ment among youth in outpatient mental health treatment, they
represent an emerging national interest in expanding peer out-
reach sesvices for adolescents involved in the mental health SYS-
tem (Federation of Families for Children’s Mental Health, 2001;
Children’s Mental Health Plan Youth Advisory Workgroup,
2008).
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Beyond clinic walls

Improving engagement and access to child mental health ser-
vices has also been improved by prograins operating outside the
traditional clinic environment. For example, combinin g
school-based and family-directed mental health services for chil-
dren through the Positive Attitudes toward Learning in Schools
(PALS) program (Atkins et al., 2006) has contributed to success
in service engagement and retention. PALS focuses on improv-
ing the classroom and home behavior of children with disruptive
behavior disorders, consisting of both classroom-based {e.g.,
posting rules, behavior contingencies, individualized reward
systems) and family-directed (¢.g., parent groups co-facilitated
by clinicians and parent advocates) services. Atkins et al. found
that 80% of familics agrecd to enroll in PALS versus 55% of fam-
ilics engaging in traditional clinic services. At threc months,
100% of PALS families remained enrolled in the program, while
0% of control families continued to receive clinic-bascd services,
At 12 months, 80% of PAT.S families still remained in services,
and among these, 83% agreed to re-enroll in PALS for the fol-
lowing year, while 36% of control families agreed to re-enroll in
clinic-based services, Atkins et al, attributed the engagement and
effectiveness success of the PALS program to the concurrent use
of school- and home-based services, as well as the active invelve-
ment of parent advocates who were instrumental in helping
low-income minority families overcome multiple barriers to
mental health service use (Frazier, Abdul-Adil, & Atlans, 2007),

Home-based therapy is also an effective way to deliver mental
health services to adolescents and their families. Slesnick and
Prestopnick (2004) reported that providing in-home, as apposed
to office-based, family therapy significantly increased atten-
dance and participation in therapeutic sessions among adoles-
cents and their family members. Thompson, Bender, Windsor,
and Flynn (2009) recently confirmed this finding among adoles-
cents with behavior problems receiving solution-focused farnily
therapy. Participants who received home-based therapy
enhanced by experiential activities designed to strengthen com-
munication, relationship-building, and coping, remained in treat-
ment significantly longer than a comparison group who received
office-based family therapy (Thompson ct al., 2009). Providing
services in the home undoubtedly helps to eliminate structural
barriers o treatment, such as transportation problems and
childcare,

Strength-based approaches

An increasing number of programs that have adopted a
strengths-based approach to delivering services to families,
sometimes referred to as a family support perspective (Kagan &
Shelley, [987). This philosophy of practice builds on family
members’ competencies, supports families to make decisions for
themselves, and focuses on enhancing the strengths of families,
including cultural strengths, rather than fixing deficits (Green,
McAllister, & Tarte, 2004). Strength-based practices are likely to
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influence the extent to which parents actively engage in program
services (Green, Johnson, & Rodgers, 1999). To the degrec that
parents feel respected, valued, and tteated as if they are knowl-
cdgeable and capable, they may also be more likely to actively
partner with program staff to work toward their goals (DeChillo,
Koren, & Schultz, 1994),

Patient empowerment and activation has emerged as a
strength-based strategy to increase engagement for minority
adult mental health clients, and has potential for parents bringing
their children to treatment for mental health problems. The Right
Question Project-Mental Health (RQP-ML) program (Alegria et
al., 2008) consists of thiee patient trainings, during which partici-
pants are encouraged to identify questions they have for their
mental health providers, formulate comfortable ways of phrasing
their questions, and engage in role-play to practice asking their
questions and following-up en answers. Among a sample of
low-income, primarily Spanish speaking adults, Alegria et al.
(2008) found that intervention participants were over twice as
likely as a comparison group to be retained in treatment, 29%
more likely o attend their scheduled visits, and over three times
more likely to have at least one follow-up visit.

As another strength-based approach, Motivational Tnterviewin z
(M), is a directive, client-centered counseling style in which
providers encourage patients to argue for behavior change for
themselves and overcome ambivalence towards such change
(Miller & Rollnick, 2002). MT is more focused and goal-directed
than traditional counseling methods, with examination and reso-
lution of ambivalence being its central purpose (Miller &
Rollick, 2002). According to Miller and Rollnick {2002}, the
value of motivational interviewing lies in the patient discovering
the advantages and disadvantages of treatment for himselfor her-
self. Essential components of the MT counseling style include
reflective listening, use of open-ended questions to explore
patients” motivations for change, affirm patient’s own
change-related statements and efforts, helpin gpatients recognize
the gap between current behavior and their desired Tife goals,
asking permission before providing advice or information, using
non-confrontational responses to resistance, encouraging
patient’s self-efficacy, and collaborating with patients on action
plans (Miller & Rolinick, 2002).

MT has been found to improve retention rates among adults (e.g.,
Carroll et al., 2006; Murphy, Thompsen, Mutray, Rainey &
Uddo, 2009; Sherman et al., 2009), and has been used as a treat-
ment model with various adolescent populations, including
youth in emergency room settings who are presenting for and
curtently being treated for injuries (Monti & Colby, 1999), and
most commonly, adolescents with substance abuse and addiction
issues (Colby, Monti & Barnett, 1998; Mouti & Colby, 1999;
Sciacca, 1997),

Most recently, M1 techuigues, such as the expression of empathy,
development of discrepancy, rolling with resistance, and suppoti
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for self-efficacy, have been integrated into a 1-2 session inter-
vention designed to increase the likelihood that adolescents with
serious psychiatiic illness successfully participate in mental
health treatment (Making Connections Intervention IMCIJ;
Lindsey, Bowery, Smith, & Stiegler, 2009). The MCI program
addresses factors that influence treatment acceptability (e,
engagement, perceived relevance, and service safisfaclion) prior
fo treatment participation. The MCI program has the potential to
enhance help-secking behaviors by empoweiing adolescents {o
tdentify perceptual and actual barriers that influence their treat-
ment acceptability and equip them with the skifls to overcome
these barriers, Plans to evaluate the impact of MCI in combina-
tion with an evidence-based treatment for adolescent depression
(i.e., Interpersonal Psychotherapy for Adolescents [IPT-AJ;
MufSon, 2010) are currently underway.

Additionally, MI techniques have been infegrated into engage-
ment-specific interventions for depressed mothers whose chil-
dren receive psychiatric treatment (Swartz et al., 2007; Zuckoff,
Swartz, & Grote, 2008; Zuckoff, Swartz, Grote, Bledsee, &
Speilvogle, 2004). M1 in combination with ethnographic inter-
viewing (EI) has been formulated into a single engagement ses-
sion designed to enhance clinicians’ ability to identify,
comprehend, and resolve patients’ ambivalence regarding
help-secking and entering treatment. Developed in response to
the difficulty in engaging depressed mothers of psychiatrically
involved children into their own treatment, the ME/EI interven-
tion was designed to address patient ambivalence as well as clini-
cian biases which could serve as barriers to engaging patients
into treatment. A recent study utiltized the MI/EI engagement ses-
sion in combination with brief Interpersonal Pgychotherapy
(IPT-B as described in Grote et al., 2004). Grote, Zuckoff,
Swartz, Bledsoe, & Geibel (2007} found that 96% of women in
the MI/EL plus IPT-B condition attended their initial treatrment
session vs, only 36% of women in the IP'T-B alone condition (p<
.001). Although the MI/EI intervention has been designed to
engage adult patients into their own treatment, it inay have poten-
tial utility with those parents whose children require psychiatric

- treatment but who may be especially resistant to formal child

mental treatment models.

Special Populations

Families of children with disruptive behavior
disorders

Childhood disruptive behavior difficulties, including persistent
oppositional and/or aggressive behavior, are among the most
comunon reasons for referrals to child mental health clinics
(Frick, 1998; Kazdin, 1995). These disorders are particularly
concerning because of the high degree of impairment and poor
developmental trajectory (Lahey & Locber, 1997). However, as
stated earlier, families whose children manifest such difficulties
have an increased likelihood of dropping out of treatment
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prematurely (Baruch et al., 2009; Burns et al., 2008; JTohnson et
al., 2008; Robbins et al., 2006), losing auy progress families may
have made before terminating services. Such families expetience
additional stressors and commitments that limit the resources
available to facilitate attendance at appointments (Miller &
Prinz, 1990), such as insufficient time, lack of transportation, and
concetns that services might not help (McKay et al., 2005).
Moreover, parents often need support and education on provid-
ing reinforcement, using alternatives fo physical punishment,
focusing ou treatment gains rather than on negative behaviors,
effective communication skills, and probler solving (Miller &
Prinz, 1990}, Additionally, these children, by the nature of their
difficulties, may not fully participate in sessions despite being
physically present. It is not uncomyaon for such children to dis-
agree with the treatment plan, or resist Lreatment altogether
{McKay et al., 2005),

The Multiple Family Group (MFG) service delivery model to
reduce disruptive behavior disorders, developed by Dr. Mary
McKay and colleagues at the Mount Sinai School of Medicine
(MSSM), is specifically tailored to improve engagement, reten-
tion, and effectiveness of services for urban children and families
of color (Franco, Dean-Assael, & McEay, 2008; Gopalan &
Franco, 2009), This model involves school-age, inner-city chil-
dren (ages 7 to 11) who meet diagnostic criteria for Oppositional
Defiant Disorder (ODD) or Conduct Disorder (CD) and their
families (including adult caregivers and siblings between the
ages of 6 to 18 yeats) in a 16-week series of group meetings with
6 to 8 families. The MFG service delivery model addresses those
family factors (i.e., poor parental discipline and mouitoring,
inadequate behavioral limits, lack of parent-child bonding, fam-
ily conflict, stressors, family disorganization, family communi-
cation, within family support, and low level family interactions)
which are consistently implicated in the onset and maintenance
of childhood behavioral difficulties, and predict the development
of ¢hild ODD and CD (Alexander, Robbins, & Sexton, 2000,
Dishion, French & Patterson, 1995; Egeland, Kalkoske,
Goltesman, & Erickson 1990; Keiley, 2002; Kilgore, Sayder, &
Lentz, 2000, Kumpfer & Alvarado, 2003; Loeber & F arrington,
1998; Loeber & Stouthamer-Loeber, 1987, Patterson, Reid, &
Dishion, 1992; Reid, Eddy, Fetrow, & Stoolmiller, 1999;
Sampson & Laub, 1994; Shaw, Vondra, Hommeting, & Keenan,
1994; Tremblay, Loeber, Gagnon, & Charlebois, 1991 }- In addi-
tion, MFG conient addresses specific family factors related to
utban living, socioeconomic disadvantage, social isolation, high
stress, and lack of social support. These fictors hinder effective
parenting and contribute to childhood conduct difficulties, as
well as relate to eatly drop out (Kazdin & Whitley, 2003; Wahler
& Dumas, 1989). In addition, intervention sessions have becn
designed to target factors (e.g., parental stress, use of emotional
and parenting support resontces, family involvement with the
child in multiple contexts, and stigma associated with mental
health cate) which potenliaily impact inner-city child mental
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health service use and outcomes. Key components are delivered
via content and activities based on core elements of pateat train-
ing and systemic family therapy.

The use of MFGs has been shown to increase family engagement
in Ireatment (MeKay et al., 2005). A preliminary study of the
MFG model examined the impact of MFGs on 138 children with
conduct problems and their families, who were assigned to MFG
or service as usual (family therapy or individual therapy). Fami-
lies in the MFG groups attended on average 74 3.3 sessions dur-
ing a 16-week period. In comparison, families in the “treatment
as usual” family therapy group attended an average of 4+3,2 ses-
sions, while families in the “treatment as usual” individual ther-
apy group attended an average of 3.1 + 2.7 sessions. Cutrently,
the MFG service delivery strategy to reduce child disruptive
behavior disorders is being tested in a large-scale effectiveness
study funded by the National Institute of Mental Health (NIMH).
Preliminary data indicates that engagement rates for families in
the MIG treatment condition far surpass what would normallybe
seedt in urban child niental health clinics (McKay et al., in press;
McKay et al., 2005).

Families and children affected by trauma

Ina recent study conducted by the Office of Juvenile Justice and
Delinquency Prevention (Finkelhor, Turner, Ormrod, Hamby, &
Kracke, 2009), more than 66% of children in the Uniled States
reported being exposed to violence within the pastyear, Children
exposed to trauma can experience a number of short-term and
long-term disturbances in self—regulation (e.g., avoidance, with-
drawal, sleep disturbance, changes in appetite, difficulties regu-
lating mood, and difficulties concendrating, exaggerated startle
response, hyper-vigilance, 2 need to repeat the event through
words and/or play, flashbacks or re-experiencing), somatic com-
plainis (e.g., headaches, stomachaches and back pai), as well as
increased disturbances in mood, developmental achievements,
behavior, and risk-taking activities (e.g., using drugs and alco-
hol, promiscuous sexual activity, skipping school, running away
from home) La Greca, Silverman, Vemberg, & Roberts, 2002;
Cohen, Mannarino, & Deblinger, 2006). If symptoms do notsub-
side over time on their own or with treatment, individuals may
develop depression, anxiety, PTSD, petsonality changes, sub-
stance abuse, and impaired schoot functioning (La Greca et al.,
2002; Cohen et al., 2006). Additionalty, traumatized children are
more likely to be involved in violent relationships, either as vic-
tims or perpetrators (Harpaz-Rotem, Muphy, Berkowitz, &
Rosenheck, 2007).

Recommended treatment includes early engagoment to identify
and monitor initial reactions to trauma which may lead io future
disorders (Berkowitz, 2003), ensuring that concrete needs (e.g.,
safety, shelter, employment, medical care) are met (Saltzman,
Layne, Steinberg, Arslanagic, & Pynoos, 2003), providing
psychoeducation about normal and abnormal reactions to
trauma, and enhancing coping skills (Saltzman et al., 2003),
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However, several factors impede engagement for those who have
been exposed to violence and trayma. Individuals who suffer
post-lraumatic reactions often do not recognize the effects of the
event until a significant and persistent foss of fonctioning has
occurred (Elhai & Ford, 2009). When someone experiences a
traumatic event, they become physically, emotionaily, and
cognitively dysregulated (Osofsky & Osofsky, 2004). Onereac-
tion is a desire to avoid the traumaticincident and any reminders,
Morcover, individuals frequently withdraw from the VELY Sup-
port systems and routines which are likely to assistwith recovery
{Cohen et al., 2006). Other engagement barriers specific to
frauma include perceived intrusiveness of clinicians, trauma
fatigue (a weariness of discussing the tragic event), aversion Lo
being probed about the event and the associated feelings, and
parenis underestimating the exposure and effects of the traumatic
event on themselves and their children (Levitt, Hoagwood,
Greene, Rodrignez, & Radigan, 2009). Families often withdraw
from their normal daily routines and social supports in order to
avoid further exposure to potentially traumatic events or trau-
matic rerinders. Unfortusately, such a withdrawal limits access
by mental health providers to victimg (particularly children),
especially when caregivers fear that children could be re-trauma-
tized if asked to discuss the trauma (Elhai & Ford, 2009).

Early identification is a significant challenge to treating children
and families who have been exposed to violence and trauma.
Maost of the time, familics do not seek treatment until and ynless
their child is exhibiting significant behavioral problems. Many
children may minimize their reactions to the fraumatic event to
avoid upsetting their parents or caregivers (Leviil et al., 2009),
Morcover, as typical trauma reactions inchude internalizing
behaviors (c.g., avoidance, denial, depression, withdrawal, sleep
disturbances, changes in appetite and concentration), parents
who are unaware of such symptoms or who lack educaiion on
what to look for may be unlikely to seek appropriate and timely
treatment. The result is that a large percentage of children in need
of services are never identified or seen by mental health profes-
sionals (Finkefhor, Ormond & Turner, 2007).

Bven when parenis are aware, many feel guilty that they were
unable to protect their child from the initial trauma. Fears of
being judged and attempts to protect their child from
re-traumatization may lead parents to avoid treatment (Elhai &
Ford, 2009). Strategies to overcome tranma-specific batriers
include providing psychoeducation for children and parents
about notmal reactions to abnormal events, orienting parents to
the treatment process, and assuring thern that successful treat-
ment will help children get better faster, Ag many parents may
experience their own difficulties following & traumatic cvent
(deViies et al., 1999), parents should also be educated on the
importance of treatment for themselves and provided referrals.
Moreover, framing parent well-being within a family systems
context helps parents to understand how (heir own mental health
status affects their child.
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Finally, additional treatment bagtiers include socio-economic
status, lack of health insurance, negative experiences with clinic
siaff, lack of knowledge tegarding how to access services,
bureaucratic red tape, familial discord, lack of transportation,
child-and-family care, finances, employment schedules, and
environmental chaog {Davis, Ressier, Schwartz, Stephens, &
Bradley, 2008). While these obstacles are not unique (o those
who bave experienced trauma, violence tends to occur in the
tost vulnerable communities (Sclf-Brown et al., 2006). Com-
munity-based interventions that intervene beyond the clinic
walls provide an opportunily to collaborate with community
stakeholders and provide access to fhose whoneed it most, More-
ovet, collaborative community-based interventions in the acute
phase following tragma éxposure may assist in early identifica-
tion and engagement. One example, the Child Development
Community Policing Program (CDCP), involves collaboration
between the New Haven Department of Police Services and cli-
nicians from the Yale Child Study Center. The model involves a
pasinered respouse fo children and families following incidents
where children are involved as victims and/or witnesses of vio-
lence and trauma, This partnered response allows police to secure
the scene while clinicians tntervene by providing
psychoeducation, acute coping strategies, and treatment options.
As aresult, the family’s sense of physical and emotional safety is
enhanced. Police/clinician teams follow up with the family
within a week to assess current functioning and symptoms,
answer questions related (o the incident, and contimie ongoing
treatment planning with the family (Marans, 2004). Recent fiud-
ings indicate the CDCP program has been particularly successful
in reaching Hispanic children, and in responding to incidents
involving pang nvolvement, accidents, felony assaults, property
crimes, family violence, and psychiatric crises. Morcover, chil-
dren and families involved in the mogt severe incidents and those
witha primary mental health component are more likely (o utilize
intensive CDCP services (Murphy, Rosenheck, Berkowitz, &
Marans, 2005).

Implications and Conclusions

Begiming with McKay and Bannon’s (2004} review, recent
studies suggest broadening the definition of freaiment engage.-
ment beyond simple treatment attendance. From a clinical per-
spective, providers are well-advised to pay attention to indicators
of treatment disengagement prior to sessions being missed {e.z.,
difficulty scheduling appointments, lack of foltow-through on
intervention plans, insubstantial treatment goals, uneven treat-
ment progress, lying about important issues; Cunningham &
Henggeler, 1999), Furthermore, fature research can measure dif-
ferent behavioral indicators of engagement beyond simple treat-
ment atlendance (e.g., parlicipation and cooperation in sessions,
homework completion, demonsirating progress towards goals).
When distinguishing between appropriate treatment completion
and drop-out, clinician/elient agreements fo treatment
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termination should be considered (Johnson et al., 2008). Mea-
surement of engagement should also include an attitudinal com-
ponent io distinguish those clients who are invested in treatment
from those who are simply complying (Staudt, 2007). This may
be accomplished by incorporating treatment process measures
such as the Metropolitan Arca Child Study (MACS) Process
Measure (Tolan, Hanish, McKay, & Dickey, 2002),

Although recent data show discrepancies between the average
uumber of treatment sessions attended in child mental health
clinic settings (i.e., Brookman-Frazee et al., 2008; McKay ctal.,
2005), such differences may result from the differing socioeco-
nomic and geographic characteristics between low-income
urban seitings (i.c. McKay et al,, 2005) compared to an entire
county consisting of urban, suburban, and rural communities {i.c.
Brookman-Frazee et al., 2008). Given an inverse correlation

between service use and poverly, parent and family stress, and

minority and single parent status (Angold et al,, 1988
Armbruster & Kazdin, 1994; Brannan et al,, 2003; Freedenthal,
2007; Garlaud et al., 2005; Gould et al., 1985: Hobetiman, 1992,
Kazdin et al, 1997; Lopez, 2002; Miller, Southam-Gerow &
Allin, 2008; Zimmerman, 2005), it is not sutprising that urban
clinics may experience greater challenges in retaining
low-incorne, single-parent families of color who typically utilize
community mental health services, Moreover, an overall lack of
sufficient child mental healih service providers in urban,
mner-city settings (Asen, 2002) creates even greater obstacles to
accessing treatment, Recent findings additionally identify that
famities whose children have distuptive behavior disorders,
homeless adolescents, families where parents and children dis-
agree on treatment goals, families with more hostile parent-child
interactions, and families with multiple psychosocial issues are
particularly difficult to engage and retain in treatment. Moreover,
the quality of the therapeutic alliance with parents and children,
as well as parents” etiological beliefs regarding their children’s
mental health difficulties, also influence child mental health
treatment engagement. Clinical solutions may eniail the use of
more culturally appropriate services and provider engagement of
minority families, multi-lovel services to address complex family
needs, psychoeducation about the bio-psycho-social model of
child mental health difficulties and continued attention to pro-
moting productive working relationships between parents, chil-
dren, and therapists. This is particularly important ag problerms
with alliance may be prevalent even within the first fow sessions.
Finally, specialized treatment programs focused on engaging
families whose children manifest disruptive behavior disorders
(c.g., Franco, Dean-Assael, & McKay, 2008; Gopalan & Frauco,
2009), particularly for urban, low-income, minority families,
may be beneficial for those families leastlikely to engage in child
menta] health treatment,

Although previous research presents equivocal findings regard-
ing the relationship between child age and engagement, it may be
worth exploring how reluctance to seek treatment and treatment
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disengagement varies across the different developmental stages
of childhood and adolescence. Moreover, chnicians who elicit
adolescents” perspectives on their own mental health symmiptorns
to increase self-awareness may be more likely to increase adoles-
cents’ motivation for treatment. Finally, resolving potential con-
flicts between parents and youth by finding common treatment
goals may have utility in increasing treatment retention,

The advent of new technology means that treatment engagement
can be further improved through the use of web-based appoint-
ment systemis and texting to mobile phones. Additionally, mak-
ing treaiment available outside the traditional clinic walls
through school- and home-based service delivery models is
promising for the promotion of initial engagement and service
retention. Patient conpowerntent and activation may provide par-
ents with skills to advocate for their children’s treatment. As a
result, future clinicat and research activitics may focus on ways
to adapt the RQP-MH and MI interventions for the child mental
health context. Moreover, the use of paraprofessional family
advocates and peer youth specialists are gaining increasing pepu-
larity, particularly given a growing demand for consumer-led
services in mental health (New Freedom Commission on Mental
Health, 2003). Finally, this article focuses attention towards
those families whose children manifest disruptive behavior dis-
orders and traumatic symptoms. As these special populations
present with unique treatment bacriess, both clinical and research
activities should explore how the highlighted programs can help
to overcome obstacles to treatment engagement faced by families
with such needs.
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| April 1, 2016

. To the Department of Public Health regarding Growing Potentials, Marcy Taliceo, President:

| | am writing this letter in recommendation for Growing Potentials. | have known Marcy Taliceo for the past going on

| seven years, of which | have seen her reach many of her goa Is personally and professionally with her growing business of "

| Growing Potentials and her impeccable clinical work. She has also completed her Master’s degree and Licensure of
| Professional Counseling in the State of CT as well as Massachusetts.

I Currently | serve on her advisory board and Growing Potentials has services that are including Assessment, Individual

. Psychotherapy and case management, group therapy, family therapy, substance abuse consultation, multi-family

| groups, outreach services, child and adult day treatment programs, child and adult treatment programs, child and adult
| outpatient psychiatric services, developmental screenings and assessment of childhood adolescence, depression, mood
| and anxiety disorders, psychological testing, occupational therapy, physical therapy, speech and language therapy, and
| psychiatric testing for diagnostic clarification.

; | have no reservations in recommending Growing Potentials as a DPH Provider. It is an excellent agency with a mission
| doing amazing things. If you have any further questions, do not hesitate to contact me at: 860-471-2057.

| Sincerely,

| Karen Lapienski, Ed.D.

| Chief Executive Officer

I Elegant Clinical Corporation
* 170 North Road

| East Windsor, CT 06088

i www.elegantclinical.com
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m 11208 U.S. Income Tax Return for an $ Corporation

» Do not file this form unless the corporation has fifed or is
attaching Form 2553 o elect to be an § corporation.

OMB Mo, 1645-0123

2014

Depariment of the Treasury . ) L 3 | .
Internal Revenus Service » |nformation about Form 11205 and its separate instructions is at www.irs.gov/formi120s.
For calendar year 2014 or tax year beginning , 2014, ending ,
A 8 efeclion affective daia Name D Employer identification number
06/13/13 TypE  |Growing Potential Services: Therapeutic and Behavioral Solutions, P.C.} 46-3010541
B Business actlvity cade Number, street, and room or suile no. If a P.O. box, see instructions. E Date incorpurated
aumber (see inslrs) OR
621399 PRINT 139 Hazard Ave. Ste 2-6 06/13/13
G C}}gd’tlg cshce??dma D City or town, slale or province, counlry, and ZiP or foreign postal code F Total assels {see inglructions)
Hee Enfield CT_ 06082 $ 40, 908.
G |5 the carporation electing to be an S corporation beginaing wih this lax year? Yes B’No If *Yes, attach Form 2553 if not already filed
H Checkifi (1) Final return (2) DName change  (3) Address change
(4} Amended return {5) 8 clection termination or revocation
[ Enter the number of shareholders who were shareholders during any part of thetaX YBAr - « « « o« v+« o o4 4 e e e x b e e - 1
Eytion. Include only trade or business income and expenses on lines 1a through 21. See the instructions far more information.
12 GroSsraceipiS O SAIBS. » - « v v o v v m o s o s e e 1a 244,296.1
b Returns and allOWENEES - - < o v - s e e e ib e
L ¢ Balance. Subtract line 1h from lNe 18 + « « -« v v v o v o n s ic 244,296,
¢ 2 Gostof goods sold {attach Form 1125-A) . « + <+« o oo v v e v 2
gn 3  Gross profit. Subtract line 2 fromline 1c « -« « v v v v v e v b e P 3 244,296,
4 Net gain (foss) from Form 4797, line 17 (altach Form 4797). .+« « v v v v v v e e e e e e s e e 4
5 Olner incame (loss) Geefnstrs — attstatement) . . 7L STMT L v 5 868,
¢ Total income (loss) Addlines 3through8. - « « + o« v e v v o0 v m e e e s | 6 245,164,
7 Compensation of officers (see instructions - attach Form T125-E). - v v v v v v v v i e T 9,750,
o B Salaries and wages (less employmenteradits) « .« o v o s o s e e 8 138,476,
D1 9 Repairs and MAINIENANCE « « « « » « v v v v e v s o mn s s e 9 119,
D110 Baddebts . . .« v o v oo e L IR 10
$ D1 REMES « » « ¢ v o o m e e e e e e e e e e en s 11 24,015,
L 12 Taxes and IGBHSBE. « « ¢ = = o v r c v e b e e e e s 12 18, 383.
g! A3 JErESt, « « « o v v b e e e e e e e et e e s 13 1,010,
14 Depreciaiion not claimed on Form 1125-A or elsewhere on refura {aftach Form 4562} . . . . -« « - -+ s 14 0.
E 15 Depletion (Do not deduct oil and gas dopletion). « v « -« ot ey 15
B {46 AQVEISING. « « o v« v v v v o e e e 16 210,
5N A7 Pension, profit-sharing, etc, PIANS « « ¢+« v v v e 17
s 18 Eroployee beneflt Programs . « « « « « - o e v s e s s 18
R 19 Other deductions (attach statement) . . . . T 8TMT . oo e 19 59,174,
20 Total deductions. Add lines 7through 19 + < « o« v o v v e o e 20 251,146,
21 Ordinary business income {loss). Subtract line 20 from BNEB - « « o 0 s e o s b e e e a et ey 21 -5,982.
22a Excess net passive income or LIFQ recapture T
T tax (S nstraclions) - « « « v v e e 22a
A b Tax from Schedule D (Form 1120S) .« « o o v o v v oo oo i m e e e e 22b :
X ¢ Addtines 27a and 228 (see instructions for additional faxes). + « « » v o w o w e e e e e e e e e 22 o
ﬂ 23a 2014 estimated tax payments and 2013 overpayment credited fa 2014 . . ... 23a e
B | b Tax deposited with FOrM 7004 « « + « « v b o v oot 23b 0.
A ¢ Credit for federal tax paid on fuels {attach Form 4136) - -« v v oo e e e 23c -
A d A ines 233 throUGR 230 + « « = = < o 0 v v v v e e ey 23d 0.
M1 24 Estimated tax penalty {see instructions). Check if Form 2220 is attached . « v v o - b e e s e > 24
¥ 125 amount owed. if e 23d is smaller than the total of lines 22c and 24, enler amountowed « « « ¢ e v n s e e e e 25 0.
$ | 26 Overpayment. If line 23d is larger than the total of lines 22¢ and 24, enter amount overpaid + » .« - . .« -+ 26
27  Enter amaunt from line 26 Credited to 2015 estimated tax ¥ Refunded D—W
Under penalties of perjury, | declare that | have examined (his return, including accompanying schedules and statements, and to the best of ray knowledge and beflef, itis true,
. correct, and complete. Declaralion of preparar (other than taxpayer} s based on ail nformation of which preparer has any knowledge.
S:gn May the IRS disguss this relurn
Here b President il lhe preparey ghovn below
Signature of officer Date Tille ¥|Yes l_—INo
Print/Type preparar's name Preparer’s slgnature Cate Check i PTIN
Paid David Livingstone CPA 00/12/15 self-employed ]
5repgr elr Fira's name » David C. Livingstone CPA Frms BN P ———
se OnlY Iiwsaddress B 200 N Main St
East Longmeadow MA 01028 proneno. {413) 525-0020
BAA For Paperwork Reduction Act Notice, see separate Instructions. SPSA0112  D80ft4 Form 11208 (2014)
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OMB No. 15815-0123

e 0879-S iRS e-file Signature Authorization for Form 11205
» Do not send to the IRS, Keep for your records.
» Information about Form 8879-8 and its instructions is at www.frs.gov/forma879s. 201 4
Department of the Treasury
Internal Revenue Service For calendar year 2014, or tax year beginning , 2014, ending ' -
Name of corparation Employer identlification number

Growing potential Services: Therapeutic and Behavioral Solutions, P.C. 46-3010541
[Partl | Tax Return Information {Whole dolfars only) -

i Gross receipis or sales less returns and allowances (Form 11208, WRETC) « v o v v v e e 1 244,296,
2 Gross profit {FOrm 19208, N8 3) . « v« « o v o v oo m e s 2 244,296,
3 Ordinary business income (loss) (Farm 11208, N6 21) « « « « v -« oo v o e e e e s e 3 -5,982.
A Netrental rea) estate income (loss) {Form 11205, Schedule K fine 2). o« v v v o v v e e e e 4

5 Income {loss) reconciliation {Form 11208, Schedule K, line i R I L I S AL 5 -5,982.

[Part Il [Declaration and Signature Authorization of Officer (Be sure to get a copy of the corporation’s return)

Under penalties of perjury, | declare that | am an officer of the above corporation and that | have examined a copy of the corporation's 2014
alectranic income tax return and accempanying schedules and statements and fo the best of my knowledge and belief, it Is true, carrect, and
complete. | further declare that the amounts in Part | above are the amounts shown on the copy of the corporation's electronic income tax
return. | consent to allow my electronic refuen originatar (ERO), transmitter, or intermediate service provider to send the corporation's retuti to
the IRS and to receive from the IRS (a) an acknowledgament of recsipt or reason for rejection of the transmission, (b the reason for any delay
in processing the return or refund, and (¢} the date of any refund. 'f applicable, | authorize the U.S. Treasury and its designated Financial Agent
to initiate an electronic funds withdrawal (direct debit) entry to the financial Insfitution account indicated in the tax preparation software for
payment of the corparation's federal taxes awed on this return, and the financial institution to debit the entry to this account. To revake a
payment, | must contact the U.S. Treasury Financial Agent at 1-888-353-4537 no later than 2 business days prior fo the payment (settlement)
Gate. | also authorize the financial Institutions involved in the proeessing of the electronic payment of taxes to raceive confidential information
necassary to answer inquiries and resclve issues related to the payment. | have selected a personal identification number (PIN) as my signature
for the corporation's electronic income tax returmn and, if applicable, the corporation’s consent to electronic funds withdrawal.

Oificer's PIN: check one box only

DI authorize to enter my PIN | Jas my signailre
ERO firm name do not enter alf zeros

on the corporation’s 2014 electrenically filed income tax retum.

As an officer of the corperation, } will enter my PIN as my signaiure on the corporation's 2014 electronically filed incame tax retum.

Officer's signature Date » Tile ™ President

[Part ll] Certification and Authentication

ERO's EFINPIN. Enter your six-digit EFIN followed by your five-digit seif-selected PIN - . . . .. .. e e

do not enter all zeros

1 certify that the above numeric eniry is my PIN, which Is my signature on the 2014 electronicatly filed income tax return for the corporation
indicafed ahove. 1 confirm that 1 am submitting this return in accordance with the requirements of Pub 3112, IRS e-file Application and
Participation, and Pub 4163, Modemized a-Flle (MsF) Infarmation for Authorized IRS a-fife Providers for Business Returns.

pate ® 09/12/15

ERCY's signature ™

ERO Must Retain This Form — See Instructions
Do Not Submit This Form to the RS Unlsss Requested To Do So

BAA For Paperwork Reduction Act Notice, see instructions. Form 8879-3 (2014)

SPSADTON  11/63/14
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Form 11208 (2014)  Growing Potential Services: Therapeutic and Behavioral Solutions, P.C, 46-3010541 Page 2
[Scheduls B | Other Information (see instructions) Yes | No
1 Check accounting methed:  a M Cash b I__lAccrua[ c UOther (specify)* l S
2  See the instructions and enter the:
a Business aclvily. = Social Services b Product of sevice. . = Service

3 Atany time during the tax year, was any shareholder of the corporation a disregarded entity, a lrust, an estate, ora
nominee or similar person? If "Yes," attach Schedule B-1, Information on Ceriain Shareholders of an S Corporation . - . . . . . X
4 At the end of the tax year, did the corporation: T

a Own dirgctly 20% or maore, or own, directly or indirectly, 50% or more of the total stock Issued and ouistanding of
any foreign or domestic corporation? For rules of constructive ownership, see insiructions. If 'Yes,’ complete (i}

rough (W) BDBIOW . « « v v o o e e e e e s e a4 e m e e werco s e rtevrem et et X
{1y Name of Corporation {if) Employer {iii) Country of iv) Percentage |{v) i Percentage in (iv)
|dentification Incorporation of Stock Owned{ 15 100%, Enter he
Number {if any) Date {il any) a Cualified
Subchapler S
Subsidiary Eleclion
Was Made

b Own directly an interest of 20% ar more, or own, directly or indirecily, an interest of 50% or more in the profit, loss, or
capital in any foraign or domeslic partnership (including an entity treated as a parinership) or in the beneficial interest

of a trust? For rules of constructive ownetship, see instructions. If 'Yes,' complete (i) through {v)below - . . - . . - - - - . - X
{i) Name of Entity (i) Employer (i} Type {iv) Country of (v} Maximum %
icentification of Endity Organization Owned in Profil,
Number (if any} Loss, or Capital
Ba At the end of the tax year, did the corporation have any outstanding shares of restricted stock? . + .« . - . 0 oo e X
K 'Yes,' complete lines (1) and {{i) below. R '
(i) Totalshares of restricled sfogl « « « v v 0 e e . 7
{if) Total shares of non—restricted stock . « . . o v o . LT
b At the end of the tax year, did the corporation have any outstanding stock options, warrants, or similar instruments? . . . . . . . X
If 'Yes,' complete lines (i) and (i) below. N :
(i) Total shares of stock outstanding at the end of the tax year . . . .+ . . . Ve e s R
(ii} Totat shares of stock outstanding If al Instruments ware exectted . « o - - v e e e e e -
6 Has this corporation filed, or is it raquired fo file, Form 3918, Material Advisor Disclosure Statement, to provide
information on any reportable ransaction? « « « v 4 v o e e e e e e e e X
7 Check this box [f the corporation issued publicly offered debt instruments with original issue discount . .« o o .. e e s e D g
if checked, the corporation may have to file Form 8281, Information Return for Publicly Offered Criginal [ssue B
Discount Instruments.
8 If the corporation: (8} wasa G corgoration before It elested to be an S corporation or the corporation acguired
an asset with a basis determined by raference #o the basis of the asset {or the basis of any other prope y) in
the hands of a C corparation and (b%lhas net unreatized built-in gain in excess of the net recognized built-in gain
fram prior years, enter the net unrealized built-in gain reduced by net recognized :
built-in gain from prior years {see instrucions) . . .« oo v o e e e I .
8 Enter the accumulated sarnings and profits of the corporation at the end of the tax year. . . . . . . . 5
10 Daes the corporation satisfy beth of the following conditions?
a The corporation's total receipts {see instructions) for the tax year were less than $250,000 « . « v v« o4 v e e e e
b The corporatian's total assets at the end of the tax year were lessthan $280,000 . + v o v v v v v e e c e e X _
if "Yes,' the corporation is not required to complete Schedules L and M-1. -
11 During the tax year, did the corporation have any non-shareholder debt that was canceled, was forgiven, or had the
terms moditied so as to reduce the principal amount of the debt? . . . v oo v v e e e ] X
if "Yes, enter the amount of principal reduction 5 : o
12 During the tax year, was a qualified subchapter 3 subsidiary election terminated or revoked? If *Yes', see instruclions . . . . .. X
13 a Did the corporation make any payments in 2014 that would require it to file Form{s) 10897 . . v v . v v oo X
b If "'Yes,' did the corporation file or will it file requived Forms 10982 . . o« « 0 v 0 oo x v v e s n s e S

Form 11208 (2014)

SPSAD112 12423014
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Forr 11205 (2014) Growing Potential Services: Therapeutic and Behavioral Solutions, P.C. 46-3010541

Page 3

[Schedule K | Shareholders’ Pro Rata Share ltems

Total amount

income | 1 Ordinary business income {loss) {page 1, MNB21) « o v e e e e e e 1 ~-5,982.
(Loss) 2 MNet rental real estate Incame (I0ss) (altach FOrm 8825)s + + « <« « v o v v v v e o 2
3a Other gross rental income (I0S8) + « « « v v v v v v v e e e 3a
b Expenses from ather rental aclivities (attach statement) . .+ - . < .o o - - - 3b o
¢ Other net rental ingome (foss). Subfractline b fromlineda « v« v v v v v w v v v o v v s 3c
4 Inlerestincome. - . <« o v o0 s e e e e e e e e e e e e e s 4
5 Dividends: aOrdinarydividends . . . o« o v v oo o oo e e 5a
BQualified GVIAENds - « + + « v e e e e | 50] =
6 Rovallies. « « « « v v v o e e e e ]
7 Net short-term capital gain {loss) {attach Schedule D (Form 11208)) . . . .« . o - o o v v v e s 7
8a Net long-term capital gain (loss) (atiach Schedule D (Form 11208} - . - . - .+ oo v v v om0 8a
b Coltectibles (28%) gain {foss). - « « v« o v o v e e e 8b
¢ Unrecaplured seclion 1250 gain (altach stalement) . . - . . - - . o o0 o s 8c i
9 Netsection 1231 gain (loss) (aftach Form 4797} . o o v o 0 v 0 v o v e e 9
10 Other income {loss) (see instructions) . . . . . . Typa™ 10
Deduc- | 11 Section 179 deduction (attach Form ABBZY . c v v e e e e e e e e 11
tions 124 Charitable contiibUBONS « -+ & « v v o e o e e e e o e s s e e e e e e e s 12a
b lnvestment INteTast BXPRNSE « « v« v v v v c o v e s e e e e e e 12b
¢ Section 59(e)(2) expendituras (1) Type > _ _ _ _ _ . (2) Amount > | ‘2¢ (2}
d Other deductions (see instructicns). . . Type * 12d
Credits | 13a Low-income housing credit (sactlon 42(}5)) -+« « « « « o o o i e i e 13a
b Low-income housing credit{other) . . . . .« . . . .o v o e e e e s 13h
& Qualified rehabifation expenditures (ental real estate) {attach Form 3468, ifapplicable) . - < o o o oo o v 13¢
d Other rental real estate credits {see instrs}  Type ™ _ o _____ 13d
e Other rental ofedits {seeinstrs) Type ™ _ _ 13e
f Biofuel preducer credit (atlach FormB478) « v « o v o v v v o 13f
¢ Cther gredits {see instructions) . . . . . Type* 13g
Foreign | 14a Name of country or U.S, possession L . T
zﬁiﬁ;s b Grossincome from all SOUFCES + « « v« + v« « v v w b e e e e e 14h
¢ Grose income sourced at shareholdarfeval. . . o v . o« o o o v d e d s i e 14¢
Foreign gtoss income sctrced at corporate level R
APassiVe CaIBEDNY. - -« « ¢« v o e o e e e e e e s 14d
B GEneral CatBgOTY. « - « =« « « s s e e e e et e e e s n e e 14e
f Other (attach statement} -« « « » « « c v v v e o s e e 14§
Deductions allocated and apportioned at shareholder level Ll
G INTETESE BXPONSE « + « « + + w v v n v e e e 14g
0T S T LI IR I TR B 14h
Deductions allocated and apportioned at corporate level to forelgn source incoms L
T PassivVe GAIEGOTY . « « « o ¢ r o s m b e e e e s e 141
] GENeral Category. « - « « + v« o a e e es e w s e 14]
k Other (attach StAlBMERL) « « + + « o« o o v e e 14|_<”
Other information L
I Totai forelgn taxes (check one}. » [l Paid D Accruad .- ..o a oo s 141
m Reduction in taxes available for credit
(AAch SEEIEIMENY « « « o v v c v e e e 14m 7
n Other foreign tax Information (atiach statement) R L
Alterna- | 152 Post-1988 depreciation adjustment. . . . . .00 o e e e 15a Q.
}\}t‘gﬁi- bAdUStd gaiNOFIOSS . - « « o e e ... | 18b
mum ¢ Depletion (otherthan ol and gas) « .« « « c oo v v v e e 15¢c
-(r:r’\‘") d Oil, gas, and geothermal properties — Gross GOME « + « « « « « v v v v v s s i5d
tems e Qil, gas, and geothermal properties — deductions .« » « - -« v v v v e e e e e 15e
f Other AMT items (altach statement) . - . . . o o v o0 2 o oo v v0 s e e 16f
Iitems 16a Tax-exemptinterestincome « « « « .+« v v v e e 1i6a
ﬁfgc' b Other tax-6XSMPLINCOME. « « « « « v+« 0 v o v s et oo e 16b
Share- ¢ Nondeductible BXPENSES « « « v v« « oo e 16¢ 548,
g‘;ﬁgr d Distributions (attach stmt if raquired) {seeinstrs) - - < . -« v oo e e e 16d
e Repayment of loans from shareholders. - . - » o o« o -« o v v o s e ot 18e i,362.
BAA SPSA0T34  0B/0614 Form 11208 (2014)
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Form 11208 (2014)  Growing Potential Services: Therapeutic and Behavioral Solutions, P.C. 46-301054]1

Page 4

[Schediile K | Shareholders’ Pro Rata Share Items (continued)

Total amount

Qther
Infor-
rmation

d Other items and ameunts
{attach statemenf)

178 INVeSIENLINGOME « + « « + « v s e et b e e e e e e e e
D INVESHTIENt BXPENSES. « « « « + « « « v v o a v m e
¢ Dividend distributions paid from accumulated earnings and profits

17a

17h

17¢ 7

Recon-
ciliation

18 Incomelloss reconciliation. Combine the amaunts an lines 1 through 10 in the far right calumn.
From the result, subtract the sum of the amounis on lines 1fthrough t2dand 141 . . . .. ... ...

18

-5,982.

[Schedule:L [Balance Sheets per Books

Beginning of {ax year

End of tax year

Assets

[~ N~ 1 I %

Mortgage and real estate loans
9 Other Invesiments (attach stalement)
10 a Buildings and other depreciable asssts . - . . .

b Less accumulated depreciation. .« .« . . o - .
fiaDeplelableassets . . . 0 - 0 o e
b Less accumulated depletion . . . . v - - -

12  Land (net of any amortizafion) . . . . .« . - . R

13a Intangible assets (amortizable only). - . . . - .
b Less accumulated amortization. .+« ~ - o« .« .

14 Other assets (attachstmf) . - . .« « =« - - - oL

15 Total asseis
Liahilities and Shareholders’ Equity

16 Accountspayable . . . . . oo oo ]

17 Marigages, noles, bonds payable in less than T year . . -
18 Other currend labiliies (allachstmy) . . Ln 18. ST .

19 Loans fromshareholders - . « .+ - -« « o < -
28 Morlgages, nctes, bonds payable in 1 year ormore . . . '
21 Clher Fabilities (aliach stalemend). « . <« - < 4 . -
22 CapltalStock . « + v v o v
23 Additional paid-incapital . . . . .00 - s R
24 Retanedearnings -« « v« - o oo e N
25  Adjusiments to sharehalders' equily (att sim) . . . . . . S ‘

26 tLesscostoffreasurystock . . . .. - v v e
27 Totai liabilities and shareholders’ equity. . . . »

)

(d)

B

1,492 .}

IVEBALOHES « « + v o v v e v s e n o e s i _
U.8, government obligations . . . . . . . ...
Tax-exempt securities (see instructionsy « .+ . .1 -
Other curent assels (atlach stmf), . L 6. L. .|~
Loans to sharehalders . - . - - « .« 0 - - - -

201.|"

36,

32,267,

0. 2,

844,

1693 o

1,239,

2,298.

1,362, 1 "

1,000.]

~4,206.) -

1,693,

40,908,

36,826,

13,818,

1,000.

-10,736.

40,508,

SPSADT34 1272214
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Form 11208 (2014) Growing Potential Services: Therapeutic and Behavioral Solutions, P.C. 46-3010541

Page 5

|Schedule M-1

Note. The corporation may be required to file Schedule M-3 {see Instructions)

Reconciliation of Income (Loss) per Books With Income (Loss) per Return

1 Metincome (loss) perbooks . . . . - . . ... —6,530.15 Income recorded on books this year netincluded
2 Income icluded on Schedule K, ines 1, 2, 3¢, 4,53, 6, 1, on Schedule K, fines 1 through 10 (lemize):
8a, 9, and 10, not recorded ax books this year {itemize): a Tax-exempl intergst 5
3 Expenses recorded on books this year not 6 Deductions included on Schedule K, lines 1 through
included on Schedule K, lines 1 through 12, 12 and 41, not charged agalnst book income this
and 14l {itemize): year (itemize):
aDepreciation . . .. $ . __ a Deprediation . - §_ _ _ _ . _ _ __ __
b Travel and enlertainment. S _ ¢ igo9. | e
_F ST o ____19 548.17 Addlines5and6. . .. .. ...
4 Addlinesithrough3. . . . . . . .. ... .. —~5,982. |8 Income (loss) (Schedule K fn18).Lndlessiny . . -5,982.
Schedule M2 | Analysis of Accumulated Adjustments Account, Other Adjustments Account, and
Shareholders’ Undistributed Taxable Income Previously Taxed (see instructions)
{c) Sharehoklers' undis-
o hooumuete v | aciustments account | oued iaatie ncome
1 Balance atbeginning oftaxyear . . . -« . o . oo e e -4,206,
2 Ordinary income frampage 1,lne21. . . .« . oo e o v e e s
3 OtheraddifioNS. « « « = « « « v v v o v m e e e _
4 Lossfrompage T,IMe2t. o v v v e o 5,982, [
5 Other reductions . .« . . . . . FSTMT . . e e e 548. .
6 CombinelinestthroughB . .« « v o v oo v i m oo e ~10.736.
7 Distributions other than dividend distribulions . . . . . . . v 0 o0 s
8 Balance at end of tax year. Subtract line 7 from line 6. . . . - .« . - . -10,736.

SPSA0134  12/23/14
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Schedule K-
(Form 11208)

Depariment of he Treasury
Internal Revenue Service

2014

year beginning L2014

For calendar year 2014, or lax

ending '

Shareholder’s Share of Income, Deductions,
Credits, etc > See page 2 of form and separate instructions.

[ ]Finat k-t

E7L113
D Amended K-1 OMB No. 1545-0123

Shareholder's Share of Current Year Incoine,
Deductions, Credits, and Other ltems

Ordinary business income (loss) |13 [ Credits
-5,982.

Net rental real estate income (Joss)

information About the Corparation

Other net rental income {loss)

A Corporatlon's employer identification number
46-3010541

B Corporation's name, address, city, state, and ZIP code
Grouing Potential Services: Therapentic and Behavieral Solutions, B.C.
139 Hazard Ave. Ste 2-6
Enfield, CT 06082

Interest incoms

S5a

Ordinary dividends

5b

Qualified dividends 14

Rovyalties

C IRS Center where corporation filed return
Cincinnati, OH 45989-0013

Net short-term capital gain (loss}

Information About the Shareholder

8a

Net long-term capital gain {loss)

D Shareholder's identifying number
0p17-58-1014

8b

Coliectibles (28%) gain (loss)

E Shareholdsr's name, addrass, city, state, and ZIP code
Marcy L. Taliceo
T Quaker Lane
Enfield, CT 06082

8¢

Unrecaptured section 1250 gain

Net section 1231 gain (toss)

F Shareholder's percentage of stock

ownership fortax year. « .« - - - -« .+« « . - 1.00.00000 %

aocm

<rzg Mmoo A=

Other incomne (loss} 15

Section 179 deduction 16

Other deductions

*Saa aitached statement for additional Information.

BAA For Paperwork Reduction Act Notice, see Instructions for Form 11208.

Schedule K-1 {Form 11203) 2014

spSsAndiz  11/1944
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Schedule K-1 (Form 11208) 2614 Growing Potential Services: Therapeutic and Behavioral Solutions, P.C. 46-3010541

Page 2

This list identifies the codes used on Schedule K-1 for all shareh
who file Form 1040. For detailed reporting and filing information,
instructions for your income tax return.

1

4

Ordireary business Income (foss), Delermina wheiher the Income (foss) is passive

or nenpassive and enter en your retum as follows;

Passlve loss

Passive Income

Neanpassive loss

Nonpassive income

Nst rontal real estate Income {loss)
Other et rental income (loss)

Net income

Net loss

Interest income

5 a Qrdinary dividends
5 h Qualified dividends

&
7

Royaltias
Met short-term capital gain {loss)

B a Netlong-term capitat galn (loss}
& b Collectibles {28%}) gain {loss}

8 ¢ Unrecaptured section 1250 galn

3
10

11
12

13

Net saction 1231 gain (loss)

Other income {loss}

Code

Qther portfolio income (foss)
Involuntary conversions

See. 1256 condracts and slraddles
Mining exploration cosls recaplure

moom>

Olher incame {loss)

Section 179 deduction

Other deductions

Cash centributions (50%)
Cash coniributions (30%)
MNaencash canteibutions (50%)
Nericash conttibutions (30%)

Capttal gain property to a 50%
organization {30%)

Capital gain property (20%)
Contributions (100%)

nvestment interest expense
Deduclions — royaily income
Seclion 53(e}(2) expendilures
Deductions — portfalic (2% foor)
Deductions == portfolio {other)
Preproductive period expenses

Commercial revilalization deduction from
rantal real eslale activities

Reforastation expense deduclion
Demestic production activilies information
Qualified production aclivities income
Employer's Form W-2 wages

MWL TO Z BErSc-ITOm MOoOOW®

Cther deductions
Cradifs

from pre-2008 buildings

Low-income housing cradit (other} from
pre-2008 buildings

from post-2007 bulldings

Low-income housing credit (other) from
posi-2007 buildings

real estate}

Other rental real estate credits

Ciher rertal credits

Undisiributed capilal gains cradit
Biofusl producer credil

Waork opporturity credit

Disabled aceass cradil

£mpowerment zane employment cradit
Credit for increasing research activilies

ErRe_T0q M O O W P

Low-income housing cradit (seclion 42(){5))

Law-income housing credit {sealion 42{j){5))

Qualified rehabilitatllon expenditures (rentat

Report on

Seoe the Sharcholder's instructions
Schedule F, line 28, column (g)
Schadule E, line 28, column (it}
Schedule B, line 28, column ()
See the Shareholder's Insiructions

Schedula £, Iine 28, column (g)
See the Shareholder's Instructions
Form 1040, Ene 9a

Form 1040, #ne 92

Form 1040, line 8b

Schedule E, line 4

Schedule D, line b

Schedule D, line 12

28% Rale Gain Worksheet, line 4
[Schedule D insructions}

See the Shareholder’s instructiens
See the Shareholder’s Instructions

Sae the Shareholder's Instrustions
Sea the Shareholder's Instruclions
Form 6731, line 1

See Pub 536

Bee the Shareholder's Instruclions
Seea the Shareholders Instructions

See the Sharehoider's
Instructians

Form 4252, line 1

Schedule E, ling 19

See {he Sharehoider's Instructions
Schec{ute A, line 23

Schedute A, line 28

See lhe Shareholder's Insiructions

See Form 8582 instructions

See the Sharetolder's Inslructions
See Forrn 8903 Instructions

Form 8903, line 70

Form 8903, line 17

See the Shareholder's tnstauctions

See {he Shareholder's
Insiruclions

Form 1040, ine 73, hox a

See the Shareholder's
Instructions

P76

14

15

16

7

Code

N Credit for employer social security and
Medlcare taxes

O mackup withholding
P Other credits

Foraign transactions
A Name of counlry or U.S. possession
B Gross income from all saurces

¢ Gross income sourced at
sharehalkder lavel

olders and provides summarized reporting information for shareholders
see the separate Shareholder’s instructions for Schedule K-1 and the

Report on

3ee the Sharsholder's
stiustions

| Foren 1146, Part |

Foreign gross income sourced at corporate fevel

D Passive categary
E General category
F Ciher

—  Form 1116, Parli

Deductions allocated and apporﬁoned_ al shareholder lovel
Form 1118, Parit
Form 1116, Part

Deductions alfocated and apportioned al corporate level

G Interest expense
H other

fo forelgn source income

| Passive category

J  General category

K Other

Other information

L. Total foreign taxes paid
M Total foreign taxes accrued
N Reductlon in taxes available for eredlt
Q  Forelgn trading gross receipis
P Extraterritorial incame exclusion
Q Other foreign iransactions
Alternative minimunt fax (AMT) items
Past-19868 depraciation adjustment
Adjusled gain or loss
Depletion (other than oil & gas)
Cil, gas, & geothermal = gross income
Cil, gas, & genthermal — deductions
QOther AMT items
ltems affecting shareholder hasls

MAMOO®E>»

Tax-exempt interest incoma

Other tax-exempt income
Mondeductible expenses

Distributions

Repayment of loans from shareholders

moom>

Ofher information
Invesiment Incoma
Investment expenses

Qualified renabilitaiion expenditures
{olher than rental real estate])

Basis of energy propearly

Recapiure of low-income housing credit
{section 42()(6}}

Recaplie of low-income housing cradit
{other}

Recapture of investment credit
Recaplure of ather credils

Recapture of seclion 178 deduction
Seciion 453(1)(3} Infarmation
Section 453A(c) information
Section 1260(b) Informalion

CGF nonqualified withdrawals
Dieplalion information — oil and gas
Reserved

Section 108{f) information

Nel investment income

CCHUARLRIDOZErRe IO T Mg OmM>

Other information

SPSA0412  11/28/14

Form 1116, Part |

Form 1116, Part |l
Form 1118, Partll

F
F
F
]

Fi

Look-back interest — completad long-term confracls
Look-back inferest — income forecast method
Dispositans of prapery with section 179 dedudtions

_Interest aliocable to praduction expenditures

orm 11186, line 12

orm 8873

orm 8873

aa the Shareholder's instructions

Sae the Shareholder's
i . Instructions and the
Instructions for Form 6251

orm 1040, line 6b

See the Shareholder’s
tnstructions

Form 4952, line 4a
Form 4952, line 5

See the Shareholder's Instructions
See the Sharcholder's Inslructions

Farm 8611, Fne &

Form 8611, line 8

See Form 4255

See the Shareholder's Insiructions
See Form 8697
See Farm BA66

Seethe
Shareholder's
[nstructions

Schedule K-1 {Form 11208} 2014




Growing Potential Services: Therapeutic and Behavioral Solutions, P.C.

46-3010541

Form 11208, Page 1, Line 5
Other Income {Loss)

Miscellanecus Income 868.
Total 868.
Form 11208, Page 1, Line 19
Other Deductions
Lecounting 3,100,
Automobile and truck expense 5,364.
Bank charges 5,294,
Dues and subscriptions 345.
Insurance 3,915,
Meals and entertainment (590%) 469,
Miscellaneous 613.
office expense 24,489,
Outside sexvices 4,425,
pParmits and fees 212.
Postage 132.
Telephone 3,384.
Training/continuing education 62.
Utilities 5,765,
Consultant 1,590.
Payroll Processing Fees 15.
Total 59,174.
Other Current Assets:
11208, Schedule L, Ling 6

- Beginning of End of
Other Current Assets: tax year tax year
Employee Advances ‘ 201. 36.
Total 201. 36,
Other Current Liabilities:
11208, Schedule L, Line 18

Beginning of End of.

Other Current Liabilities: tax year fax year
Cash Overdraft 0. 2,385,
Federal Income Tax Withheld 382. 8,262,
FICA Tax Withheld 415, 6,879,
Medicare Tax Withheld 98. 1,526.
State Income Tax Withheld 87. 3,213.
Accrued Payroll Taxes 1,316. G.
Accrued FICA 0. 8,405.
Accrued FUTA 0. 505.
Accrued State Unemployment 0. 5,164.
other Miscellaneous Payables G. 477,

P71




Growing Potential Services: Therapeutic and Behavioral Solutions, P.C.  46-3010541

Other Current Liahilities: Continued
11208, Schedule L, Line 18

Beginning of End of

Cther Current Liabilities: tax year tax year
[ [

Total 2,298, 36,826.
Eorm 11208, Page 5, Schedule M-1, Line 3
Sgh M-1, Line 3
Penalties 79.
Total ' 79.

Form 11208, Page 5, Schedule M-2, Ling 5
Schedule M-2, Other Reductlons

Meals and entertainment 4169,
Penalties 79.
Total 548

P78




-Form 11208 Shareholder’s Basis Statement
' = Note to Shareholder: Keap for your records

2014

Shareholder’s name
Marcy L. Taliceo

Identifuing Ntimhar

Corporalion's nama

Employer 1D Number

Growing Potential Services: Therapeutic and Behavioral Solutions, ¥.C. 46-3010541
Part ] — Election
Special ordering election under Reg. Section 1.1367-1(¢g) has been Made v v v e e e »E—_—‘
Part [l — Stock Basis
1 Beginning of yearstock basis. . . -« o v h s oo e 1 1,000,
2 Capital contribUHENS . © « v o oo e 2
B JAGOIME BN . — « o o v e et e e e e e e e e e e e 3
4 Addlines Tthrough 3 . . oo v o e 4 1,0G0.
5§ Distributions (nottoexceedlined) . . .o oo e 5 1,000,
6 Subtractline Sframliined . . - - o i e e e 8 0.
7 Loss items (not to exceed line 6} or
¥ | Nondeductible expenses (notioexceedline8) . . . ...« v oo oot 7 0.
8  Subfractline THOMIINE B . . o v o o i e e e e e e e e e g 0.
g Nondaductible expenssas (not to exceed line 8} or
¥ | Lossitems{notioexceediine8) . .. ... ..o a 0.
i Subtractiine @from e B . . o v L i e e e 10 0.
41 loanbasisrastoration. . . . o . o e e 11 0.
12 End of year stock basis (subtractling 11 fromiine 10} . . . .. ..« .o oo o 12 0.
Part #il — Loan Balance
43 Beginningofyearloanbalance. .. . .. ..o 13 1,362,
44  Currentvearioansto corporation. « . .« . oo e e 14
15 LoanTtapayiments . . . oo . o e e e e e 15 1,362,
16 Endofyearloanbalance . . . ... ..o oo 16 0.
Part IV — Loan Basis
17 Begirning ofyearloanbasls . . . .. .. .o 17 1,362,
16  loan bhasis restoratfon . » « v« c o h e e e 18 0.
19 Current year loans to corporation. . . . .« .o e 19
20 Addlines A7 trough 18, . v v v oo e e 20 1,362,
99 Leoanrepaymentsinfull . . . ..o oo B 1,382,
If reduced basis loan, portion allocated to income - . - . . - - B
Note: add above portion of loan repayment allocated to income fo appropriate
category of income, ardinary income, or long or short term capital gain
on shareholder’s return
Portion of loan repayment allocated to loan basis (not to exceedline20) .. .. .. 21 1,362,
32 Subfractlfine 21 fromline 20 . . o o o oo e 22 0.
23 | | Excessloss items (not to exceed lins 22} or
v | Excess nondeductible expense items (not to exceed line 22). . . . . . . . .. 23 0.
94  Subtractling 23fomling 22 . . . . o o oL e e e 24 0.
25 Excess nondeductible expense ifems (not to exceed line 24) or
¥ | Excesslossitems (nottoexceadfinga24). . . . . . oo e 25 0.
26  End of year loan basis (subtract ling 25 from line 2AY. e e 26 0.
Part V — Total Basis
27 Totalend of vearstock hasis andloanbasis -+« .« v v oo e 27 0.




Part VI — Loss Carryovers

28 Loss items carried overfonextyear . . . . w i o e 28 5,982,
29  Nondeductible expense items caried overtonextyear . . . . .« oo v e 29 0. ;
Marcy L. Taliceo Page 2
Part Vi — income liems
30  lems of income from Schedule K-1
Total INCOME HEBITIS. « v o v v v oo e b om e n s e e e e e 30
Pzart Vill— Loss and Expense ltems
31 ltems of loss and expense from Schedule K-1:
Ordinary loss from trade or business actlvities 5,982.

Total loss 2nd EXpense EMIS. « « - v« v o« o v e 31 —W
Part iX —Nondeductible Expense ltems
32 Nondeductible expenses 548,
Total nondeduétible SXPENSE HEMS « v o v v v v e v 32 548.

SPSWE3I01.SCR 10/0614 Marcy L. Taliceo
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Growing Potential Services: Therapeutic and Behavicral Solutions, P.C.

46-3010541

Page 2

Scheduie K items {continued):

Difference 2014 - 2013

Deductions 2014 2013 Amount %
41 Section 178 expensededuction. « .+ » + o v o o 044 . 2,844, -2,844,1-100.00
12a Charitable contributions . - . . . - .« o oo oo
" b lnierest expense on investmentdebis, . - . . o0 o

¢ Section 59{e)(@) expenditures - . .. 0 o000
dOtherdaductionS - - « « « v« v e e e e e e

Credits

13 a Low-income housing credit (section 424)5)) - - « . « . . .
b Low-income housing credit (othes} .« -« v v v o o v oL
¢ Qualified rehabilitation expenditures (rental real estate) . . -
d Other rental real estate credits + v -« v« 0 c v v 0w
e Otherrentalcredits . - -« v v v v v Cn i v e o e
f Creditfor alcohol usedasfuel . - - . . v v o o v w v h s
g Othercredits . - - ..« . . <. e e e e e e e

Forelgn Taxes
tdb Grossincomefromalisources .« v v v o2 o L s

¢ Gross income sourced at shareholdarlevel . « < .+« - v
Foreign gross incorme sourced at corporate level:
APASSIVE « v v v v v s e e e e e e e e e e e
elistedcategories . - v v« v o e e e i c e
f General limitation. . « » - . . .. 0. C e e e
Deductions allocated and apporiioned at
shareholder level:
glirteresi exXpanse « v o « v v v s oo e e e e s
OB, v v s s e a ot v s w e e e e e
Deductions ailocated and apportioned at corporate
ievel fo foreign source income:
P PassivE v v v v v e s ek e e e e e e e s
j Listedoategories . .« .« o oo e e
KGeneral imiation. « v v v v v v v v s h e e e
I Forsign taxes paid oracorued . . . .« oo oo w o
m Reduction in faxes avallable forcredit. - . . v o0 o0 0 .
Alternative Minlmum Tax (AMT) llems
15a Posi-1986 depreciation adjustment . . - . .« . . . . .. s 0. 0. 0.
bAdustedgan orloss . « « v v o v s e e e s .
¢ Deplefion (otherthanoiland gas). « - « « v+« v v v v o
d Oll, gas, and geothermal properties — gross Income . . . .
e Oif, gas, and gecthermal properlles — deductions. . . « . -
fOther AMTHEMS - - v v v v 6 n v e e i n v v s e
Items Affecting Shargholder Basis
16a Tax-axemptinterestincome « v o v v v a s e o
b Other tax-exemptinGome . « « « v« o v« v m v v a a s s
¢ Nordaductible @Xpenses « - « o« v o e s e e e s e 548, 377. 171 . 45.36
d Property distributions. <« - oo oo 33,361, 33,361,
@ Repayment of loans from shareholders . . . -+ -« « . . . 1,362. 1,362,
Other Information
f7ainvestment inComie « « « « v« v 0 e s s e e e e e s
pinvestment 8XDENSES . « « 4+ v v o f et e v r s
¢ Dividend distributions paidfrom E&P . . . . . v o v o 0. 0.
dlncome (JoSS). v v+ v v e ww e e e L ~-5,982, -3,829, -2,153.] ~56.23

SPEWA4B12  05/20/14
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S Corporation Five Year Tax History

= Keep for your records

2014

MName as Shown on Relum

Employer identification No,

Growing Potential Services: Therapeutic and Behavioral Solutions, P.C. |46-3010541
2010 2011 2012 2013 2014
t Grossreceipls . . ... .. .. 38,833, 244,296,
2 Costofsales. . . .. ... ..
3 Grossprofit . ... 0L L 38, 833. 244,296,
4 Net4797 galn {loss) . . . . ..
3 Otherincoma {loss) . . . . . . 868.
6 Total income (oss). . . . . .. 38,833. 245,164,
7 SBalaries . . ... ... 10,507, 138,476,
8 Pepreciation . . . . . ... .. 0.
9 Otherdeductions. . . . . . .. 29,211, 112,670.
10 Total deductions . . . . . . .. -3%,818, ~Z251,145,
11 Businass fncoms. . . . . . .. -585, -5,932,
12 Passive investment income. . .
13 Passiva investment expenss . .
14 Net passive investment income
15 Excess net passive income tax . .
18 Tax from ScheduleD. . . . . .
17 Addifonal taxes . . . . . ...
18 Taxliability . . . .. .. .. ..

SPEW2301 D5/20Mt4
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Form ’ﬁ 1 25“%

{Rev Decsmber 2013)

Depariment of the Treasury
Internal Revenue Service

Compensation of Officers

» Attach fo Form 1120, 1124-C, 1120-F, 1120-REIT, 1120-RIC, or 11208,
* Infurmation about Form 1125-E and its separaie instructions is at www.irs.gov/form1125e.

OMB No. 1545-2225

Name

Growing Potential Services: Therapeutic and Behavioral Solutions, P.C.

Emyployer identification number

46-3010541

Note. Complete Form 1125-E only if total receipts are $500,000 or mare. See Instructions for definition of total receipts.

{b) Social security

{c} Percent of

Percent of stock owned

{fy Amount of

i {a) Nams of officer time devoted 5
number to business {d) Commion {e) Preferred compensaton
Marcy Taliceo — e e 100.0 % 100.0 % % 9,750.
=% 2 o
o Gl 0
% % %
% o o
o o (]
N o 2
(=] = ]
% - o
] a l
8. 2 o
=] (s ] (]
% - [
Bl o O
o o o
O Q a
[ -3 8
] a ]
% % %
% % %
A [N o
a k&l 0
2 o [
Q 0 (=}
e & 2
Kl il ]
[ o -]
El &l =]
o o9 2
% 5 %
S % 2
] ) ]
2 o 2
£ o =
o 3 )
£ E=l £}
2 Totalcompensationof officers . . . v . o L L L L e e e e 9,750,
Compensation of officers claimed on Form 1125-A or elsewherg onreium  « « v o v v v v v o m e e e e e s
Subtract line 3 from line 2. Enter the result here and on Form 1120, page 1, liné 12 or the appropriate
fine ofyourfaxX retur . . . . . e e e e e e e, 9,730,

BAA For Paperwork Reduction Act Notics, see separate Instructions.

CRCAZIOY  D&/26M3
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Form 11208

Two-Year Comparison

> Keep for your records.

2014

Name of Carporation

Growing Fotential Services:

Employer [dentification Number

Therapeutic and Behavioral Solutions, P.C. 46~3010541

2014 2013 Differance 2014- 2613
= 9, L/
Ordinary income (LOSS) Amount flggl Amount 'I‘/:':tuafl Amount Yo
Income income
1 Gross receiptsorsales . . . . . . 244,296, 7L 38,8331 205,463, 529.09
i Loss retums and allowances . . . -
¢ MNetreceipts . .. . . ... P 284,208, ; 38,833, = 205,463.] 529.09
2 Costof goods sold {Form 1125-A) o AR
3 Crossprofte « - - e v o - DA4,206. - L 38,833 205,463.].5292.09
4 Netgain or loss (Form 47387) - - - -
§ Otherincoma. . . - .« .« .. gga.| . S 868,
6 Totglincome {loss} . 5 . . - - > 245,164,1100.00 38,833.1100.00 206,331 .1 531,33
Deductions
7 Compensation of officers . . . . . 9,750. 3.98 4,465, 11.50 5,285.1118.37
8 Salaries and wagss {less
employment credits) . . . . - . . 138,476.% 56.48 10,3507.1 27.086 127,.%69.] 989.00
g Repairs and maintenance . . . . 115. 0.05 417, 1.07 —298.1 ~71.4%

10 Baddebts . . ... .. .. .. 0.00 0.00

i1 Rents- . . . . v v o v oo oo 24,015, 9.840 5,060.1 13.03 18,955, 374.60

12 Taxes andlicenses. - . . . ... 18,383, 7.50 1,960, 5.05 16,423.| 837.91

13 Ierest. « « v @ v s 0 v a0 b o - 1,012, Q.42 0.00 1,019.

44 a Depraciation (Form 4562) . . . . 0. 0.00 0.00 0.

t» Depreciation on Schedule A
and alseWhEre + « « » v v <« o« .00 0.00
e Netdepreciation . - . . . < . .. 0. 0.00 0,00 a.

15 [epletion (not oit and gas) . .« - - 0.00 0,00

16 Advertising -« v 0 2 000 o 218 0.09 3.630. 9.35 ~3,420.1 —-94.21

17 Pension, profit-sharing, ste, plans 0.00 0.00

18 Employee benefif programs. . . - 0.00 §5.00

1 Otherdeductions. . « . . - .+ - 59,174.1 24.14 13,779.1 35.48 45,395.] 329,45

20 Total deductions .~ . - . .« . . b 251,146, 102,44 39,818, 102.54 211,328.1530.73

21 Ordinary income (joss) from

trade/business « .« . . . - - - B -5,082,| -2.44 ~085_ ] =2.54 ~4,097 {=507.31
Tax
22 3 Excess net passive income fax or
LIFO recaptura . . -« .« -« . . 0.00 0.00
b Tax from Schedule D - . . -« . . 0.00 0.060
Additional taxes - -« . . . - . . 0.00 0.00
cTotaltax - « « v« v« 0. s » 0.400 0.08
Tax Payments and Credits

234 Total payments and credits - . . . 0. 0.00 0.00 0.

24 Estimated tax penalty. .« « -+ - 0.00 0.00

95 Taxdug . v v v v nw e e 0. 0,00 0. 0.00 0.

25 Overpayment. - « < « « « 4 . - . Q. 0.00 0.40 0.
Sch&dule K Et&ms: 2014 2613 Difference 2014 - 2013
Income {Loss) Amount %

1 Ordinary bugingss income {Joss) - - - - - - - -« - -5, 982. -085, -4,997.|=-507.31

2 Net rental real estate income (oss} . . .
3 Othernatrental incoms (foss) - - . - -
4 intoresticoms. . « <« 4 v v - e
5a Dividends —ordinary . .+ - .« . . < - .
h Dividends — qualified. . . . « < « .
Royalfy income. « + « « v v o 0 0 s
Net short-term capitaf gain (foss) . . . -
Nat long-term capital gain (loss) .+ » + -
MNet gain (loss) under section 1231 . . .
Otherincome {loss}. « . . - - -« . . -

o W o

-

SPEW41? 0620714
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Growing Potential Services Standards of Practice will follow the APA Guidelines for
Prevention Psychology as well as the SAHMSA National Behavioral Health Quality Framework

The Guidelines for Prevention Psychology read as follows:

The Affordable Care Act (2010) includes preventive services as a key component of overall
health care. The legislation strives to make wellness and preventive services affordable and
accessible by requiring health plans to cover preventive services without copayments. These
services include counseling to improve habits of lifestyle, counseling to reduce depression, and
preventive services to foster healthy birth outcomes. The contributions and leadership of
psycholegists are critical in implementing a pravention focus in the health care system. The
guidelines support prevention as an important area of practice, research and training for
psychologists. The guidefines identify best practices for psychologists who engage in preventive
activities relating to the interface between physical health and smotional well-being.

The Practice of the SAMHSA NBHQF read as follows:
National Behavioral Health Quality Framework OVERVIEW Three Aims Concordant with NQS: -

1- Better Care: Improve overall quality by making behavioral health (BH) care more person-
, family-, and community-centered; and refliable, accessible, and safe.

2- Healthy People/Healthy Communities; improve U.S. heaith by supporting (*and
disseminating, added by SAMHSA) interventions to address behavioral, social, environmental
determinants of positive BH; and delivering higher quality BH care.

3- Affordable (Accessible} Care: Increase the vaiue and availability of BH care for
individuals, families, employers, and government.

BACB Standards of Practice will be followed with regards to any Applied Behavioral Analysis
interventions.
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Applicant Name: Growing Potential Services
Financial Worksheet (B)

u& / w@ FOR-PROFIT

Please provide one year of actual results and three
without, incremental to and with the CON proposal i

years of projections of Total Entity revenue, expense and volume statistics
n the following reporting format:

Total Entity:

Description

A. OPERATING REVENUE

1 _|Total Gross Patient Revenue
2 |Less: Allowances
3
4

Less: Charity Care
Less: Other Deductions
Net Patient Service Revenue
5 |Medicare

6 |Medicaid

7 __|CHAMPUS & TriCare

8 |Other

Total Government

9 |Commercial Insurers

10 |Uninsured

11 |Self Pay

12 |Workers Compensation
Other

Total Non-Government

Net Patient Service Revenue?
(Government+Non-Government)

[Less: Provision for Bad Debts

Net Patient Service Revenue less provision
for bad debts

Other Operating Revenue

Net Assets Released from Restrictions
TOTAL OPERATING REVENUE

14

15

OPERATING EXPENSES
Salaries and Wages

Fringe Benefits

Physicians Fees

Supplies and Drugs
Depreciation and Amortization
Provision for Bad Debts-Other®
Interest Expense

Malpractice Insurance Cost
Lease Expense

Other Operating Expenses

.

Qlo|~|o (o (w0

S
o

TOTAL OPERATING EXPENSES

INCOME/(LOSS) FROM OPERATIONS

1]

(1) (2) (3) (4) (5) (6) (7)
FY2014 FY2015 FY2015 FY2015 FY2016 FY2016 FY2016
Actual Projected |Projected Projected Projected |Projected |Projected
Results (W/out CON |Incremental |With CON Wrout CON |Incremental |With CON
$244,298 $257,630 $0 $302,326 $298,563 $395,328
$0 $0 $0 $0 $0
$0 30 $0 $0 $0
$251,146 $259,035 $0 $299,355 $289,359 $376,645
($6,850) ($1,405) $0 $2,971 $9,204 $0 $18,681
$0 $0 $0 $0 $0
$165,420 $151,945 $0 $235,000 $193,592 $253,552
$5,771 $1,271 $0 $3,526 $1,365 32,658
$15,715 $43,907 $0 $32,562 $49,535 $37,526
$186,906 $197,123 $0 $271,088 $244,492 $0 $293,736
$57,320 $60,507 $0 $53,151 $65,325 $52,864
$0 $0 30 $0 $0
$0 $0 $0 $0 $0
30 30 $0 $0 0
$0 $0 $0 $0 o0
$57,390 $60,507 $0 $53,151 $65,325 $0 $52264
($6.850) ($1,405) $0 $2,971 $9,204 $0 $18,681
$0 30 $0 $0 $0
($6,850) ($1,405) $0 $2,971 $9,204 $0 $18,681
$0 $0 $0 $0 $0
$0 $0 $0 $0 $0
{$6,850) ($1,405) $0 $2,971 $9,204 $0 $18,681
$138,476 $157,356 30 $165,899 $169,852 $198,532
$0 $0 $0 $0 $0
$0 $0 $0 $0 $0
$0 S0 $0 $0 $0
50 30 $0 $0 $0
$0 $0 $0 $0 $0
$1,019 $0 $0 $0 30
$0 50 $0 $0 50
$24,015 $48.000 $0 $48,000 $48,000 $48,000
$59,174 368,658 $0 $79,288 $86,595 $136,552
$222.684 $274,014 $0 $293,187 $304,447 $0 $383,084
gl ($6,820)] [ ($1,405)] $0 | $2.971 | caona | = o




FOR-PROFIT
Applicant Name: Growing Potential Services Please provide one year of actual results and three years of projections of Total Entity revenue, expense and volume statistics
Financial Worksheet (B) without, incremental to and with the CON proposal in the following reporting format;
(1) (2) (3) (4) (S) (6) (7
LINE | Total Entity: FY2014 FY2015 FY2015 FY2015 FY2016 FY2016 FY2016
Actual Projected |Projected Projected Projected |Projected Projected
Description Results Wi/out CON |Incremental [With CON Wiout CON |Incremental [With CON
NON-OPERATING INCOME $0 $0 $0 $0 $0
Income before provision for income taxes | [ ($6,820)] [ ($1,405)] $0 | $2,971 | [ $9,204] $0]  $18,681]
Provision for income taxes® ] [ $0 | [ $0 | $0 | $0 | [ _ [ $0 |
NET INCOME ] [a? (86,820)) [ ($1,405)] $0 | $2971] [ __g9,204] $0] _ $18,681 |
c Retained Earnings, beginning of year $0 $0 $0 $0 .o..Wc
" _|Retained Earnings, end of year $0 $0 $0 $0 Ceo
Principal Payments ] L $0 | L $0 | $0 | $0 | L q | $0 |
D. PROFITABILITY SUMMARY
1 [Hospital Operating Margin 99.6% 100.0% 0.0% 100.0% 100.0% 0.0% 100.0%
2 |Hospital Non Operating Margin 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%
3 |Hospital Total Margin 99.6% 100.0% 0.0% 100.0% 100.0% 0.0% 100.0%
E. FTEs 1 L o] [ 0] 0] of [ [ [ o]
F. VOLUME STATISTICS®
1__|Inpatient Discharges 0 0 0 0 0
2 |Qutpatient Visits 175 220 251 245 352
TOTAL VOLUME 175 220 251 245 0 352

*Total amount should equal the total amount on cell line "Net Patient Revenue" Row 14,

®Provide the amount of any transaction associated with Bad Debts not related to the provision of direct services to patients. For additional information, refer to FASB, No.2011-07, July 20°
“Provide the amount of income taxes as defined by the Internal Revenue Services for for-profit entities.

“Provide projected inpatient and/or outpatient statistics for any new services and provide actual and projected inpatient and/or outpatient statistics for any existing services which will chanc
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Drug-poisoning Deaths tnvolving Heroin: United States, 2000-2013

{CHS Data Brief No. 190, March 2015
On This Page

o Key findings
e While the age-adjusted rate for drug-poisoning deaths involving opioid analgesics has leveled in
recent years, the rate for deaths invelving heroin has almost tripled since 2010.

= 1n 2013, the number of drug-poisoning deaths involving hercin was nearly four times higher for imen
than women.

e The rate for heroin-related drug-poisoning deaths was highest among adults aged 25-44 from 2000
through 2013.

 In 2000, non-Hispanic black persons aged 45-64 had the highest rate for drug-poisoning deaths
involving heroin. In 2013, non-Hispanic white persons aged 18-44 had the highest rate.

o From 2000 through 2013, the age-adjusted rate for drug-poisoning deaths involving heroin increased
for all regions of the country, with the greatest increase seen in the Midwest.

* Summary

* Datasource and methods

e About the authors

s References

* Suggested citation

DF Version (953 KB)

lelly Hedegaard, M.D,, M.S.PH,; Li-Hui Chen, M.S,, Ph.D,; and Margaret Warner, Ph.D

ey findings

lata from the National Vital Statistics System (Mortality)

v Eram 20NN +hratiah 2012 +ha acacadinictad vate far driioonnicaninag doaathe inunhsina harain naarhy
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guadrupled from 0.7 deaths per 100,000 in 2000 to 2.7 deaths per 100,000 in 2013. Most of the

increase occurred after 2010.
v The number of drug-poisoning deaths involving heroin was nearly four times higher for men (6,525

deaths) than women (1,732 deaths) in 2013,

P88
v In 2000, non-Hispanic black persons aged 45-64 had the highest rate for drug-poisoning deaths




involving heroin (2.0 per 100,000). In 2013, non-Hispanic white persons aged 18-44 had the highest
‘rate (7.0 per 100,000).
e From 2000 through 2013, the age-adjusted rate for drug-poisoning deaths involving heroin increased
for all regions of the country, with the greatestincrease seen in the Midwest.

drug poisoning (overdose) is the number one cause of injury-related death in the United States, with 43,982
jeaths occurring in 2013 (1). While much attention has been given to deaths involving opioid analgesics (2),
n recent years there has been a steady increase in the number of drug-poisoning deaths involving heroin. A
ecent study using data from 28 states reported that the death rate for heroin overdose doubled from 2010
hrough 2012 (3). Using data from the National Vital Statistics System, this data brief provides a description
»f trends and demographics for heroin-related drug-poisoning deaths in the United States from 2000
hrough 2013.

{eywords: overdose, mortality, National Vital Statistics System
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eveled in recent years, the rate for deaths involving heroin has almost tripled since
2010.

figure 1. Age-adjusted rates for drug-poisoning deaths, by type of drug: United
states, 2000-2013
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)oisoning deaths invelving heroinwas 8,257. A small subset of 1,342 deaths involved both
»pioid ana’igesics and heroin. Deaths invoiving both opiocid anaigesics and heroin are
ncluded in both the rate of deaths involving opioid analgesics and the rate of deaths
nvolving heroin. Access data table for Figure 1 [PDF - 86KB].

SOURCE: CDCE/NCHS, National Vital Statistics System, Mortality.

‘rom 2000 through 2013, the age-adjusted rate for drug-poisoning deaths involving opioid analgesics was
sigher than the rate for drug-poisoning deaths involving heroin (Figure 1). The age-adjusted rate for opioid-
malgesic poisoning deaths increased at a faster pace from 2000 through 2006 (19% per year) than from
2006 through 2013 (2% per year). From 2010 through 2013, the age-adjusted rate for opiocid-analgesic
yoisoning deaths declined slightly from 5.4 to 5.1 per 100,000. In contrast, the age-adjusted rate for drug-
»oisoning deaths involving heroin showed a different pattern with a slower pace of increase hetween 2000
ind 2010 (6% per year) and a faster pace of increase from 2010 forward (37% per year). From 2010 through
2013, the age-adjusted rate for heroin-related drug-poisoning deaths nearly tripled from 1.0 per 100,000 in
2010to0 2.7 per 100,000in 2013.

s Tak B!
Nauio,

righer for men than women.

viore men than women died from drug poisoning involving heroin (Figure 2). In 2013, the number of heroin-
elated drug-poisoning deaths for men {6,525 deaths) was nearly four times that for women (1,732 deaths).
“rom 2010 through 2013, the age-adjusted rate increased from 1.6 to 4.2 per 100,000 for men and from 0.4

0 1.2 per 100,000 for women.

‘igure 2, Number of drug-poisoning deaths involving heroin, by sex: United
itates, 2000-2013
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JOTE: Access data table for Figure 2 [PDF - 86KB].
yOURCE: CDC/NCHS, National Vital Statistics System, Mortality.

[he rate for heroin-related drug-poisoning deaths was highest among adults aged 25~
14 from 2000 through 2013.

“ompared with adults aged 18-24 and 45-64, those aged 25-44 had the highest rate for drug-poisoning
leaths involving heroin (Figure 3). From 2000 through 2010, the average annual increase in the rates was
l0% for adults aged 18-24, 5% for those aged 25-44, and 4% for those aged 45-64. From 2010 through
2013, the death rate for adults aged 18-24 increased 2.3-fold from 1.7 to 3.9 per 100,000, for those aged
15-44 the rate increased 2.8-fold from 1.9 to 5.4, and for those aged 45-64 the rate increased 2.7-fold from

l.1to 3.0.

‘igure 3. Rates for drug-poisoning deaths involving heroin, by selected age
rroups: United States, 2000-2013
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yOURCE: CDC/NCHS, National Vital Statistics System, Mortality.

n 2000, non-Hispanic black persons aged 45-64 had the highest rate for drug-

)oisoning deaths involving heroin. In 2013, non-Hispanic white persans aged 18-44
1ad the highest rate.

n 2000, the highest rate for drug-poisoning deaths involving heroin was among non-Hispanic black persons
iged 45-64 (2.0 per 100,000)(Figure 4). In contrast, in 2013, the rate was highest among non-Hispanic
vhite persons aged 18-44 (7.0 per 100,000). From 2000 through 2013, rates increased for both age grou ps
18-44 and 45-64) and race and ethnicity groups {non-Hispanic white, non-Hispanic black, and Hispanic),
vith the largest increases seen among non-Hispanic white persons.

igure 4. Rates for drug-poisoning deaths involving heroin, by selected age and
ace and ethnicity groups: United States, 2000 and 2013
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Understanding Autism Spectrum
sorder and Other Developrental
Disabilities

The Autism and Developmental Disabilities Monitoting
(ADDM) Network is the only collaborative network

to track the number and characteristics of children
with autism spectrum disorder (ASD) in multiple
communities in the United States, CDC encourages
partners to use information from the ADDM Network
in their local communities and across the country to
move forward initiatives, policies, and research that
help children with ASD.

;f ‘Autism and Developmental Disabilities Monitoring (ADDM) Network Sites,
| Dj Surveillance Year 2014 :
| i 4/[ N

i

|

j Tracking Aullsm amang B-year-clds
’Ei Teacking Autism among 4-and B-year-olds

£% Autism, Cerebrat Palsy

12} Autlsm, Intellectusf Plsabiliy

1 Autism, Cerehral Palsy, Heating Loss,
Intellectual Disability, and Vislon Impairment

wEgR.. A H G A

Wy nat Do ADDM Data
Disorder (ASD)?

» About 1 in 68 children has been identified with ASD, based on tracking in
multiple areas of the United States. Itis important to remember that this
estimate is based on 8-year-old children living in 11 communities. It does not
represent the entire population of children in the United States.

s The picture of ASD in communities continues o change. Almost half of
children identified with ASD have average or above average intellectual ability;
a decade ago, a third of children identified with ASD had average or above
average intellectual ability.

» ASD occurs among all racial, ethnic, and socioeconomic groups. However,
white children are still more likely to be identified with ASD than black or
Hispanic children.

» Boys are about 4.5 times more likely to be identified with ASD than girls.

Most children with ASD are diagnosed after age 4, even though ASD

can be diagnosed as early as age 2.

~ Diviston of Blrth Defects'and Developmental Dls_ablhtles ]
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Building the Public Health Infrastructure for ASD

To understand the scope of ASD in the United States, the Children’s Health Act of 2000 authorized the CDC to

create the Autism and Developmental Disabilities Monitoring (ADDM) Network. CDC's ADDM Network has funded

14 sites located i Alabama, Arizona, Arkansas, Colorado, Florida, Maryland, Missouri, New Jersey, North Carolina,
Pennsylvania, South Carolina, Utah, West Virginia, and Wisconsin, ADDM Network sites track the number and
characteristics of children with ASD and other developmental disabilities using a technigue modeled after CDC's
ivﬂteti\'}pG“taﬁ Atlanta De‘\ielopmen’{a! Disabilities Surveillance PIUHIGIII LV f'\DDSIn) MADBDSP 1 represents the ADDM i
Network site located in Georgia.

There are several major advantages to using the ADDM Network method for tracking the number and characteristics

f childr ith ASD. :
o chiidren wi » The ADDM Network is the fargest, ongoing ASD tracking system in the United States. L

A The ADDM Netwinrk’s mathad is nopulation-hased, which means that we study ASD and
CDC’s current ADDM other developmental disabilities among thousands of children from diverse communities
Network sites have been across the country.
funded to track ASD in

children at 8 years of age. » The ADDM Network is able to look at not only how many children have ASD in muitiple

Arizona, Missouri, New communities across the United States, but also which groups of children are more likely to
Jersey, South Carolina, i be identified with ASD and at what age they are likely to be diagnosed.
U-tah’ and Wisconsin « The ADDM Network method is rigorous. We maintain quality and precision by collecting
recelved additional T . . . o

and reviewing information on all children the same way using the same criteria, These

funding to track ASD in

children at 4 years of age steps heip ensure that ADDM Network resuits are accurate and unbiased.

Because of the depth and breadth of ADDM data, we know that the number of children
identified with ASD continuas to increase and that ASD affects children and communities

in very different ways. Some of the children who are most severely affected by ASD are not
getting help as early as possible, and most children with ASD are not being diagnosed as

early as they could be. We understand more about ASD than ever before, including which children are more likely to be
identified, at what age they are likely to be diagnosed, and what factors may be putting chlldren at I‘lsk for ASD

but many important questions remain unanswered. = R ——

“CDC data are a wonderful asset to
professionals, advocates, and families

Moving Forward
—from understanding how a condition

CBC will continue tracking the changing number and characteristics of children affects your cammunity to building

with ASD, researching what puts children at risk for ASD, and promoting early the case on how to address It”

identification, the most powerful tool we have now for making a differenceinthe | ., . . . _ . . .|
Hdl’l'dnt.‘ Qriiernt, Lndir rrrenas o1 ine

lives of children. National Center on Birth Defects and
Developmental Disabilities.

Learn More et e
| The Autism and Developmental Disabilities Monitoring Network. Piease visit: www.cdc.gov/addm

I The Study to Explore Early Development, Please visit; www.cdc.gov/seed

The Leatn the Signs. Act Early. Campaign. Please visit: www.cdc.gov/actearly

National Center on Birth Defects and Developmental Disabilities

For more information please contact the Centers for Disease Control and Prevention
1600 Clifton Road NE, Atlanta, GA 30333

Telephone: 1-800-CDCAINFQ (232-4636)/TTY: 1-888-232-63548

Email: cdcinfo@cdc.gov Web: www.cdc.gov
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Non-specific Psychological Distress

surveillance Data Sources
Jealth-Related Quality of Life—Behavioral Risk Factor Surveillance System (BRFSS)

rhe BRFSS is an annual state-based telephone survey of the U.S. civilian, non-institutionalized adult
yopulation. The Healthy Days measures used to assess health-related quality of life (HRQOL) have been a
yart of the BRFSS core questionnaire since 1993. For more details, including the Healthy Days guestions
ind links to the data, refer to the following PDF file.

“or public health surveillance purposes, the CDC Health-Related Quality of Life (HRQOL) measures have
yovided a generic HRQOL index operationalized as a person’s or group’s physical and mental health over
ime.1 The data from the mental health questions have been used to calculate frequent mental distress
FMD=14 to 30 mentally unhealthy days in the past 30 days) which has been used as a proxy for poor mental
\ealth. The CDC Healthy Days measures were developed with expert input and have been a part of the core
3RFSS survey since 1993 and the National Health and Nutrition Examination Survey (NHANES) since 2000,

o BRFSS—Healthy Days/HRQOL-4 questions PDF  [19.87KB].
e For more information on BRFSS: Behavioral Risk Factor Surveillance System (BRFSS).

<essler 6 (K6) for Serious Psychological Distress—Behavioral Risk Factor Surveillance
system (BRFSS)

Ihe BRFSS is an annual state-based telephone survey of the U.S. civilian, non-institutionalized adult
»opulation. The Kessler 6 (K6) is a standardized and validated measure of non-specific psychological
jistress. During 2007 and 2009, K-6 was added as an optional module on the BRFSS and was administered
)y 26 states, the District of Columbia and Puerto Rico. A score of 10 or more on the K6 is used to indicate
1on-specific serious psychological distress (SPD). This information can be used as an estimate of the
syrevalence of serious mental illness (SM1)in community populations2,3. The K6 instrument offers a useful
0ol for states to assess the potentially unmet mental health needs of a large proportion of adults within
‘heir jurisdiction.

« BRFSS—Mental lllness and Stisma Ontional Module  [ppr-4gkB] (includes Kessler 6).

e For more information on the Ké instrument: National Comorbidity Survey
(http://www.hcp.med.harvard.edu/ncs/ké scales.php).
s For more information on BRFSS: Behavioral Risk Factor Surveillance System (BRFSS).

Health-Related Quality of Life—National HESRR and Nutrition Examination Survey




NHAN._ES)

JHANES is 2 program of studies designed to assess the health and nutritional status of adults and children
n the United States. The survey is unique in that it combines interviews and physical examinations. The
{RQOL-4 questions are included in the Current Health Status questionnaire and are asked of participants
ige 12 and older. For more details, including the questions and links to the data, refer to the following PDF
e,

e NHANES—Healthy Days/HRQOL-4 questions  [PDF 20.35KE].

= For more information on NHANES: National Health and Nutrition Examination Survey (NHANES).

Mon-Snecific Distress Rattery—National Health Interview Survey (I\!I—"S)

s KN \.ol—o'iq.! T b LA ¥ L]

JHIS data are collected through personal household interviews. The Non-Specific Distress Battery is part of
he adult questionnaire and has been administered since 1997. For more details, including the guestions
hat make up the module and links to the data, refer to the following PDF file

» NHIS—Non-Specific Distress Battery  [PDF 16.5KB].
e For more information on NHIS: National Health Interview Suryey (NHIS).

statistics

3ehavioral Risk Factor Surveillance System Kessler 6 (K6)
‘or 2007 Ké data, based on a period of "in the past 30 days."

Ths ST A

10 or more on the K6)

» Of respondents indicating they had SPD:
o 37.7% received mental health servicesinthe
o 53.4% currently received no treatment
o A greater percentage were likely to be women
o Were more likely to be unmarried
o Were more likely to iive in poverty
= Medically, respondents with SPD were more likely to be obese, to smoke, and to report being diagnosed
with heart disease.

‘or 2004-2008 Health-Related Quality of Life (HRQOL) data, based on a period of "in the past 30 days."

U.S. adults experienced an average of 3.6 physically unhealthy days.
U.S. adults experienced an average of 3.4 mentally unhealthy days.
U.S. adults experienced an average of 6.1 overall unheaithy days.

U.S. adults experienced an average of 2.2 days of acfjyity limitation.
g

An estimated 10.8% of U.S. adults exnerienced 14 or more phvsicallv unhealthv davs.
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e An estimated 6.7% of U.S. adults experienced 14 or more days of activity limitation.
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Distress or FMD).
» The Appalachian and the Mississippi Valley regions have high and increasing FMD prevalence, and the

upper Midwest had low and decreasing FMD prevalence.*

/ 1:||
(§)]

U.S. aduits experience

“he figure below presents estimates of the number of respondents on the BRFSS whao reported frequent
nental distress (14 to 30 mentally unhealthy days in the past 30 days) by county, aggregated over 2003~
2009. The prevalence for Alaska is estimated for the state as a whole because Alaska BRFSS did not record

ounty codes. Kalawao County, Hawail, was excluded as having no respondents. Data are weighted using
;ampimg weights based on the state populations by sex, age group, and race. County-level rates were
moothed using a nonparametric spatial smoothing algorithm?. Counties with combined sample sizes

2003-2009) of less than 30 were masked in the accompanying figure.

County Lavel Prevalence of Fraquent Mental Distress Among U.5. Adults: 2603-2602

Pereeai
Ty BAE )

: ssu\’;gu L \uy;xﬂd1g

Jata Source: CDC. Behaworal Risk Factor Surveillance S ystem 2003-2009

earn more about national and state trend data on HRQOL (http:/apps.nced.cdc.gov/HRQOL) by sex, age,

nd race-ethnicity.

leferences:
1. Moriarty DG, Zack MM, Kobau R. The Centers for Disease Control and Prevention’s healthy days
measures—population tracking of perceived physical and mental health over time. Health Qual Life

Outcomes 2003;1(37}1-8.
2.Kessler, R.C., Barker, PR, Colpe, L.J., Epstein, J.F., fo_:,%e-rer, J.C., Hiripi, E. Howes, M.J, Normand, S-L.T.,
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population. Archives of General Psychiatry 2003;60(2):184-189.

3. Kessler RC, Andrews G, Colpe LJ, Hiripi E, Mroczek DK, Normand S-L.T, Walters EE, Zaslavsky A. Short
screening scales to monitor population prevalances and trends in nonspecific psychological distress.
Psychol Med 2002;32:959-976.

4. Moriarty DG, Zack MM, Holt JB, Chapman DP, Safran MA. Geographic patterns of frequent mental
distress: U.S. adults, 1993-2001 and 2003-2006. Am J Prev Med 2009:36;497-505.

3. Mungiole M, Pickle LW, Simonson KH. 1999. Application of a weighted Headbanging algorithm to
mortality data maps. Statistics in Medicine 18:3201-9.

ersons with disabilities experiencin
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00-232-4636).

File Formats Help:
How do I view different file formats (PDF, DOC, PPT, MPEG) on this site?
(http://www.cde.gov/Other/plugins/)

(http://www.cdc.gov/Other/plugins/#pdf)

age last reviewed: July 1,2011

agelast updated: October 4, 2013

ontent source: Centers for Disease Control and Prevention (/index.htm), Program Performance and Evaluation Office

ttp://www.cde.gov/program/overview/index.htm)
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Connecticut Department
of Public Health

Supplemental CON Application Form
Establishment of a New Health Care Facility (Mental
Health and/or Substance Abuse Treatment)*
Conn. Gen. Stat. § 19a-638(1)

Applicant:
Growing Potential Services: Therapeutic and Behavioral
Solutions, PC

Project Name:

Freestanding Psychiatric Outpatient and Day Treatment Clinic

*This supplemental form should be included with all applications requesting authorization

for the establishment of a mental health and/or substance abuse treatment facility.
For the establishment of other “health care facilities,” as defined by Conn. Gen. Stat §
19a-630(11) - hospitals licensed by DPH under chapter 386v, specialty hospitals, or a
central service facility - complete the Main Form only.
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Affidavit

Applicant:  Growing Potential Services: Therapeutic and Behavioral
Solutions, PC

Project Title:  Freestanding Psychiatric Outpatient and Day
Treatment Program

|, Marcy L. Taliceo LPC CEO

(Name) (Position — CEO or CFO)

of Growing Potential Services: Therapeutic and Behavioral Solutions,
PC being duly sworn, depose and state that the (Facility Name) said
facility complies with the appropriate and applicable criteria as set
forth in the Sections 19a-630, 19a-637, 19a-638, 19a-639, 192-486
and/or 4-181 of the Connecticut General Statutes.

A A 7Sl
._Sighature Date

Subscribed and sworn to before me on tf / (i /I &

%u’wr H L@C»/ LISA A, STROM

NOTARY PUBLIC
Notary Public/Commissioner of Superior Court MY COMMISSION E!PIRES.{L,ZQ,[;A?%

My commission expires: %1 20 / 20 2-0
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1. Project Description: New Facility (Mental Health and/or Substance Abuse)

a. Describe any unique services (i.e., not readily available
in the service area) that may be included in the proposal.

Children and Adults

(ABA)- Applied Behavior Analysis, Autism screening and
evaluation, Dyslexia screening and evaluation, Life skilis training,
Psychiatric services with minimal waitlist

b. List the type and number of DPH-licensed health care
professionals that will be required to initiate the proposal.

1- Medical Director/ Psychiatrist, 1- Executive Director/LPC, 1-
Director/BCBA, 2- Licensed LPC (outpatient and groups), 2- licensed
eligible clinicians (outpatient and groups), 2 Bachelor level case
managers, 5 Direct Care Staff

2, Projected Volume

For each of the specific population groups to be served, report the following by
service level (include all assumptions}):

(i} An estimate of the number of persons within the population group
by town that need the proposed service; and

1. Outpatient Therapy - 100 Enfield, Windsor Locks E
Windsor, Bloomfield, Hartford

2. Medication Management- 150 Enfield, Windsor Locks , E
Windsor, Bloomfield, Hartford

3. Case Management- 35 Enfield, Windsor Locks, E
Windsor, Bloomfield, Hartford

4. Day Treatment- 55 Enfield, Windsor Locks, E Windsor,
Bloomfield, Hartford

(i) The number of persons in need of the service that will be served by the
proposal (estimated patient volume). 500 over the next 24 months

b. Provide statistical information from the Substance Abuse and Mental Health
Administration (“SAMSHA"), or a similar organization demonstrating that the
target population has a need for the proposed services. SEE ATTACHED

Please note: provide only publicly available and verifiable information and
document the source,
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# 3

Tables

TABLE 1

APPLICANT'S SERVICES AND SERVICE LOCATIONS

New Service or

: Population Days/Hours of
Service Street Address, Town Served Operation Pro;?osgd
Termination
Day Treatment 140 Hazard Ave, Enfield M/F, 18-29, DSM Mon-Fri 9-12p New Service
Dx
Adult OP Clinic 139/140 Hazard Ave, Enfield | M/F, 18-99, DSM M-F 8-7p, Sat 9-12p | New Service
Dx
back to question]
TABLE 2
SERVICE AREA TOWNS
List the official name of town* and provide the reason for inclusion.

Town* Reason for Inclusion

Enfield Underserved

Somers Underserved

East Windsor Underserved
Windsor Locks Underserved
Hartford Underserved
Windsor Underserved
*Village or place names are not acceptable.
[back to question]
Version 3/9/16
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TABLE 3
TOTAL PROPOSAL CAPITAL EXPENDITURE

Purchase/Lease Cost

Equipment (Medical, Non-medical, Imaging)
Land/Building Purchase*
Construction/Renovation**

Other (specify)

Total Capital Expenditure (TCE)

Lease (Medical, Non-medical, Imaging)***

Total Lease Cost (TLC) 3 current locations 5600/month

Total Project Cost (TCE+TLC)

*If the proposal involves a land/building purchase, attach a real estate property
appraisal including the amount; the useful life of the building; and a schedule of
depreciation.

* |fthe proposal involves construction/renovations, attach a description of the proposed
building work, including the gross square feet; existing and proposed floor plans;
commencement date for the construction/ renovation; completion date of the
construction/renovation; and commencement of operations date.

= |f the proposal involves a capital or operating equipment [ease and/or purchase,
attach a vendor quote or invoice; schedule of depreciation; useful life of the equipment;
and anticipated residual value at the end of the lease or loan term.
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TABLE 4
PROJECTED INCREMENTAL REVENUES AND EXPENSES
FY 20/l FY 20]_? Fy 20/l
Revenue from Operations $244,296 : $257,630 $395,326
Total Operating Expenses 251,146 259,035 376,645
Gain/Loss from Operations $(6850) $(1405) $18,681

* Fill in years using those reported in the Financial Worksheet attached.
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TABLE 5
HISTORICAL UTILIZATION BY SERVICE
Actual Volume
(Last 3 Completed FYs) CFY Volume*
FY 6/13/13-
Service** 1213113 _*** FY 2014 *** FY 20_15_*** FY 2016__***
Outpatient Mental Health 5"0) 3 OH‘ ol ‘{3 g ’7 / glg
Group Therapy D)3 (sHs J-O 20 39‘ /03
In Home Behavioral Services 991 S / ? 0\?’3—%
Medication (MD and APRN)SO 1 (o
Independent Bx Consultations 2015 A /0
Extended Day Treatment 20\ 2/
Case Management S0 (o q?rléc'élf"ﬂ b 4o 3
Adult PHP/Day TreatmentSai(e (g cled 7 3
Psychological Testing Jexe bsgﬁ} 9 é
Therapeutic Mentoring 9.0 | 3 4
Octo patorat  Thoraey 7
Phusicar ThesapH 4
Spocedn |t rapy) . 7
Total 57 T

* For periods greater than 6 months, report annualized volume, identifying the number of actual months covered and
method of annualizing. For periods less than 6 months, report actual volume and identify the period covered.

* |dentify each service type and level adding lines as necessary. Provide the number of visits or discharges as appropriate for

each service type and level listed.

*+* Fjll in years. If the time period reported is not identical to the fiscal year reported in Table 4 of the application, provide the
date range using the mm/dd format as a footnote to the table.

#° oot Chepd couhd ot fisrts g 7L
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TABLE 6

PROJECTED UTILIZATION BY SERVICE

Service* Enfield

Projected Volume

FY 2015__**
May 1-Dec 31

FY 20_16_**

FY 20_17_*

FY18

Outpatient Mental
Health

Group Therapy

In Home Behavioral
Services (ABA)

Medication (MD and
APRN)

Independent Bx
Consultations

Extended Day
Treatment

Case Management

Adult PHP/Day
Treatment

Psychological Testing
Therapeutic Mentoring

Occupational Therapy

Z X
/02
A0
50

/0
2

8
B 73
Yo

g
7

245

Iy 4

o

5

7/
1%
39
35
j3.p
5%
/9

3/

<297

/&7
9§

P
5

Physical Therapy 7 ?3/ S(/
Speech Therapy 7 3 / SI (p
Total L/D K/L/L/ 8,7% // 9\3

*Identify each service tybe by location and add lines as necessary. Provide the number of
visits/discharges as appropriate for each service listed.

oLl b Olerd Caat roF Vists per yeur
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TABLE 7

APPLICANT’S CURRENT & PROJECTED PAYER MIX

Payer

Current

FY 2015__**

Projected

FY 2016__*

FY 2017__**

FY 2018

*k

Discharges

%

Discharges

%

Discharges

%

Discharges

%

Medicare®
Medicaid*

CHAMPUS &
TriCare

Total Government

Commercial
Insurers

Uninsured

Workers
Compensation

Total Non-
Government

Total Payer Mix

0

15
5

15.5

21.5

0]

20
1

21

30

0

22
6

28
10

10

38

0

30
4

34

42

* |ncludes managed care acfivity.
** Fill in years. Ensure the period covered by this table corresponds to the period covered in the projections
provided. New programs may leave the “current” column blank.

back to question
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TABLE 8
UTILIZATION BY TOWN
Utilization
Town FY 2015__**
Enfield §
Windsor Locks 7
East Windsor [5
Hartford Ok
Somers 0] 7—
Suffield 2,
Bloomfield o9
Windsor jopa]
Ellington % /,
Vernon

* List inpatient/outpatient/ED volumes separately, if applicable
** Fill in most recently completed fiscal year.

A 12lloe 4 fm{m—/ (%rum/’ Vs )/131715 ﬁ/ \//taf
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NPI

TABLE 9
SERVICES AND SERVICE LOCATIONS OF EXISTING PROVIDERS
Service or Population Facility Facility's Provider Name, Hours/Days Current
Program Name Served ID* Street Address and Town of Operation | Utilization
CHR w7 | | Enfield and Windsor] M-F
he Village 1942573431 Hartford M-F

* Provide the Medicare, Connecticut Department of Social Services (DSS), or National Provider identifier (NPI) facility
identifier and label column with the identifier used.

[back to question]
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4/19/2016 National Survey on Drug Use and Health: 2013-2014 State-Specific Tables of Model-Based Estimates (Totals and Percentages), SAMHSA, CBHVSQ

Ilicit Drug Dependence or Abuse! 2.91 4.42 7.83 1.90 2-76_ )
Alcohol Dependence 3.22 115 5.64 3.06 3.44
Alcohol Dependence or Abuse ’ | 750 | 335] 1413 | 688 ] 7.93
Alcohol or Tllicit Drug Dependence or Abuse! 947 | 644 | 1841 | 832 978
Needing But Not Receiving Treatment for Tllicit Drug Usel_’8 2.58 4.11 7.30 1.60 2.42
Needing But Not Receiving Treatment for Alcohol Use® _ 6.94 3.10 | 13.24 6.33 1.33
PAST YEAR MENTAL HEALTH ISSUES )
Major Depressive Episode3? - | 11.68 8.38 5.93 6.29
Serious Mental Illness>10 -- - 4.35 3.62 373
_Any Mental Illness®10 | = -l2124 1731 17.87
oo Sortous ThoughtsofSuieide! | — -1 752 337] 397

-- Not available.
NOTE: Estimates are based on a survey-weighted hierarchical Bayes estimation approach.

Mlicit Drugs include marijuana/hashish, cocaine (including crack), heroin, hallucinagens, inhalants, or prescription-type psychotherapeutics
used nonmedically. Ilicit Drugs Other Than Marijuana include cocaine (including crack), heroin, hallucinogens inhalants, or prescription-type

£=) 1)

2 Average annual initiation of marijuana (%) =100 x {[X| + (0.5 x X; 1 +X5)] + 2}, where X is the number of marijuana initiates in the past 24
months and X; is the number of individuals who never used marijuana (with the at-risk population defined as 0.5 x X' | +X5). Both of the
computation components, X; and Xy, are based on a survey-weighted hierarchical Bayes estimation approach, The age group shown is based on a
respondent's age at the time of the interview, not his or her age at first use.

3 For details, see Section B of the "2011-2012 NSDUH: Guide to State Tables and Summary of Small Area Estimation Methodology" at
hitp://fwww.samhsa.gov/data/.

4 Binge Alcohol Use is defined as drinking five or more drinks on the same occasion (i.e., at the same time or within a couple of howss of each
other) on at least 1 day in the past 30 days.

3 Underage drinking is defined for individuals aged 12 to 20; therefore, the "12+" estimate reflects that age group and not individuals aged 12 or
older.

8 Tobacco Products include cigarettes, smokeless tobacco (i.e., chewing tabacco or snuff), cigars, or pipe tobacco.

7 Dependence or abuse is based on definitions found in the 4th edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-1V).
8 Needing But Not Receiving Treatment refers to respondents classified as needing treatment for illicit drugs (or alcohol), but not receiving
treatment for an illicit drug (or alcohol) problem at a specialty facility (i.e., drug and alcohol rehabilitation facilities [inpatient or outpatient],
hospitals [inpatient only], or mental health centers).

¥ Major depressive episode (MDE) is defined as in the 4th edition of the Diagnostic and Statistical Manyal of Mental Disorders (DSM-IV),
which specifies a period of at least 2 weeks when an individual experienced a depressed moad or loss of interest or pleasure in daily activities
and had a majority of specified depression symptoms. There are minor wording differences in the questions in the adult and adolescent MDE
modules. Therefore, data from youths aged 12 to 17 were not combined with data from adults aged 18 or older to produce an estimate for those
aged 12 or older.

10 Mental lness is defined as having a diagnosable mental, behavioral, or emotional disotder, other than a developmental or substance use
disorder, assessed by the Mental Health Surveillance Study (MHSS) Structured Clinical Interview Jor the Diagnostic and Statistical Manual af
Mental Disorders—Fourth Edition—Research Version—Axis I Disorders (MHSS-SCID), which is based on the 4th edition of the Diagnostic and
Statistical Manual of Mental Disorders (DSM-IV). Three categories of mental illness severity are defined based on the level of functional
impaimment: mild mental illness, moderate mental illness, and serious mental illness (SMI). Any mental illness (AMI) includes individuals in
any of the three categories.

i Respondents were asked, "At any time in the past 12 months, did you seri ously think about trying to kill yourself?" If they answered "Yes," they
were categorized as having serious thoughts of suicide in the past year.

Source: SAMHSA, Center for Behavioral Health Statistics and Quality, National Survey on Drug Use and Health, 2013 and 2014.
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Table 23 — Selected Drug Use, Perceptions of Great Risk, Average Annual Marijuana Initiates, Past Year
Substance Dependence or Abuse, Needing But Not Receiving Treatment, and Past Year Mental Health

Measures in Connecticut, by Age Group: Estimated Numbers (in Thousands), Annual Averages Based on
2013-2014 NSDUHSs

DAAN
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419/2018 National Survay on Drig Use and Health: 2013-2014 State-Specific Tables of Model-Based Estimates (Totals and Percentages), SAMHSA, CBHSQ

Measure 12+ | 12-17 | 18-25 | 26+ 18+
ILLICIT DRUGS
Past Month Tllicit Drug Use! 302 27 93| 1824 275
Past Year Marijuana Use 427 45 148 234 382
Past Month Marijuana Use 259 23 86 151 237
Past Month Use of Illicit Drugs Other Than Marijuana! 95 8 24 63 87
Past Year Cocaine Use 66 2 25 39 64
| _Past Year Nonmedical Pain Reliever Use 114 12 33 70 103
Perception of Great Risk from Smoking Marijuana Once a Month 776 62 45 668 713
Average Annual Number of Marijuana Initiates®? 39 19 17 3 20
ALCOHOL
Past Month Alcohol Use 1,828 37 250 1,541 1,791
' Past Month Binge Alcohol Use? 718 181 161 539 1 700
Perception of Great Risk from Drinking Five or More
Drinks Once or Twice a Week 1,235 113 117 ] 1,005 1 1,122
Past Month Alcohol Use (Individuals Aged 12 to 20) 113 - - - -
Past Month Binge Alcohol Use (Individuals Aged 12 to 20)* 70° ~ - - -
TOBACCO PRODUCTS
Past Month Tobacco Product Use® 645 20 f 136 490 626
Past Month Cigarette Use 516 13 113 391 503
Perception of Great Risk from Smoking One or More - ‘
Packs of Cigarettes per Day 2,288 194 266 1 1,827 { 2,003
PAST YEAR DEPENDENCE, ABUSE, AND TREATMENT?
Illicit Drug Dependence! _ 68 5 281 34 63
illicit Drug Dependence or Abuse! 88 9 35 44 78
Alcohol Dependence 89 3 23 64 86
Aleohol Dependence or Abuse 206 8 54 144 198
Alcohol or llicit Drug Dependence or Abuse! 257 13 73 171 244
Needing But Not Receiving Treatment for Illicit Diug Usel: 75 9 29 37 66
Needing But Not Receiving Treatment for Alcohol Use® 199 8 52 139 191
PAST YEAR MENTAL HEALTH ISSUES
Major Depressive Episode? - 28 32 135 167
Serious Mental Illness®© - -- 17 80 97
Any Mental II]HGS_SS’IO - - 69 386 454
Had Serious Thoughts of Suicide!! - - 26 66 92
-- Not available,
NOTE: Hstimates are based on a survey-weighted hierarchical Bayes estimation approach.
! Mlicit Diugs include marijuana/hashish, cocaine (inchiding crack), heroin, hallucinogens, inhalants, or prescription-type psychotherapeutics
used nonmedically. lllicit Drugs Other Than Marijuana include cocaine (including crack), heroin, hallueinogens, inhalants, or prescription-type
psychotherapeutics used nonmedically. These estimates include data from ofi ginal methamphetamine questions but do not include new
methamphetamine items added in 2005 and 2006.
2 Average anmial number of marijuana initiates = X, ¢ + 2, where X is the mumber of marijuana initiates in the past 24 months,
3 For details, see Section B of the "2011-2012 NSDUH: Guide to State Tables and Summary of Small Area Estimation Methodology" at
httpr/fwww.samhsa. gov/data/,
4 Binge Alcohol Use is defined as dvinking five or more drinks on the same occasion (i.e., at the same time or within a couple of hows of each
other) on at least 1 day in the past 30 days.
S Underace deinkine 1 s defined for individuals aoed 12 ta 20 therefore. thadPhdvbstimate reflects that ae eroun and nat individuals aced 12 ar

itpiiAvw.samhsa.govidatalsites/dafaulthles/2/2N SDU HsaeSpacificStates2014.htm 35M72




411972016 Naticnal Strvey on Drug Use and Health: 2013-2014 State-Specific Tables of Model-Based Estintatas (Totals and Percentages), SAMHSA, CBHSQ
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older,
8 Tobaceo Products jnclude cigarettes, smokeless tobacco (i.e., chewing tobaceo or snufi), cigats, or pipe tobacco.
7 Dependence or abuse is based on definitions fouud in the 4th edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-TV),

8 Needing But Not Receiving Treatment refess to respondents classified as needing treatment for illicit drugs (or alcohol), but not receiving
treatment for an illicit drug (or alcohol)} problem at a specialty facility (i.e., diug and alcohol rehabilitation frcilities [inpatient or quipatient],
hospitals [inpatient only), or mental health centers).

? Major depressive episode (MDE) is defined as in the 4th edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-LIV),
which specifies a period of at least 2 weeks when an individual experienced a depressed mood or foss of interest or pleasure in daily activities
and had a majority of specified depression symptoms. There are minor wording differences in the questions in the adult and adolescent MDE
modules. Therefore, data from youths aged 12 to 17 were not combined with data from adults aged 18 or older to produce an estimate for those
aged 12 or older.

10 Mental Hiness is defined as having a diagnosable mental, behavioral, or emotional disorder, other than a developmental or substance use
disorder, assessed by the Mental Health Swveillance Study (MHSS) Structured Clinical nterview for the Diagnostic and Statistical Manual of
{Mental Disorders—Fourth Edition—Research Version—dxis 1 Disorders (MHSS-8CID), which is based on the 4th edition of the Diagnostic and
Statistical Manal of Mental Disorders (DSM-IV). Three categories of mental fllness severity ate defined based on the level of functional
impaimment: mild mental illness, moderate mental illness, and serious mental illness (SMD). Auy mental illness (AMI) includes individuals in
any of the thiee categories.

" Respondents were asked, "At any time in the past 12 months, did you seriously think about trying to kill yoursel f2" Tf they answered "Yes," they
were categorized as having serious thoughts of suicide in the past year.

Source: SAMHSA, Center for Behavioral Health Statistics and Quality, National Suevey on Drug Use and Health, 2013 and 2014.
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Table 24 — Selected Dyug Use, Perceptions of Great Risk, Average Annual Incidence Estimates of First Use of
Marijuana, Past Year Substance Dependence or Abuse, Needing But Not Receiving Treatment, and Past Year
Mental Health Measures in Connecticut, by Age Group: Percentages, Annual Averages Based on 2013-2014

NSDUHSs

Measure 12+ 12-17 | 18-25 26t 18+

ILLICIT DRUGS
Past Month Illicit Drug Use! 9911 9531 2425| 765 995
Past Year Marijuana Use 7 14.00 | 15,65 | 38.82 9.83 1 13.83
Past Month Marijuana Use 8.50 791 | 2241 6.34 8.56
Past Month Use of Illicit Drugs Other Than Marijuana/ 3.13 2.89 6.36 2.64 3.15
Past Year Cocaine Use 2,17 0.61 6.66 1.64 233
Past Year Nonmedical Pain Reliever Use 3.75 4.08 8.55 2.94 372

Perception of Great Risk from Smoking Marijuana Once a Month| 2540 | 21.80 | 1172 28.06 | 25.77
Average Annual Incidence Estimates of First Use of Marijuana® | 2.29 7.10 9.01 0.25 1.42
ALCOHOL

Past Month Alcohol Use 5992 | 12.77 | 6558 | 64.68 | 64.80
Past Month Binge Alcohol Use? 23541 6.29) 42221 2263 | 2533
Perception of Great Risk from Drinking Five or More
Drinks Once or Twice a Week 4047 1 3944 | 30.68 { 42.17 { 40.58
Past Month Alcohol Use (Individuals Aged 12 to 20) 26.29° - - - -
_Past Month Binge Alcohol Use (Individuals Aged 12 to 20)4 16.24° - -- - --
TOBACCO PRODUCTS
Past Month Tobacco Product Use® 21.16 6.83 1 35.61 { 2056 { 22.64
Past Month Cigarette Use 16.91 444 1 29.50 | 1640 | 18.21
Perception of Great Risk from Smoking One or More
Packs of Cigarettes per Day 7500 | 67.84 [ 69.80 1 76.69 | 75.74
FT1T12

Wp/ww.samhsa.govidatalsites/defaultfilesi2/2iN SDUHsaeSpecificStates2014.him 36172




A4l18f2018 Natianal Survey on Drug Use and Healih: 2013-2014 State-Sperific Tables of Model-Based Estimates {Totals and Percentages), SAMHSA, CBHSQ

NOTE: Estimates are based on a survey-weighted hierarchical Bayes estimation approach,

psychotherapeutics used nonmedically. These estimates include data from original methamphetamine questions but do not include new
methamphetamine items added in 2005 and 2006,

months and X; is the mumber of individuals who never used marijuana (with the at-risk population defined as 0.5 x ¥ 1 +X9). Both of the
respondent’s age at the time of the intervi ew, not his or her age at first use.

# For details, see Section B of the "2011-2012 NSDUH: Guide to State Tables and Summary of Small Ares Estimation Methodology" at
hitp://www.samhsa, gov/data/,

other) on at least 1 day in the past 30 days.

older,
® Tobacco Produets include cigareties, smokeless tobacco (i.e., chewing tobacco or snuff), ci gars, or pipe tobacco.

hospitals finpatient only], or mental heaith centers),

aged 12 or older.

Statistical Mamial of Mental Disorders (DSM-IV), Thuee categories of mental illness severity are defined based on the level of functional
any of the three categories.

were categotized as having serious thoughts of suicide in the past year.
Source: SAMHSA, Center for Behavioral Health Statistics and Quality, National Swvey on Drug Use and Health, 2013 and 2014,

PAST YEAR DEPENDENCE, ABUSE, AND TREATMENT”
Tllicit Drug Dependence’ 2220 178 736 145 226
Iicit Drug Dependence or Abuse! 2.88 3.29 9,13 1.83 2.84
Alcohol Dependence 292 [ 094 5.94 2.67 3.12
Alcohol Dependence or Abuse 6.76 271 | 14.15 6.06 7.18
Alcohol or Ilicit Drug Dependence or Abuse! 8.43 4.67 | 19.17 7.16 8.82
Needing But Not Receiving Treatment for Illicit Drug Use!-8 2.47 3.13 7.63 1.56 2.40
Needing But Not Receiving Treatment for Alcohol Use® 6531 2681 13.70 584) 6.93

PAST YEAR MENTAL HEALTH ISSUES
Major Depressive Episode®? -- 9.70 8.40 5.65 6.03
Serious Menta] Illness>10 -- = 448 3.37 3.53
Any Mental Illness>10 ~ -1 1801 | 1619 | 16.44
Had Serious Thoughts of Suicide!! - -- 6.85 2.78 3.34

-~ Not available. '

it Drugs include marijuana/hashish, cocaine (including crack), heroin, hallucinogens, inhalants, or prescription-type psychotherapeutics
used nonmedically. Tllicit Drugs Other Than Marijuana include cocaine (including crack), heroin, haltucinogens, inhalants, or prescription-type
2 Average aumual initiation of marijuana (%) = 100 % {{X; + (0.5 x X7 + X; 2+ 2}, where X7 is the number of mari juana initiates in the past 24

computation components, X and X,, are based on a survey-weighted hicrarchical Bayes estimation approach, The age group shown is based on a

4 Binge Aleohol Use is defined as drinking five or more drinks an the same occasion (.e., at the same time ot within 4 couple of houts of each

5 Underage drinking is defined for individuals aged 12 to 20; therefore, the "12+" estimate reflects that age group and not individuals aged 12 or

7 Dependence or abuse is based on definitions found in the 4th edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-TV),

8 Needing But Not Receiving Treatment refors to respondents classified as needing treatment for iilicit drugs (or alcohol), but not receiving
treatment for an illicit drug (or alcohol) problem at a specialty facility (i.e., drug and alcohol rehabilitation facilities [inpatient or outpatient],

? Major depressive episode (MDE) is defined as in the 4th edition of the Diagnosiic and Statistical Manual of Mental Disorders (DSM-IV),
which specifies a period of at least 2 weeks when an individval expetienced a depressed mood or loss of interest or pleasure in daily activities
and had a majority of specified depression symptoms. Thete are minor wording differences in the questions in the adult and adolescent MDE
modules. Therefore, data from youths aged 12 to 17 wete nol combined with data from adults aged 18 or older to produce an estimate for those

10 Mentat Dliness is defined as having a diagnosable mental, behavieral, or emotional disorder, other than a developmental or substance use
disorder, assessed by the Mental Health Surveillance Study (MHSS) Structured Clinical Interview Jor the Diagnostic and Statistical Manval af
Mental Disorders—Fourth Edition—Research Version—dAxis I Disorders (MHSS-5CID), which is based on the 4th edition of the Diagnostic and

impairment; mild mental illness, moderate mental illness, and serfous mental iilness (SMID). Any mental illness (AMI) includes individuals in

i Respondents were asked, "At any time in the past 12 months, did you seriously think about trying to kill yourself?" If they answered "Yes," they

150925
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Table 25 — Selected Drug Use, Perceptions of Great Risk, Average Annual Marijuana Initiates, Past Year
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Medical Practice Data

Hospitals, Hospital Systems, and Group Practices with 30 or more physicians
Written Report due by December 31st annually

=

Date of Filing
Full Legal Name of Entity Reporting >
Type of Provider Reporting (see options below) ---seusmmma-m>
(Hospital, Hospital System, Group Practice)

(1) (2)

{3)

(4)

Name of Group Practice being reported

Description of the nature of the relationship of the
Hospital or Hospital System to the Group Practice

Is the Group Practice reported owned
or affiliated by the Hospital or Hospital

System?

Not Applicable

BN =

ppo@w

Group Practice Reporting

nic jrw 'S @«.\m@ sned Db
ndinduad and mploya  ess ~han 30

SANE

,/

—

Medical Practice Data




MANCHESTER CT 06045-0510

ORDER CONFIRMATION

Salesperson: ANNE FIELDING

Acct #: 6302

PUBLIC NOTICE

This notice is being circulated to the community pursuant to
section 19a-638 of the CT general statute. Growing Polential
Services: Therapeutic and Behavioral Solutions, PG, for Profit
Corporation, is applying for a Cerificate of Need for the
following services to be provided at 139 and 141 Hazard Ave
Enfield, CT 06082

Services Include;

Medication Clinic

Substance Abuse Consultation

Outreach Services

Child and Adult Day Treatment Programs

Child and Adult Qutpatient Psychiatric Services
Developmental Screenings and Assessment of
Childhood and Adolescence

Psychological Testing

Occupational Therapy

Physical Therapy

Speech and Language Therapy

Psychiatric Testing for Diagnostic Clarification

The annhual capital expendilure to fund this program will be
%461, 580.00 per year.

Journal Inquirer
March 29, 2016
March 30, 2016
March 31, 2016

JOURNAL INQUIRER

P O BOX 510

(860)646-0500

Ad #:
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JOURNAL INQUIRER
P O BOX 510
MANCHESTER CT 06045-0510
(B60)646-0500

ORDER CONFIRMATION

Salesperson: ANNE FIELDING Printed at 03/28/16 10:19 by afiel—ji
Accelt #: 6302 Ad #: 88564 : Status: N

OTHER T.EGAL Start: 03/29/2016 Stop: 03/31/2016
NC EFFECT CARD Times Ord: 3 Times Run: ***

MANCHESTER CT 056040 LGL 2.00 X 3.97 Words: 122
. Total LGL 8.00
Class: 4000 LEGAL

Rate: LG Cost: 377.76
Contact: Ad Descrpt: GROWING POTENTIAL SVCS
Phone: (000) 000-0000ext Given by: *
Fax#: Created: afiel 03/25/16 11:07
Email: legals@journalinquirer.com TL.ast Changed: afiel 03/28/16 10:19

Agency:
PUB  Z0NE ED TP START INS STOP SMTWTES
JI A 95 5 03/29,30,31

AUTHORIZATION

Journal Inguirer
306 Progress Dr
Manchester, CT 06045

Please check proof for changes and mistakes. If changes are needed please
contact. classified at:

Email: classified@journalingquirer.com
Fax: 860-643-1180

Phone: 8600-646-7767

Legal ads: legals@journalinguirer.com

Thank vyou!
Classified

/7] lrzy ’6/// N2 P

Name ﬁJ?k r type) Nagw@ (signature) o
(CONTI ON NEXT PAGE)
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JOURNAL INQUIRER

Printed 03/28/16 11:36 PO BOX 510 PHONE: 860-646-0500
MANCHESTER CT 06045-0510 FAX: 860-643-1180

Advertising Payment Receipt

Account number: 6302 Credit Card #: FkkERErEEER5310
Account name: OTHER LEGAL Approval Code: 173835[8109763458]
R TR o4 Credit Holder Name: GROWING POTENTIAL SERVICE
Phone number: 000-000-0000
Payment number; 113041
Payment date: 03/28/16
Amouni: 377.76

Payment description: ~ CLASSIFIED CREDIT CARD PA

Ad Number: 88564 Class Code: 4000
Ad Taker: afiel Salesperson: 011
First Words: GROWING POTENTIAL SVCS

| _Publication | Start Date | Stop Date [Ins.] Ad Size | Rate $ | Flat Charge | Price |
JOURNAL INQUI 03/29/16 03/31/16 003 8.00 15.74 .00 377.176
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Greer, Leslie

From:

Sent:

To:

Cc:

Subject:
Attachments:

Dear Ms. Taliceo,

Armah, Olga

Thursday, May 19, 2016 3:45 PM
Growingpotentialservices@gmail.com

User, OHCA; Armah, Olga; Riggott, Kaila

Completeness Questions on CON Application # 16-32083
16-32083 Completeness.docx

Please see attached request for additional information regarding CON application 16-32083 — Establishment of a
psychiatric outpatient extended day treatment and substance abuse or dependence treatment clinic for adults in
Enfield. There are additional items that need to be addressed.

Please contact me if you have any questions. Reponses are due by Monday July 18, 2016.

Regards.
Olga

Olga Armah, M. Phil
Associate Research Analyst
Office of Health Care Access

CT Department of Public Health
410 Capitol Avenue, MS #13HCA
P.O. Box 340308

Hartford, CT 06134

Phone: 860418 7070

Fax: 860 418 7053

mailto: olga.armah@ct.gov
Web: www.ct.gov/ohca

DPH)

e




STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH

Dannel P. Malloy
Governor
Raul Pino, M.D., M.P.H.
Acting Commissioner

Nancy Wyman
Lt. Governor

Office of Health Care Access

May 19, 2016 Via Email Only

Growingpotentialservices@gmail.com
Marcy Taliceo, CEO

Growing Potential Services: Therapeutic and
Behavioral Health Solutions, PC

141 Hazard Ave.

Enfield, CT 06082

RE: Certificate of Need Application; Docket Number: 16-32083-CON
Establishment of a Psychiatric Outpatient Day Treatment and Substance Abuse or
Dependence Treatment Clinic for Adults in Enfield
Connecticut Certificate of Need Completeness Letter

Dear Ms. Taliceo:

On April 21, the Department of Public Health (“DPH”), Office of Health Care Access
(“OHCA”) received the Certificate of Need (“CON”) application from Growing Potential
Services ("Applicant") proposing to establish a psychiatric outpatient day treatment clinic and a
freestanding facility for the care or treatment of substance abuse or dependence for adults.

OHCA requests additional information pursuant to Connecticut General Statutes §19a-639a(c).
Please electronically confirm receipt of this email as soon as you receive it. Provide responses to
the questions below in both a Word document and PDF format at the earliest convenience as an
attachment to a responding email. Please email your responses to all of the following email
addresses: OHCA@ct.gov; olga.armah@ct.gov; and kaila.riggott@ct.gov.

Pursuant to Section 19a-639a(c) of the Connecticut General Statutes, you must submit your
response to this request for additional information no later than sixty days after the date that this
request was transmitted. Therefore, please provide your written responses to OHCA no later than
July 18, 2016, otherwise your application will be automatically considered withdrawn.

DPH) Phone: (860) 509-8000 e Fax: (860) 509-7184 » VP: (860) 899-1611
maN_ /S 410 Capitol Avenue, P.O. Box 340308

Connecticut Department Hartford, Connecticut 06134-0308
o puslic Hoath www.ct.gov/dph

Affirmative Action/Equal Opportunity Employer




Growing Potential Services Page 2 of 4
Docket Number: 16-32083-CON

Repeat each question before providing your response and paginate and date your response, i.e.,
each page, in its entirety. Information filed after the initial CON application submission (e.g.,
completeness response letter, prefile testimony, late file submissions and the like) must be
numbered sequentially from the Applicant’s document preceding it. Please begin your
submission using Page 118 and reference “Docket Number: 16-32083-CON.”

1. The last paragraph on page 7 of the application indicates “...GPS currently serves adults
in its outpatient group.”
a. What are the adult services licensed by the Department of Public Health that GPS
currently provides?
b. Please provide a current valid copy of the DPH license if it exists. Note that DPH
provider or facility licenses are different from the Health Inspections Certification
attached on pages 17-18.

2. Page 8 of the application indicates “the community at large is in need of more day

treatment options for adults.” Provide an expanded discussion of:

a. How the Applicant identified the adults in need of services in the proposed service
area, including the specific clinical diagnosis(es) or condition(s);

b. What DPH licensed day treatment and substance disorder services GPS will be
providing;

c. Supporting scholarly articles for the proposed treatments (attach relevant additional
articles if necessary); and,

d. How adults, including low income persons, racial and ethnic minorities, disabled
persons and other underserved groups in the service area will access the proposed
services (e.g., through referrals from other providers or self referrals).

3. Utilizing supporting scholarly articles, indicate the prevalence rate(s) for the
diagnoses/conditions identified in question 2a. Utilize the prevalence rate to estimate
incidence rate for the service area population the Applicant proposes to serve. Populate
the table below with the estimates and update the footnotes with the data source(s).

TABLE 1
ESTIMATE OF BEHAVIORAL HEALTH DISORDER(S) INCIDENCE IN CONNECTICUT
BEHAVIORAL HEALTH DISORDER POPULATION PREVALENCE INCIDENCE
. . (e.g. 18 years and 2 (Population multiplied
(Specify the disorder) 1 RATE
above) by prevalence rate)

Connecticut

Proposed Service Area

Service Area as Percent of
Connecticut

Sources:

! Indicate the relevant age group and provide the source of the population data (e.g., Census data).

2 E.g., Substance and Mental Health Services Administration, Center for Behavioral Health Statistics and Quality.




Growing Potential Services Page 3 of 4
Docket Number: 16-32083-CON

10.

11.

12.

13.

14.

15.

Which of the clinicians currently employed by GPS will provide the proposed services to
adults? If GPS does not currently employ a clinician(s) with the requisite expertise, how
many additional clinicians will GPS recruit and how?

Describe in detail any relationship(s) the Applicant has with other Connecticut or service
area providers that will be the referral base for the proposed adult behavioral services.
Identify the provider(s) by name and location, if possible.

Identify provider(s) by name and location in the service area that currently provide(s) the
proposed services indicated in question 2b.

Provide a more detailed description of how the proposed services will reduce the costs of
inpatient stays, as stated on page 12.

Provide at least one additional letter of support for the proposal.

Page 103, Table 3 shows the lease cost for the three GPS locations. Provide the annual
lease cost for 141 Hazard Avenue, Enfield, only. Who is the owner of 141 Hazard
Avenue, Enfield?

Provide a copy of GPS’ 2015 federal tax returns.

The Financial Attachment | provided on pages 87-88 of the application is filled out
incorrectly. For example, column (4) should reflect the sum of columns (2) and (3). Also,
provide the actuals for FY 2015 and estimates for FY 2016-18, reflecting expected
revenues and expenses with and without approval of this proposal. Submit a revised table
and explicitly identify the fiscal years being reported by including them in the column
headings. List the assumptions used to prepare the reported information.

Reconcile the data in Table 4 page 104 and Financial Attachment | pages 87-88 to ensure
they are consistent. Update either or both tables as needed.

Page 106, Table 6 reports projected volumes. What are the assumptions used for
projecting these volumes?

Reconcile the projected volumes in Table 6 with the current and projected payer mix on
page 107, Table 7 and the volume statistics on page 88. Include data on only services
licensed by DPH in both tables. Update Tables 6 & 7 to ensure their totals are consistent.
Make sure the percent columns in Table 7 for each reported year add up to 100%,
individually.

For DPH licensed services only, report the minimum number of clients required to show
an incremental gain from operations for projected FYs 2016, 2017 and 2018.



Growing Potential Services Page 4 of 4
Docket Number: 16-32083-CON

16. Provide a discussion on GPS's private pay agreement with clients that are uninsured or
underinsured. Will the Applicant provide these clients with a sliding fee schedule?

If you have any questions concerning this letter, please feel free to contact me at (860) 418-7001
or (860) 418-7070.

Sincerely,

Olga Armah
Associate Research Analyst



Greer, Leslie

From: growingpotentialservices <growingpotentialservices@gmail.com>
Sent: Thursday, May 19, 2016 7:36 PM

To: Armah, Olga

Cc: User, OHCA; Riggott, Kaila

Subject: RE: Completeness Questions on CON Application # 16-32083

Received. Thank you

Marcy

Sent from my Verizon, Samsung Galaxy smartphone

-------- Original message --------

From: "Armah, Olga" <Olga.Armah@ct.gov>

Date: 5/19/16 3:45 PM (GMT-05:00)

To: Growingpotentialservices@gmail.com

Cc: "User, OHCA" <OHCA@ct.gov>, "Armah, Olga" <Olga.Armah@ct.gov>, "Riggott, Kaila"
<Kaila.Riggott@ct.gov>

Subject: Completeness Questions on CON Application # 16-32083

Dear Ms. Taliceo,

Please see attached request for additional information regarding CON application 16-32083 — Establishment
of a psychiatric outpatient extended day treatment and substance abuse or dependence treatment clinic for
adults in Enfield. There are additional items that need to be addressed.

Please contact me if you have any questions. Reponses are due by Monday July 18, 2016.

Regards.

Olga

Olga Armah, M. Phil



Greer, Leslie

From: User, OHCA
Subject: FW: Completeness Questions on CON Application # 16-32083
Attachments: Response to CON App page 118.doc

From: marcy taliceo [mailto:growingpotentialservices@gmail.com]
Sent: Friday, May 20, 2016 1:06 PM

To: Armah, Olga

Cc: User, OHCA; Riggott, Kaila

Subject: Re: Completeness Questions on CON Application # 16-32083

please see attached response

thank you

Marcy L. Taliceo, LPC, LMHC

Owner/ Clinical Director

Growing Potential Services: Therapeutic and Behavioral Solutions, PC

139 and 141 Hazard Ave
Enfield, CT 06082

860-698-6077 phone
860-698-6631 fax

www.growingpotentialservices.com

“And in the end it is not the years in your life that count, it's the life in your years.” -Abraham Lincoln

This communication, including attachments, is for the exclusive use of the addressee and may
contain proprietary, confidential and/or privileged information. If you are not the

intended recipient, any use, copying, disclosure, dissemination or distribution is strictly
prohibited. If you are not the intended recipient, please notify the sender immediately by return e-

mail, and destroy this material in its entirety, whether electronic or hard copy.
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1. The last paragraph on page 7 of the application indicates “GPS currently serves adults in its
outpatient group.”

a. What are the adult services licensed by the Department of Public Health that GPS
currently provides?

b. Please provide a current valid copy of the DPH license if it exists. Note that DPH
provider or facility licenses are different from the Health Inspections Certification
attached on pages 17-18.

Currently GPS is only licensed by DCF to provide services for children under 18yrs old in its Extended
Day Program.

GPS has licensed clinicians (LPC, LCSW, LMFT, MD, BCBA) that currently see adults for outpatient
services such as individual therapy, couple’s therapy, family and group therapy, Psychiatry. These
services do not require licensing by a state agency except that everyone performing services is
independently licensed as a qualified provider of their own expertise accordingly by Department of Public
Health. These services are billed through mental health group services as defined by the insurance
company.

2. Page 8 of the application indicates “the community at large is in need of more day treatment
options for adults.” Provide an expanded discussion of:

a. How the Applicant identified the adults in need of service area, including the
specific clinical diagnosis(es) or condition (s);

A questionnaire of our current clientele was indicative of more intensive programming that
they have not been successful with or have not been able to locate in the town of Enfield.
The demographics of the survey were as follows:

Age: Women 18-69 Men 18-73

Count: Women: 16 Men: 23

Dx: Mood Disorder: 22 Substance Abuse/Dependency: 8
Autism: 9

Programs requested: Intensive Group Therapies (DBT, Substance recovery and support,

Anger Management), Psychological Testing, Occupational Therapy, Physical Therapy, Case
Management

b. What DPH licensed day treatment and substance disorder services GPS will be
providing:

Intensive Individual and Group Therapies (DBT, Substance recovery and support, Anger
Management, Gender Specific Groups, Family Systems), Psychological Testing,
Occupational Therapy, Physical Therapy, Case Management and Community Support,
Medication Evaluations and Management, Skills Training
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c. Supporting scholarly articles for the proposed treatments (attach relevant
additional articles if necessary):

Engaging Families into Child Mental Health Treatment Article:

P 187- Strength Based Approach: This article outlines the increased treatment approaches to the
family system as a whole. While a child may be the “Identified Patient”, the whole family
including parents and other adults are encouraged to build on family strengths and competencies.
Encouraging adult family member s to participate in family treatment as well as individually
building on their skill set, may reduce the rate of childhood mental illness. (See appendix A for
more information)

New Attachments: an article that represent the increasingly urgent matter of drug use and sales in
the Town of Enfield. (See Appendix B for more information)

New Attachment from SAMHSA: statistics on Mental Health and Drug Use/Treatment in CT
(See Appendix C for more information)

d. How adults, including low income persons, racial and ethnic minorities, disabled
persons and other underserved groups in the service area will access the proposed
services (e.g. through referrals from other providers or self-referrals).

The referral methods for Individuals to access care at GPS include but are not limited to: Walk-in,
Self-referral, PCP, Community Providers, Family, Friends, other clinicians, DCF, DMHAS,
DDS, court/probation, etc.



Growing Potential Services, Docket # 16-32083-CON

3. Utilizing supporting scholarly articles, indicate the prevalence rate(s) for the
diagnoses/conditions identified in questions 2a. Utilize the prevalence rate to estimate
incidence rate for the service area populations the Applicant proposes to serve. Populate
the table below with the estimates and update the footnotes with the data source.

TABLE 1
ESTIMATE OF BEHAVIORAL HEALTH DISORDER(S) INCIDENCE IN CONNECTICUT
BEHAVIORAL POPULATION: 18 PREVALENCE INCIDENCE
HEALTH AND OVER RATE
DISORDER
Substance Abuse
1. Connecticut 3,590,886 1. 91% 1. 326,000
2. Hartford 2. 12% 2. 79,950
County 646,351
Serious Mental IlIness
1. Connecticut 3,590,886 1. 44.9% 1. 161,230
2. Hartford 2. 19.3% 2. 124,745
County 646,351
Autism e Not enough
1. Connecticut 3,590,886 e Not enough data available
2. Hartford data available for individuals
County 646,351 for individuals over 18
over 18
Service Area as
percent of
Connecticut
1. 18% N/A 1. 42%
1. Substance 2. 18% 2. 77%
Abuse 3. 18% 3. Not available
2. SMI
3. Autism

http://www.census.gov/quickfacts/table/PST045215/09

http://factfinder.census.gov/faces/tableservices/jsf/pages/productview.xhtml?src=CF

http://www.census.gov/quickfacts/table/PST045215/09003

http://www.samhsa.qov/data/sites/default/files/State BHBarometers 2014 1/BHBarometer-CT.pdf
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4. Which of the clinicians currently employed by GPS will provide proposed services to adults? If
GPS does not currently employ a clinician(s) with the requisite expertise how many additional
clinicians will GPS recruit and how?

Adult Day Treatment Programs
o Day treatment groups
o Partial Hospitalization
e Medication Management
e Substance abuse consultations
These services will be provided by: Marcy Taliceo and Yvonne Kintgios. We will also be hiring an
additional clinician to provide these services.
e Adult Outpatient Psychiatric Services including Psychiatric testing for diagnostic clarification--
Dr. Amit Rathi will provide these services.
e Psychological Testing--GPS will hire a Psychologist and/or Certified School Psychologist to
perform these duties

Qutreach Services

e Case Management

e Community Mentor Support
These services will be provided by: Mark Nassau, Kristen Pomeroy, Kelly Phelan, Corey Overstreet,
Jamal Williams, Marquis Taliceo, Cynthia Ortiz and Helena Rosario.

Additional Services
e ADL skill assessment and training
e Social Skills
These services will be provided by Kaitlin Grout and Jessica Hickey.
e  Occupational Therapy--GPS will hire an OTR-L to provide these services through job application
websites
e Physical Therapy--GPS will hire a PT to provide these services through job application websites
e Speech Therapy--GPS will hire a SLP to provide these services through job application websites

5. Describe in detail any relationship(s) the Applicant has with other Connecticut or service area
providers that will be the referral base for the proposed adult behavioral services. Identify the
provider(s) by name and location, if possible.

Enfield Head Start
1270 Enfield St.
Enfield CT 06082
Marcy Taliceo sits on the Policy Committee of Head Start in Enfield CT

Options Unlimited Inc.
693 Bloomfield Ave. #2
Bloomfield CT 06002
Staff at Growing Potential Services provide behavioral consultations for the residential homes.

Elegant Clinical Day Program
488 Spring St.
Windsor Locks, CT 06096
The owner of Elegant Clinical sits on the GPS Board of Directors.
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Allied Community Resources
3 Pearson Rd.
Enfield, CT 06082
Staff at Growing Potential Services provide behavioral consultations for the day programs.

Dr. Hemant K. Panchel

170 Hazard Ave.

Enfield CT, 06082
Community pediatrician who makes many referrals to programs including referrals for parents
who need support.

Dr. Anne Marie Villa

150 Hazard Ave. Bldg. B

Enfield CT 06082
Community pediatrician who makes many referrals to programs including referrals for parents
who need support.

North Central Community Collaborative (NCCC)
Marcy attends NCCC meetings and GPS has presented at meetings.

Key Initiatives to Early Education

Enfield KITE

1010 Enfield Street

Enfield, CT 06082
Local group community service providers who come together to help parents and infants/toddlers
of Enfield. Marcy is a part of the group.

6. Identify provider(s) by name and location in the service area that currently provide(s) the
proposed services indicated in question 2b.

Adult Day Treatments:
Manchester Memorial Hospital
71 Haynes St, Manchester, CT 06040

Intercommunity
281 Main St. East Hartford, CT 06118

Paces Counseling Associates, INC
477 Connecticut Blvd. East Hartford, CT

Adult Outpatient Psychiatric Services
Catholic Charities
896 Asylum Avenue, Hartford, CT 06105-1901

Charter Oak Health Center
21 Grand Street Hartford, CT 06106

Community Health Center, Inc.
635 Main Street Middletown, CT 06457

Community Health Services, Inc.
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500 Albany Avenue Hartford, CT 06120

Community Health Resources
153 Hazard Avenue, Enfield, CT 06082

Community Renewal Team
555 Windsor St. Hartford, CT 06106

East Hartford Community HealthCare, Inc.
94 Connecticut Boulevard East Hartford, CT 06108

Hartford Behavioral Health
1 & 2550 Main St. Hartford, CT 06106

Intercommunity
281 Main St. East Hartford, CT 06118

Manchester Memorial Hospital
71 Haynes St, Manchester, CT 06040

New Directions, Inc. of North Central Conn.
113 Elm Street, Suite 204 Enfield, CT 06082

Paces Counseling Associates, INC
477 Connecticut Blvd. East Hartford, CT

South Bay Mental Health Center
237 Hamilton St. STE 205, Hartford, CT 06106

Wheeler Clinic
999 Asylum Ave. Hartford, CT 06106

Medication Management
Charter Oak Health Center
21 Grand Street Hartford, CT 06106

Community Health Services, Inc.
500 Albany Avenue Hartford, CT 06120

Community Health Resources
153 Hazard Avenue, Enfield, CT 06082

Community Substance Abuse Centers
55 Fishfry Street Hartford, CT 06120

Hartford Behavioral Health
1 & 2550 Main St. Hartford, CT 06106

Intercommunity
281 Main St. East Hartford, CT 06118
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South Bay Mental Health Center
237 Hamilton St. STE 205, Hartford, CT 06106

Case Management
Charter Oak Health Center
21 Grand Street Hartford, CT 06106

Community Health Resources
153 Hazard Avenue, Enfield, CT 06082

Community Health Services, Inc.
500 Albany Avenue Hartford, CT 06120

Wheeler Clinic
999 Asylum Ave. Hartford, CT 06106

Substance Abuse
Catholic Charities
896 Asylum Avenue, Hartford, CT 06105-1901

Charter Oak Health Center
21 Grand Street Hartford, CT 06106

Community Health Resources
153 Hazard Avenue, Enfield, CT 06082

Community Health Services, Inc.
500 Albany Avenue Hartford, CT 06120

Community Renewal Team
555 Windsor St. Hartford, CT 06106

Community Substance Abuse Centers
55 Fishfry Street Hartford, CT 06120

Hartford Behavioral Health
1 & 2550 Main St. Hartford, CT 06106

Intercommunity
281 Main St. East Hartford, CT 06118

New Directions, Inc. of North Central Conn.
113 Elm Street, Suite 204 Enfield, CT 06082

Paces Counseling Associates, INC
477 Connecticut Blvd. East Hartford, CT

South Bay Mental Health Center
237 Hamilton St. STE 205, Hartford, CT 06106

Wheeler Clinic
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999 Asylum Ave. Hartford, CT 06106

Partial Hospitalization

Community Health Resources

153 Hazard Avenue, Enfield, CT 06082
Intercommunity

281 Main St. East Hartford, CT 06118

New Directions, Inc. of North Central Conn.
113 Elm Street, Suite 204, Enfield, CT 06082

Paces Counseling Associates, INC
477 Connecticut Blvd. East Hartford, CT

South Bay Mental Health Center
237 Hamilton St. STE 205, Hartford, CT 06106

Autism Services
Wheeler Clinic (Only up to age 24)
999 Asylum Ave. Hartford, CT 06106

ADL Skill Assessment
None

Speech and Language
None

Social Skills Training
None

Community Mentor Support
Community Health Resources
153 Hazard Avenue, Enfield, CT 06082

Psychological Testing
Community Health Resources
153 Hazard Avenue, Enfield, CT 06082

Occupational Therapy
None

Life Skills Training
None

7. Provide a more detailed description of how the proposed services will reduce the costs of
inpatient stays, as stated on page 12. (See Appendix D for more information)

125

According to the article Bringing Behavioral Health into the Care Continuum: Opportunities to Improve

Quality, Costs and Outcomes, in 2012 68% of American adults with mental health conditions also had
medical conditions. Of those who have comorbid mental health and medical conditions, 37% adults
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admitted to hospitals were readmitted within 1 year compared to the 27% without mental health
conditions. Further research from the article concludes that mental health conditions can increase the
severity of mental health conditions. Therefore, if outpatient mental health services are provided to
Connecticut adults, the costs of inpatient stays for mental health conditions can be reduced. With a mean
cost per inpatient stay of $6300 for adults with mental health conditions (Statistical Brief #191),
decreasing the number of inpatient stays is critical in decreasing the costs of mental health services.

Little research has been performed to address the cost of adult outpatient mental health services in
Connecticut. This is most likely because up until recently Connecticut has put its main focus on inpatient
and crisis services--the system has been more reactive than proactive. As mentioned previously, when
provided outpatient services after inpatient services, adults were less likely to return inpatient. It can only
be assumed that if outpatient services are provided early on, there would be even fewer inpatient stays.

Between 2004-2009, in Connecticut only 4% of adults received outpatient non-specialty mental health
treatment and only 1% of adults served by the State Mental Health Agency responsible for the
administration of the SAMHSA Community Mental Health Block Grant received Assertive Community
Services even though the population of adults with mental health problems is much higher. (Mental
Health Association of Rhode Island, 2013) From 2005-2010, the number of psychiatric beds in
Connecticut decreased 14% to 741: this number is 43% lower than the recommended targeted beds per
capita. The budgets for mental health services is only decreasing and with an average cost of $6300 per
stay, again, outpatient services can help to offset the costs.

In addition, Sullo (2015) explained that in 2015, of the 16,645 inmates in state prisons, 21% had mental
iliness. Many of these prisoners are low-level offenders who judges are hesitant to release back into the
community due to lack of family or community support. Those that are released back into the community
are likely to end back in front of a judge, tying up the judicial system. It costs the state $45,000 each year
to house an inmate without mental health conditions and it is estimated that an inmate with mental health
conditions can cost 2-3 times that amount. One of the goals of outpatient services is to reduce the number
of first time offenders, another goal is to provide offenders with services that can support them in the
community rather than jail.

7. Provide at least one more additional letter of support for the proposal.
Please see attached letter of support from a local educator. (See appendix E for more information)

9. Page 103, Table 3 shows the lease cost for the three GPS locations. Provide the annual lease cost
for 141 Hazard Ave, Enfield only. Who is the owner of the 141 Avenue, Enfield?

GPS has decided not to expand to the third location. GPS will remain with two: 139 and 141 Hazard
Ave, Enfield

Annual lease cost for 141 Hazard Ave, Enfield is $30,000

The owner is:

Dr. Hemant Panchal
170 Hazard Ave
Enfield, CT
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10. Provide a copy of GPS’ 2015 federal tax returns. (See Appendix F for more information)

Please see attached.

11. The Financial Attachment | provided on pages 87-88 of the application is filled out incorrectly.
(See Appendix G) For example, column (4) should reflect the sum of the columns (2) and (3). Also,
provide the actuals for FY2015 and estimates for FY 2016-18, reflecting expected revenues and
expenses with and without approval of this proposal. Submit a revised table and explicitly identify
the fiscal years being reported by including them in the column headings. List the assumptions
used to prepare the reported information. (Please see Appendix C for more information)

Please see attached chart with revisions. Date from SAMHSA indicates a steady rate and some increase
in the diagnosis of serious mental illness in CT. 93,000 CT adults had serious thoughts of suicide each
year between 2009-2013 indicating a clear and steady need for service availability for individuals in the
CT community. With new services provided by GPS, the hope is that some of these 93,000 individuals
will have mental health relief by reaching out for services. *

12. Reconcile the data in Table 4 page 104 and Financial Attachment | pages 87-88 to ensure they
are consistent. Update either or both tables as needed.

TABLE 4
PROJECTED INCREMENTAL REVENUES AND EXPENSES
FY 2016_* FY 2017 * FY 2018 *
Revenue from Operations $30,307.00 $146,813 $ 334,222
Total Operating Expenses $5,758.00 $ 96,394 $112,088
Gain/Loss from Operations | $8,642.00 $50,519 $222,134

* Fill in years using those reported in the Financial Worksheet attached.

13. Page 106, Table 6 reports projected volumes. What are the assumptions used for projecting
these volumes?

The assumptions used are based on company capacity and availability for future care of clients. Based on
the data included in this package, the need to increase services in Hartford County is great. GPS hopes to
increase volume to better service the community at large.

Data was gather from the SAMHSA, National Survey on Drug Use and Health.
(Same article labeled Appendix C)

Data was also derived from NAMI.org CT State Statistics.
(See Appendix H for more information)

1
Source: SAMHSA, Center for Behavioral Health Statistics and Quality, National Survey on Drug Use and Health, 2009 to 2013.
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14. Reconcile the projected volumes in Table 6 with the current and projected payer mix on page
107, Table 7 and the volume of statistics on page 88. Include date on only services licensed by DPH
in both tables. Update Tables 6 and 7 to ensure their totals are consistent. Make sure the percent
columns in Table 7 for each reported year add up to 100% individually.

(See Appendix I for Table 6 revision)

TABLE 7
APPLICANT’S CURRENT & PROJECTED PAYER MIX
Current Projected
Payer FY 2016 ** FY 2017 _** FY 2018 ** FY 2019**
Discharges | % | Discharges | % | Discharges | % | Discharges | %

Medicare*
Medicaid* 10 67% 286 79% 365 73%
CHAMPUS
& Tricare
Total 10 286 365
Government
Commercial 5 33% 46 13% 73 14%
Insurers
Uninsured 32 8% 68 13%
Workers
Compensation
Total Non- 5 78 141
Government
Total Payer 15 100% 364 100% 506 100%
Mix

* Includes managed care activity.
** Fill in years. Ensure the period covered by this table corresponds to the period covered in the
projections
provided. New programs may leave the “current” column blank.

5. For DPH licensed services only, report the minimum number of clients required to show an
incremental gain from operations for projected FY 2016, 2017 and 2018.

The estimated number of clients required to show annual gain are as follows:

FY 2016- (partial year): Increment of 76

FY 2017- Increment of 309
FY 2018- Increment of 390
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16. Provide a discussion on GPS’s private pay agreement with clients that are uninsured or
underinsured. Will the Applicant provide these clients with a sliding fee schedule?

All clients will be advised of and sign the following consent for payment at which time they can discuss a
sliding fee schedule:

“PAYMENT GUARANTEE

In consideration of the services rendered and to be rendered to the above named patient by GPS, |
expressly understand that | (not my insurance company) am responsible for full payment of GPS fees, co-
payments, deductibles, non-covered services or services which my insurance carrier may determine to be
“not medically necessary” or beyond what they determine to be their maximum allowable charges and as
such guarantee payment of the account and agree to pay any charges left unpaid in whole or in part. 1
have received a copy of the fee structure for GPS services. A sliding fee schedule is available upon
request and review of financial information. Initial *

Below are the sliding fee program guidelines.
Growing Potential Services Sliding Fee Discount Program

What is the Sliding-fee Discount Program?
The GPS sliding-fee discount program is available to anyone that qualifies
based on income and family size who is receiving any service over $80.00 per hour.

Typically, the discount program benefits individuals who are uninsured, have high deductibles, or have
low income. This program provides a discount off of the clinics normal charges and applies to most, but
not all, of the services. If you think you may qualify, please review the following pages carefully as it
provides all the information you need to get started.

How does the Sliding-fee Discount Program work?
We review your current income and family size to see if you qualify for the program.

What do | need to bring with me?
In order to apply, you will need to provide the following materials and information:

1. Proof of Medicaid coverage denial during the prior 90 days (example: letter of denial).

2. Photo identification and a recently postmarked (within previous 30 days) piece of mail indicating a
current address (example: utility bill, bank statement, etc.).

3. Proof of household income and family size. (example: Federal tax return, recent paystubs, etc.). For
pay stubs, four current and consecutive stubs are needed if you are paid weekly. If paid bi-weekly, two
current and consecutive stubs are needed.

4. If you are married or have a family, you will need to provide identification and proof of income for
everyone in the family.

What happens next?

1. The eligibility representative will determine if you qualify and if so, your level of discount.
3. We will notify you, in writing, if you qualify for our discount program.

4. Once approved, you must report any change in your income, family size or insurance status.

(The schedule below is based on federal poverty guidelines)
The discounted rate is due before every appointment. Your income will be verified every 6 months.
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Family Size Annual Income Discount Rate
1 Person $ 16,242 30%
2 Person $21,983 35%
3 Person $ 27,724 40%
4 Person $ 33,465 45%
5 Person $39,205 50%
6 Person $ 44,946 55%
7 Person $ 50,687 60%
8 Person $ 56,428 65%

If you have any question regarding the sliding fee discount, please call Marcy Taliceo, LPC 860-698-
6077.

Appendix A
Engaging Families into Child Mental Health Treatment: Updates and Special Considerations, May

2010.
http://www.ctacny.com/uploads/7/6/4/8/7648957/article-engaging families-mckay-bannon.pdf

Appendix B
Article 1-

http://www.courant.com/breaking-news/hc-enfield-drug-bust-1218-20151217-story.html

Enfield Police Rounding Up Suspects in Narcotics Sweep

Mikaela PorterContact Reporter

In 14 months, Enfield PD have charged 50 with felony drug charges after cracking down on issue in town

ENFIELD — Officers last week swept through town searching for 12 suspects they acquired warrants for
related to an ongoing narcotics investigation, police said. In a little over a year, this year's investigation
and a similar one last year resulted in the arrests of nearly 50 people on felony drug charges, Police Chief

Carl Sferrazza said last week. Many of those arrested, he said, are now serving lengthy prison sentences.

The two investigations centered on heroin, oxycodone and cocaine sales, Sferrazza said, and included
detectives making undercover drug purchases, Sferrazza said. Last year's investigation resulted in 23

arrests. Seven were arrested Thursday and three were arrested Friday, police said.
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Thursday's arrests included:

Anthony Vincenze, 21, of West Suffield, charged with sale of certain illegal drugs and conspiracy to
commit sale of certain illegal drugs. Shauna Lateano, 19, of West Suffield, charged with sale of certain

illegal drugs and conspiracy to commit sale of certain illegal drugs.

Sally Taylor, 46, no known address, charged with conspiracy to obtain a controlled drug prescription
through forgery and second-degree forgery. Kenneth Griggs, 22, of Windsor, charged with sale of certain
illegal drugs, second-degree forgery and obtaining a controlled drug prescription through forgery. Dylan
Branch, 23, of Enfield, charged with sale of certain illegal drugs and sale of controlled substance.
Terrence Jones, 25, no known address, charged with sale of hallucinogen narcotic. Chelsea St. Hilaire, 24,

no known address, charged with sale of certain illegal drugs.

Friday's arrests included:

Carlos Morales, 31, of no certain address, charged with sales of narcotics and conspiracy to commit sale
of narcotics. Danielle Cyr, 22, of Broad Brook, charged with sales of narcotics and conspiracy to commit
sale of narcotics. Joseph Scirica, 44, of Enfield, charged with sale of hallucinogen narcotic. The
investigation, which started earlier this year, has already led to the arrests of 15 individuals on narcotics

charges.

"In a 14-month period, close to 50 drug dealers in town have been arrested," Sferrazza said. "We're
extremely pleased at the work we've done. Our department is laser-focused on narcotics activity, as heroin
is a public health issue." Sferrazza said the department has seen its fair share of overdoses, near-deaths
and crimes associated with heroin use, but it is prepared to dedicate the resources necessary to combat the

problem in town.
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"We don't labor under any false pretenses that we eliminated the drug problem in our community,"
Sferrazza said. "We're prepared to put forth the resource to show these dealers that this type of behavior

won't be tolerated."

Courant staff writers Nicholas Rondinone and David Moran contributed to this story.

Article 2-

http://patch.com/connecticut/enfield/three-arrested-enfield-drug-bust-0

ENFIELD, CT - Three people were arrested on drug charges Thursday afternoon after a narcotics task

force executed search and seizure warrants at a Route 5 motel.

Kiley Russell, 25, of 5 Cantlewood Dr., Somers, was charged with three counts of sale of certain illegal

drugs and possession of narcotics. She was held on $160,000 bond.

Frank Wien, 27, of no certain address, was charged with sale of certain illegal drugs, possession of

narcotics and violation of probation. His bond was set at $85,000.

Marlene Corey, 42, of no certain address, was charged with possession of narcotics, use of drug
paraphernalia, first-degree criminal trespass, second-degree failure to appear, violation of probation and

failure to respond to an infraction. She was held on bonds totaling $80,886.

Deputy Police Chief Gary Collins said members of the North Central Regional Narcotics Task Force
executed the warrants around 1:45 p.m. at the Enfield Inn on King Street. In addition to the charges

outlined in the warrants, each suspect was found to be in possession of heroin.

The trio was scheduled to be arraigned Friday in Enfield Superior Court.

Photos courtesy of Enfield Police Department
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Appendix C

http://www.samhsa.gov/data/sites/default/files/State BHBarometers 2014 1/BHBarometer-CT.pdf

pdf also attached

Appendix D

(2012, January). Bringing Behavioral Health into the Care Continuum: Opportunities to Improve Quality,
Costs and Outcomes. American Hospital Association. 1-12.
http://www.aha.org/research/reports/tw/12jan-tw-behavhealth.pdf

(2013, December). Mental Health Measures: Rhode Island, New England, United States. Mental Health
Association of Rhode Island. 1-41.
http://www.eohhs.ri.gov/Portals/0/Uploads/Documents/MHARI Mental Health Measures final.pdf

(2015, June). Statistical Brief #191. Healthcare Costs and Utilization Project. 1-14. https://www.hcup-
us.ahrg.gov/reports/statbriefs/sh191-Hospitalization-Mental-Substance-Use-Disorders-2012.pdf

Office of Research and Public Affairs. (2016). Retrieved from: http://www.tacreports.org/tables

Sullo, Michelle Tuccitto.(April 24, 2015). Connecticut’s mentally ill need services, not prison, lawyers
say
New Haven Register. http://www.nhregister.com/article/NH/20150425/NEWS/150429643

Appendix E
Please see attached PDF letter of recommendation
Appendix F

Please see attached copy of 2015 tax returns

Appendix G

Please see attached pdf updated spreadsheet

Appendix H

See attached article.

NAMI State Advocacy 2010.
Appendix |

See attached pdf chart
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Three Arrested in Enfield Drug
Bust % v &

Search and seizure warrants at an Enfield motel led to narcotics charges against
three individuals.

By TIM JENSEN (Patch Staff) - (http://patch.com/usersftim-jensen) @ May 6, 2016 10:36 am ET
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after a narcotics task force executed search and seizure warrants at a Route 5

motel.

Kiley Russell, 25, of 5 Cantlewood Dr., Somers, was charged with three counts of
sale of certain illegal drugs and possession of narcotics. She was held on $160,600

bond.

SUBOXONE®

| Sublingual Film
 (buprenorphine and naloxone)
- CIIL. Find a doctor.
| oo

Frank Wien, 27, of no certain address, was charged with sale of eertain illegal
drugs, possession of narcotics and violation of probation: His bond was set at

A$85,;oo,0.

Marlene Corey, 42, of no certain address, was charged with possession of
narcotics, use of drug paraphernalia, first-degree criminal trespass, second-degree
failure to appear, violation of probation and failure to respond to an infraction.
She was held on bonds totaling $80,886.
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Deputy Police Chief Gary Collins said members of the North Central Regional
Narcotics Task Force executed the warrants around 1:45 p.m. at the Enfield Inn on
King Street. In addition to the charges outlined in the warrants, each suspect was

found to be in possession of heroin. %~ K ¥
The trio was scheduled to be arraigned Friday in Enfield Superior Court.

Photos courtesy of Enfield Police Department
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Breaking News

Enfield Police Rounding Up Suspects In -
Narcotics Sweep

#I.C

By Mikaela Porter - Contaet Reporter

DECEMBER 21, 20158, 11:31 AM X

NFIELD — Officers last week swept through town searching for 12 suspects they acquired

warrants for related to an ongoing narcotics investigation, police said. %

In a little over a vear, this year's investigation and a similar one last year resulted in the arrests of nearly
50 people on felony drug charges, Police Chief Carl Sfervazza said last week. Many of those arrested, he

said, are now serving lengthy prison sentences. \;&
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o

The two investigations centered on heroin, oxyeodone and cocaine sales, Sferrazza said, and included
detectives making undercover drug purchases, Sferrazza said. Tast year's investigation resulted in 23

arrests.
Seven were arrested Thursday and three were arrested Friday, police said.
Thursday's arrests included:

Anthony Vincenze, 21, of West Suffield, charged with sale of certain illegal drugs and conspiraey to

commit sale of certain illegal drugs.

Shauna Lateano, 19, of West Suffield, charged with sale of certain illegal drugs and eonspiracy to
corumit sale of certain fllegal drugs,

Sally Taylor, 46, no known address, charged with conspiracy to obtain a controlled drug preseription
through forgery and second-degree forgery.

Kenneth Griggs, 22, of Windsor, charged with sale of certain illegal drugs, second-degree forgery and
obtaining & controlled drug prescription through forgery.

Dyian Branch, 23, of Enfield, charged with sale of certain illegal drugs and sale of eontrolled substance,
Terrence Jones, 25, no known address, charged with sale of hallucinogen narcotic.

Chelsea St. Hilaire, 24, no known address, charged with sale of certain illegal drugs.

Friday's arrests included:

Carlos Morales, 31, of no certain address, charged with sales of narcotics and conspiracy to commit sale
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of nareotics.

Danielle Cyr, 22, of Broad Brook, charged with sales of narcotics and conspiracy to commit sale of

narcotics.
Joseph Scirica, 44, of Enfield, charged with séle of hallucinogen narcotic.

The investigation, which started earlier this year, has already led to the arrests of 15 individuals on
narcotics charges. _

¥ & x,

"In a 14-month period, close to 50 drug dealers in town have been arrested,” Sferrazza said. "We're
extremely pleased at the work we've done. Our department is laser-focused on narcoties activity, as

heroin is a public health issne.”

Sferrazza said the department has seen its fair share of overdoses, near-deaths and erimes associated
with heroin use, but it is prepared to dedicate the resources necessary te combat the problem in town.

t ¥ X *x

"We don't labor under any false pretenses that we climinated the drug problem In our COTNIMUnITY,
Sferrazza said. "We're prepared to put forth the resource to show these dealers that this type of behavior

won't be tolerated.”
Courant staff writers Nicholas Rondinone and David Moran contributed to this story.
Copyright © 2018, Hartford Couraint

This article is related to: Drug Trafficking, Drugs and Medicines, Crime
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Past-Year Serious Thoughts of Suicide Amang Adults Aged 18 or Older in
Connecticut and the United States (2009-2013)"4 |
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In Connecticut, abotit 93,000 adutts {3.5% of all adults)
2 in 2009-2013" had serious thoughts of suicide within

5 the year prior to being surveyed. The percentage did not
change significantly over this period.
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Past-Year Serious Mental liiness {SMI} Among Adults Aged 18 or Older in
Connecticut and the United States (2009-2013)1,
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© within the year prior to being surveyed.

Stiirea; SAMESA, Center for Behavioral Haaith Statistios and Guattly, Rational Survey on Drug Use and Health, 2069 10 2813,

*These estimates arzbased on combined deta froin mullipls years of the National Survey of Drug Use and Health (NSEURY, whereas estiimaiss in the sccompanying
figsreare from an esiimation prosedurs that yses 2 consscutive vears of NSDUM dala plus eifer infarmation frony the state. The estimales from these tes methods
may differ. For wore information, plesse see Figus Metes T and 2on p 1%




Past-Year Mental Health Treatment/Counseling Among Adults Aged 18 or Older with
Any Mental lilness (AM) in Connecticut (2009-2013)2

\

= Heceived Treaiment

@ Did Not Recelve Treatment

In Connecticut, about 200,000 adults with AN (44.8% of all
g aduits with AMI) per year in 2009-2013 recaived mental health
" treatment or counseling within the year prior to being surveyed.

Zauroe: SARKHEA, Genter for Behavisral Healih Stallstics and Guailiy, Nathanal Sutvey on Drug Use ard health, 2009 1o 2013




Aduit Mental Health Consumers Served in the Public Mental Health System in
Connecticut, by Employment Status and Age (2013)¢

T00%

B80%

60%

40%

20%

0%

EEmpicyed #@Unemployed ®|Notin Labor Force
B5.3%

Total 18-20 2164 " 85 or Older
Age

Seuree: Genter for Mental Hezilh Banites, Uniform Repariing Syslem, 2043,




Past-Year Alcchol Dependence or Abuse Among Individuals Aged 12 or Older in
Connecticut and the United States (2009-2013}1

100 # Connaecticut & United States
-

10%
7.8% o
8% - 8% 739 7.3% 7.7%
6% -

4% -

2% A

0% -
20082010 2016-2011 2011-2012 2012-2013

Years

In Connecticut, about 243,000 individuals aged
“% 12 or older {8.1% of all individuals in this ags
group) per year in 2009-2013* were dependent
on or abused alcohol within the year prior to
being surveyaed. The percentage did not change
significantly over this peried.

Soure: SAMISA, Genter for Befavioral Health Stafisties and Quality, National Survey on Drag Use and Health, 20094 2013,

*Thess astimaies are basad on cambined dafa from muitiple years of the Natianal Survey of Drug Use and Heatth (NSBUHY, whereas estimates i the attempanying
Trgure a¥e from an astimation procadure thef uses 2 conseeutive years of MSGUH deta plus ather iaformation from fhe state. The astimates from Biess two methods
may differ, For more Informatian, piease goe Fiptrs Notes 1 and 2 onp, 18




Past-Year lllicit Drug Dependence or Abuse Among Individuals Aged 12 or Older in
Connecticut and the United States {2009-2013})

E Connecticut & Uniled States

12%

0% |
8% ;
8%
4% :
2.9% 2.8% 2.7% 27% 27%  27% 05% 27%

2%

0%

2008-2010 20102011 2011-2012 | 2012-2013

Years

s In Connecticut, about 83,000 individuals aged
= 12 or older (2.8% of alf individuals in this age

s group) per year in 2008-2013" were depsndent
=% on or abused Hlicit drugs within the year prior to
being surveyed. The percentage did not change
significantly over this period.

Source: SAMHSA, (enter for Behavioral Healih Stetisiics and Quality, Hational Survey onBrug Usy and Healih, 2008 1 2013,

“These estimates. are hasad on combined data from multicle yearsaf the Nationat Survey of Drug Wse and Health INSDUM}, whereas estimates b the accompatiying
figure are from an estimation procoduze that uses 2 conseeutive yems of MSOUH date phes ofher infarmation from e stats. The eftimates from thess tuo methedy
raay differ. For more information, please sse Fgure Notes 1 and Z ol 18




Past-Month Heavy Alcohol Use Among Adults Aged 21 or Older in Connecticut and
the United States {2009-2013)2 i

12% 1

10% -
8% -
6% -
4% 1

2% -

Gonneclicut United States

0% -

i Connecticut, about 167,000 adults aged 21 or
older (8.5% of alt adults In this age group) per year
75 In 2009-2013 reported heavy alcohol use within the
month prior 1o being surveyed,

Souirpe:. SAMESA, Tenter far Behevioral Health Stalistics and Qualily;, Nationaf Survey on Drug Use and Health, 200810 2813,




Enrollment in Substance Use Treatment in Connecticut: Single-Day Counts (2009~
2013)7

4
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Treatment 30,000

25,000

20,000 - . : , ‘ :
2009 2070 2011 2012 2013
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Soivee: SAMHSA. Corter oy Befiavioral Hestih Stalisties and Quality, Natons? Sitvey of Substance Abuse Trealment Services. 260802013,




Past-Year Alcohol Use Treatment Among Individuals Aged 12 or Older with Alcohol
Dependence or Abuse in Connecticut {2009-2013)?

# Becoived Treatment

B Did Not Receive Treatment

In Cannecticut, among individuals aged 12 or older with alcoho!
- dependence of abuse, about 15,000 individuals (6.0%]) per year
in 20092013 recaived treatment for their alcohol use within the
year prior to being surveyed.

Seascs SAMMEA Center for Bshmsoral Haefh Stefisfios and Cusity, Rationa) Survey on DyugUse and Haallh, 2608 1o 2814,




Individuals Enrolled in Opioid Treatment Programs (OTPs} in Connecticut Receiving

Methadone: Singie-Day Counts {2009-2013)7
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Past-Year lllicit Drug Use Treatment Among Individuals Aged 12 or Older with lllicit i
Drug Dependence or Abuse in Connecticut (2005-2013)2

2 Received Treatment

& Did Not Receive Treatrment

Source: SARHSA, Genior for Behavibral HeaRle Statiglics and Duality, Mationst Survey on Drog Usé ane Hesltl, 2005 1o 2013
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Appendix E

Juty &, 2016
o Whom it May Conderin

{ am wriing fo recommand Growing Potentief Services {GPS) as & provider Tor svarisly of
diferent health servicss for adults. GPS-already offers miany therapy services induding, but not
Irmsed tp, menis! health-support, sooial skils groups and alfism services for childreh throughout
Hartford County, These senvces are infegrsd i the develnprent of chiidren with speciad nesds,
st T any shuslions, he parents of thesa childran aiso hesd supporis in these areas,

The services GPS provides reagh throughout Harlford County, but there Is a sertous iack of
therapsisic supports for adults in e norihern section of the county, and afowing GPS fo work
with guuits ae welt as vhildren would help mest the resdsof wany more wdiviifusts, T would alo
better provide the parents of children with spedial neads with the stigporns they need i help rdfse
fheir chiidren i1 more beneficial and offective ways.

Thark you for vour cohsideralien.

‘ Sincerely,
7 o~ )
i{ K\fi_{.;k__fs‘};« {-::,} x"*j‘"\._- iswz}d._ e
Flena Thibodaay
10 Woodfield Crossing
Glastonbury, CT 06833
elenagroetiimsbeginbalnet
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T Npgendix  f—

U.8. Income Tax Return for an § Corporation

yq 1 208 ¥ Do not fita this form unless the corporation has filed or is

Departant of the Traasury attaching Form 2553 to elect t_o be an'S Cﬂfpﬂrai’fon,' .

intermat Reverue Service | ¥ Information about Form 11288 and iis separate instructions is af www.irs.goviform1120s.

For caiendar year 2015 or tax year hemnasng . 2015, ending , 20

A 5 election effective date Narmre o D employer identification rumber
06-13-2013 Type OTowWing Potential Services [

B Business activity code Newnber, strest, and room or suliene. Ka O, box, seeinstuchons E’ Datle incorporaied
namber {ses Wusons) OR 1139 Hazard Ave STE 2-6 06-13-2013
_ PRINT | Cayer town, state or provinge, country, and ZIP or foreign postal code F Toial assets {see instroctions}

€ Check i Sch. -3 .
attached [t Fnfield CT 06082 $ 40,908

G Is the corporation electing to be an § corparation beginning with this fax year? U Yas B} No ¥ *Yes,” aitach Form 2553 if not alread}r fled

H Checkift {) D Final retum 123 D Mame change {3} D Address change  {4) D Amended refurn
I Enter the rumber of sharehoiders who were sharsholders during any pari of thetaxyear - . « . - ..

=) D S election te

mmination or revocation

Caution. Include only trade or business income and expenses on ines 1a through 21. See the instructions for more information,

sffert, and compiste: Detlaration of praparer (other Han faxpoyer) is based o

infermation of which prapares s any Mhowiedge,

wiih the §

\5—13 s

13 GrossreceiplB Orsales « » = v =« @t v e m ek e e e s ‘. 1a 281,459
b Returns and alfowances <+« < v v 0 e oo o PR el b
¢ Balance. Subtractline tbfromline fa  « - v~ - . o - o L Ll oL oo e - 1c 281,459
g 2 Costof goods 5oid (BHACHFOML 11ZEA)  » - « « s 4 = m m s a e o m e e e e e e |z
g 3 Gross profil Sublract e 2HOMINS 16« 4 0 - v e e e e e e e e e e e 3 281,459
- 4 Netgain {loss) from Form 4797, fine 17 (aHach FORMATOTT  + » « « n v o« m m ce m e mm e n e e o s 4
§  Cther income {loss) (see instructions - aftachstdtemant) - -+ - « + . . PN Statement- #1- 5 27
6 Totalincome foss}. AddHnes3HIoUgh S  « « v - v v i it e e e a . IR ) 281,486
T Compensation of officers {see instructions.- atach Foan H125-E)  « v+ v o e v L v ol oL 7
@ 8  Saleries and wages {less employment erediis)  « - v o i i s e e e PR 8 1 6_2 013
% $  Repairs and maiitenance - - - <« . 4 . . B T g 2849
= 18 BaddeBis « v s v e e e e e e e e M e et e ma e e e 18
g M o Renfs - - . - - . L e .. e e e e e e e e e e e e m e e A 33’ 718
- 1T Taxes and ICENSES « « -« v v bt e e e e e e e e e e APT BT - - = « 12 14,915
g 13 BHBRESE - n e a ek e v s e e e e e e e e e e b e e e T, oo ] 13 1,378
2 14 Depreciation not clacmed on Form 1125-A or eisawhere on retum (aﬁach Fcrm 4562 L. .. ... j4
E 16 Deplefion (Do not deduct oll and gas deplefion) - - « « < « = = = - 0 o s me i o e 15
o B AVEIISING - - o e e e e e i e e e e e e e e 16 2272
\g 17 Pension, profitbshating, sfe, PIANS  » < - = v c v x b bt e e e e e e e e e e 17
2 18 Employee benefilprogiams - - o <« v v v s mn e e e e e e e e e e e e e e e, 18
_§ 18 Other daductions (attuch stalement] . cee ool -+ - - Statement-#2 | 19 53,400
2 20 Tofal deductions. ADdlines T8Tom0R 18 « v « - o 4 v n e v s e e e e e e e e rewea 120 266,495
21 Ordinary business incoms (joss). Subfact line 20 Fom e § - - « v v o o« = 0 e m < e v e . - 21 14,981
| 223 Expess net passive nceme or LIFO. recaptie tax éseeiﬂstmcﬁons} s [72al ‘ ‘
b Jaxfrom Schedule D{Form 1120S) =+ = v v« v m v v s me e aa f22b f
G Add lines 22a and 22b (see instructions for edditinaat faxes) - ... .- R I S T R 226 |
"E 23a 2015 estimated tax payments and 2014 overpayment credited to 2145 . 23a i
g b TaxdoposHed WER FOMITO0E v e v v v v o v e i m e e us s 23h
g ¢ Credi for federaf fax paid on fusis (sttach Form 4136} weeee e |23C
T d Add lines 23a throagh 23¢ R e T TP U -t 23d
;“f 24 | Estimated tax penally (see instructions). Check # Form 2270 s altached e 24 e
= 25  Amount owed. If fine 23d is simalier than the total of fnes 22¢ and 24 enferamountowed - . s . . 25
- Z6.  Overpayment. if line 23d is farger than the total of lines 22¢ and 24, erder arnount ovempaid R 26
- 27 Enter amount from line 26 Credited to 2018 estimated tax ¥ .f Refunded » 27
Under perattios of parury, | dectars thist ] have s<Gmiied this. return, inciaing accompenying schedules apd statements, and io ._ Nay 2 IRS discuss tis retum

preparsr shown below

im:honfs’? D Yes &E No

Here

Sign bsw_m _ /M DE{QIL'//’{& }ﬂ&ﬁ!ﬁ@ﬂ]

e

" Sigriaf: 7T .
L-Printhype prepasers aame: Freparer's. sigrature Sr S a i 1PN
i : 51t ski ) ?—14_25}151%—@&5&(!

Paid raig Lubitski
Preparer |rmsnme  »CJLC LLC , ‘=z > (R
Use Oy | Fmsadiess #2725 Pitkin Street . ' "~ oo

East Hartford CT 08108 (868)610~-9009
For Paperwoark Reduction Act Notice, see separate instructions, Farm 11205 {2015}
EEA
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Form 19205 {2015} Growing Potential Services r ] Page 2
. | Schedule B | Other Information (see instructions)
1 Check accounting method: & Cash b D Acerual Yes | No
¢ [] Other (specify) »

2 See the instructions and enter the;
a Business activity p Behavalor Services b Preduct or senvice » Soclial Services

3 Atany time during the tax year, was any sharsholder of the corporation 2 disregarded entity, & trust, an estate, or a
nomines or similar person? If "Yes," attach Schedule B-1, Information on Gertain Shareholders of an § Corporation ~ - - -+« . .

4 Afthe end of the tax vear, did the corporation:

a Own directly 20% or more, or own, directly or indirectly, 50% or more of the total stock issued and ocutstanding of any

foreign or domestic corporation? For rules of constructive ownership, see Instructions, if "Yes,” complete (i) thraugh (v)
=, P R X

0

i} Employer Idemtification Number {iii) Country of {iv} Peroentage of Stock

Narne of Corgosati
@) Name orposation {ifany} Incorporation Owned

{¥} ¥f Percantags in (iv) is 100%, Enter the
Date (1 any) a Qualified Subichapter §
Subsidiary Election Was Made

b Cwn directly an interest of 20% or moere, or own, directly or indirectly, an interest of 50% or mora in the prafit, ioss, or
capital in any foreign or domestic partnership (including an entity treated as a partnership) or in the beneficial inferest of a
frust? For rules of constructive ewnership, see instructions. If ™es,” complete (i) through (W below « - v« o o o o o o L, .-

¥ i

o i} Type of Enfity

N f Endi ;
{if Name o ty it any) ] DOrganization Loss, or Capital

{it) Employer Jdentification Mumber {iv} Country of bl Maximum Parcentage Owned in Profii,

a Atthe end of the tax year, did the carporation have any outstanding shares of restrcted stock? L T T T
If "Yes," compiste knes (f} and (#) below.
{) Tolal shares of restricted stock. ¢ v« & v v 0 v o o e o e 2
(it Total shares of nomeresiricted $tock -+ ¢ ¢ v v e w m e e e o e [

b Atthe end of the tax year, did the corporation have any outstanding stock options, warrants, or similaz instruments? . . . . . .
1 "Yes," complete lines () and (i) below.
(i} Total shares of siock eutstanding at the end of thatax year « « - - - . - >
{ij Total shares of sipck outstanding ¥ )l instruments were exectted ~ - 4 - < W

Has this corporation filed, or js it requirad to file, Form 8918, Material Advisor Disclosure Statement, to provide

information on any reportable tramsaction? . - 4 s e s o v o oo a Lo 0w e e
Check this box 7 the. comporation issued publicly offered debt instruments with original Issue discount -~ - - - -« . - . 8 D

if checked, the corporation'may have fo file Form 8281, Information Return for Publicly Offered Original fssue Discount
Instruments.

i the corparatien: fa) was a C corporation before i elected to be an 5 corporation or the corparation dequired an

asset with a basis determined by reference fo the basis of the asset (o the: basis. of any: oher properly} in

ihe hands of & C corporation and (b) has net unrealized buili-in gain in excess of the net recognized built-in gain

from prior years, enter the aet unrealized built-in gafn rediiced by net recognized buyt-in gaini fromm prier years (see

INSIrCtonsy - - - - ¢ c - s e e e e e e e e e, 3
Efter the.accumulated earnings and profits of the corporation at the end of the tax year. §
Does the corporation satisfy both of the foliowing conditions?

a The corporation's total receipts (see insituclions] for the tax year were less than $250,000 e e e e e e e e
b The corporation's lotal assets at the end of the tax year were less than $250,000 - v v« c v v v v v 2w s e e e e

i

12

H™¥eas " the corporation is nof required to complete Schedules L and M-1.

During the tax year, did the corporation have any non-shareholder debt that was cancaled, was forgiven, er had the

terms modified $o0 as te reduce the principal amount of the debt?  + « « &« v v v s o e e e s n S I IR PR
If “Yes," epter the amount of principat reduction $

During the tax year, was a qualified subchapter S subsidiary election termirated ar revokad? If "Yes," see instructions se s e e

13a Did the corperation make any payments in 2015 that wouid require it to fils Form{s) 10897 - - - « « = = v r v b b n o s nn -
b If"Yes," did the corporation file or will it fle required Forms 10897 - v « v 2 < 0 2 » n o . e e e e e e e e e

EEA

Form 11288 (2015)



e SR S Bt it v e i = 2 b T o e
. Form #1208 (2015)  Crowing Potential Services ]
Schedule K | Shareholders’ Pro Rata Share ltems i
Ordinary business income (loss) (page 1,0ine 21)  » = = v v e v e v v v i v h P e 1
Net rental real estate income {loss) (aBach Form 8825) - v - v - v o - o o s s s e s v e e 2
Other gross rental income (Ioss)  » « « « v = v v v a e s s o0 e 3a
Expenses from other renial activities (attach statementy - - - . - - - 3b
Other net rental income (foss). Subtract line 3b from line 3a A T 3c
INterest INEOME  « « + a0 % » o r = o = e e e e e e e e e e e e e e F e e e s 4
’%‘ Dividends: a Ordinary dividends — « » «+ + + < v v v < - = = v o s e T 5a
2 b Quaified dividends -+ - - - - - e s o e R
s ROYEHIES  « « 2 s 0t v m e e e e e e e e e e e e e e e
§; Met short-tery capltal gain (loss) {attach Schedute D (Form 11208); - - - - - = - - -« - v 00 v
E : Net long-term capital gain (loge) (atach Schedule D (Ferm 11208))  » -+ v v - v o v v w0 v v s 8a
b. Collectibles (28%) gaim:(oss) - -« + - - -~ IEEEEEEE R + vt 8b
Unrecaptured seclion 1250 gain {attach slatement) - - + - - - - 0| BC
Met section 1231 gain (loss} (aftach Fonm 4797) e e e - e B %
Other incorne {loss) {gee instructionz) - - Type ¥ 1
. Section 179 deduction (attach Farm 4562),  » v = » ¢ v = v s w e s v e e e e e e e e 14
E— Charitable contributions + « <+ « - . v e e e e e e e e G e e e e e 12a
E b Investment inierest expenss L A RN I A I R L 12h
® | © Section 58(e)(Z) expenditures  {1) Type & (2) Amount » 120(2)
B 4 Other deductions (see instructions) - - - Type ® 12d
| Low-income housing credit {section 42(H5)) - - - - - - - - e - v s P LI T 13a
b Low-income housing credi (other) s ek e B T T AR IR I 13b
¢ Quelified rehabiitation expendifures (rental real estate) (attach Form 3468, iFapplicatle) - - - « - - 13c
%" d  Qther rental real estate credits (see nstructions}  + « Type 13d
£ i e Other rental credits {see instructions} ceee . - Type ® 13e
e f Biofuel producer credit fattach Form 6478} - - - - - -~ « o o v v v o v s s s e e 13f
g Other eredits {see insfrucfions)  « = « <« » = « - » Type b 13g
@ Mame of country or U.S. possession
b Grossincome from 8 SOUFCES - = = = = =« = o mf s e e b e e sk ko e e e e e e e s 14h
Grass income sourced at sharsholder level W a e e mm e e e e e e m e e e e 14¢
Foreign gross ineome sourced at corporate jevel
Passive Calegory  + « - » v s v ke s e s e < s s WM e e ek e e e e e e e e e e e 14d
GensralCategary + « « v s s v s e s e e s a e s s s s s A e e mae e e s 1de
g Cther (attach statement) e L 14f
5 Deductions aflocated and apportioned at sharehoider level
E Interast expense Y ks a e e e e F e s x oy oa e . 149
g 0. 2= e e e e e e e e e e e e e e e 14h
£ Deductions allocated and apportioned &t carporate level to foraign source income
w | Passive CEEBQOMNY = « ~ = « = = s v« @ v e s e e m e s e s e e P F T
g General Category - -+ w e v ox s e oo s ke e ek w e e e e m e e e e 14]
Ofher (attach statement} B T B I R 14K ]
Other information
Totat foreign taxes (chéck ore): ¥ D Paid B Accrued < v v s s e x i e s Cw e aa- - (14l
- Reduction in taxes avaiiable for credit (attach statement} B L T 14m
n  Other foreign tax information (attach statement) .
{5a Post-1985 deprociation adiUSIMEnt - - - - % < « =+ s v rawEs e b a s h e x e e s 152
o Xn b Adjusted gain or loss e v e e e e sy s oo e r e a w e e e e w s 15b
%25 ¢ Depletion (otherthanoilandgas) - - - - - - « < - - - < - < - - LI IR R 15¢
2 gl d  Oil, gas, and geothermnal properties - grossincome  « - - -+ - s e o e i e s e 15d
i’:g@ g Qi gas, and geothermal properties - deductions - - - =« 5 o v v s v v i b s e e | 15e
f Other AMT jtems (attach statement) - <« « « ¢ =« s« mm e v e e 15F
g’ 5 [8a Tax-exemplinterestincome - -« ¢ v o - h s Lo Ll cd d s e e e e e s e e e s 18a
‘§1—; ol B Othertax-exemptincome  « + .« - .. v s - I T T LI I T I 18b
E@ﬁ ¢ Nondeductibie @XPanNSES = - - w v a - e sk S ome s f o e e e e P e e 16e
EE®| 4 Disiributions (attach statement if required) (568 NSUTHONS) = « < = = < n =@ 2 s e e e L18d
# e Repayment of laans from sharehdlders, e e e e e e L e e e e e e e ibe

1)

Form 11208 (2015)




Fom 13205 {2015)

Growing Potential Serwvices

Page 4

. | Schedule K J Shareholiders’ Pro Rata Share Hems {continued)

Total amount

- 172 Jowestmentincome - - - - - s oL e e e 17a
5% b Ivestmeni expenses - - - - - o o oo i e e e e e 170
S % ¢ Dividend distributions paid from accumulated eamings and profits -+« -« - 0 v s v 0w 17¢
= d_Other items and amounts {aitach statement)
.
g% i8  [ncomefloss reconciliation. Combineg the amounts on lines 1 through 10 in the far right
£ column. From the result, subtract the sum of the amounts on lines. 11 through 12d and 141 18 14,5891
| Schedule L | Balance Sheets per Books Beginning of tax vear End of tax year
Assels {a} {b} (e} {d}
T 0
2a Trade notes and accounts receivable i
b Less allowance for bad debits - - - - .. ( )] { }
3 verfories - ¢ v n e s e e e e e s . .
4 U.8. government obligations L
5  Tax-exempt securities {see Enstructidns)
&  Other owrrent assols (attach statlement) Statement #19 3% Btatement #ig 36
7  Loans to shareholders -« + v 4 o o .. 267 32,267
8 Morgage and real estate loans. - -« - . .
9 Other investments (altach statemant)
16a Buildings and nther dépretiable assets 11,449 11,448
b Less accumiisted depreciation  « - - . - { 2,844 8,605 K 2,844y g8, 605
Ma Deplefable assets L T
b lLess accumuiated depletion -~ - - - . - . . { } { )
12 Land {net of any amortization) - - - - - .
133 Intangible assets famortizable only} - - - - )
b less accumulated amortization - - - . . - { } { )
14 COther assets (atach staterment)
13 Tofalassels - - - - v v v o v e e ... 40,908 40,508
i_iabilities and Sharsholders’ Equity
16 Accouris payable - . - ... ...
17 Mortgages, notes, bonds. payable in less than 1 year
18 Other gurrent liabiities {attach statcment) Statement #27 36,826 btatement #22 27,260
19 Loans framshareholders - - -« . o . . 13,818 8,393
20 Morgages. notes, bonds payable in 1 year or more
21 Other liatilities (attach staterment) - - « . «
22 Capitafstock - v v v s e e 1,600 1,000
23 Add#ional paid-incapital . . . - . ... - _
24 Retainedeamings  » v < - - e v e .. {13,736) 4,255
25 Adiustments o shareholders' equity (attach statemennt)
26  Less costoftreasury stock  ~ « « « w i .« { 3 { )
27__ Totalfiabilities and sharehaidsrs' equzty ] 40,908 40,908
EEA Form 11208 (2015}
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Form 11205 (2015) Crowing Potential Services I -
{ifw:gt_eg_u_h_a M-t | Reconciliation of income (Loss) per Books With Income {Loss) per Retumn
Note. The corporation may be required lo file Schedule M-3 (see instructions)
1 Netincome (oss)perbooks - - - - .« - . 14,997 |5 Income recorded on books this year net inciuded
2 Income induded on Scheduls K, lines 1, 2, 3¢, 4, on Schedule K, lines T through 10 (femize):
5a, 6,7, 83, 8, and 10, not récorded on books this a Tax-exempi interast §
year (kemize):
3 Expenses recorded on books this jfear not & Deductions included on Schedule K,
Inchuded on Schedule K, lines 1 through 12 and lines 1 through 12 ang 141, not charged
14t {itemize). against book income this year (itemize):
Depraciation $ a Depreciation §
b Travefand entertainment $
. 7 Addlnes5andf - v .- - 0. a s .
4 Addlines tthrough3 - - - - . . o 0 .. 14,9 91 |8 income floss} [Schedule K, line 48). Line 4 less line 7 14,691

Schedule M-2 Analysis of Accumulate

income Previously Taxed {see instructions)

Undistributed Taxable

d Adjustments Account, Other Adjustments Accaunt, and Shareholders’

{a) Accumulated (b} Other adjustments {c} Sharehclders' undistributed
~ adjusiments account acgoint taxable income previously taxed
1 Balance at beginning of tax year Cre e ?
2 Ordinary income frem page 1, line 21 14,991
3 Other additions. .« < =« . oo o oL
4 Lossfrompage 1,fine21  « v o v o oo - ( )
5 Otherreductions - -« -« - - - - . . ... { W
& Combine lines 1 through5 - . . . . . - .. 14,991
7 Distributions other than dividend distributions
8 Balance at end of tax year. Subtract fine 7 from fine 8 14 r 991
EEA Formh 412058 (2015}
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Schedule K-1
{Form 1120S)

Deparmant-of the Treasury
interrial Revanue Service

For calendar year 2015, or fax
year bagimning -

anding 20

Sharehoider's Share of Income, Deductions,

Credits, etc.

2015

, 2015 1

P Gee page 2 of form and-separate instructions.

E7LL33

D Armended -1 OWB No, 1545-0123

Final K-1
[W Shareholder's Share of Gurrent Year Income,
— ' Deductions, Credits, and Other ftemis

1

Urdinary business income {10ss) 13 Credits

14,5971

2 Netrental real estais income: {loss)

3 Other nat rentad intome flogs)

iPartl i Information About the Corporation

4 Interest moome

A Gorporafion's employer idertification number

Sa [Qrdinary dividends

B Corporation's name, address, ¢ity, slate, and ZIP code,

Growing Potential Services
139 Hezard Ave STE 2-6

Enfield CT OB0E2

5t | Auslified dividends 14 Fareign fransactons

& Royszities

7 MNef shor-derm capital gain fless)

T iRS Cemier where comaration filed retyrn

E-FILE

Ba  ENetlong-term capilal gaid {loss)

Etf_a'rt'i{ | Information About the Shareholder

Bb | Coliectbizs (258%) gain (loss)

D Shareholder's idenrjiiii GUTiDes

8¢ rUnrecaptured saction 1250 gain

E  Sharehiider's name, addrass, city, state, and 2IP code

9 Net section 12231 gain (loss)

Marcy L. Talicec
18 {Other income floss) 15 Alternative miFmam tex {AMT] fams
7 Quaker Tane
Enfield CT Q60682
F  Sharsholder's parcentags of stock
ownershipfortaxyesr . . . . . L <. . . 100.000 O 8 %3
11 Section 179 deductan 16 ltermns affecting shareholger basis
12 LOther deduciions
2
[=
@
@
o
2
; cé:r T Othar information
p—
. O
188
* See attached statement for additional information,
For Paperwork Reduction. Act Natics, see Instructions for Form 1120S. RS .govifarm 11205, Sehedule K-1 {Form 11208) 2615

EEA
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Federal Supporting Statements 2015 rpco1
Hame{s) as shown on fefurm ' FEIN
Growing Potential Services ]
Form 11208 - Line 5 - Other Income Statement #1
Descriptidn Amount
Interest Inccome on Receivables 27
Total 27
PEOL
Form 11208 - Line 19 -~ Other Deductions Statement §2
Description Amocunt
Accounting 1,199
Auteomoblle and Truck Expense 1,325
Bank Charges 7,397
Call Phone 3,124
Education and Training 5140
Insurance 4,983
Miscellansous &, 392
Office Expense 11,237
Pavroll Processing Expense 758
Postage/Shipping 56
Supplies 718
Utilities a, 600
Background Checks 650
Holiday Party 2,300
Consumer Meals 113
Recreation 3,632
Snacks 2,204
Total 53,400
PEO1
Schedule L - TLine 6 - Other Current Assets Statement #19
Description Beg Of Year End Of Year
Advances 36 361
Total 36

361

STATMENT.LD . P 1 5 8




Federal Supporting Statements 2015 pco1

Mame(s) 25 Shown of refuen FEIN

Growing Potential Services

Schedule L - Line 18 - Other Current Liabilities

Beg Of Year

Statement #27

End Cf Year

Description

Overdraft 2,395 1,736
Pavroll Taxes 19,880 10,973
Accrued Payroll Taxe 14,074 14,074
Misc Payable 477 477
Total 36,826 27,260

STATMENT.LH
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Nete: This information does not transmilt to the IRS with e-filed returms.

Taxes and Licenses Attachment

including with a paper filed retumn is opfional:

€ CORPORATION NAME

Growing Potential Services

Ei

Taxes and Licenses

Form 11208

Page 1, Line 12

1 Stafe income taxes 1

2 State ranchise {axes 2

3 City income taxes 3

4 City franchise taxes 4

5 [ocal property taxes 5

6 Intangible property taxes 6

7  Payrofl faxes 7 14,725
§ Less: credit from Form 8846 8

$ Foreign taxes paid g
10 Occupancy taxes 1¢

M Other miscellaneous taxes 1

12 Built in gains tax allocated to ordinary income 12

13 Licenses 43 196
14 Total to Form 11208, Page 1, Line 12 14 14,915

ATT_STLLD P -I 6 O




Form 11208 K-K1 Comparison Worksheet
. 2015
{Keep for your records)
S CORPUORATION NAME =)
Growing Potential Services ]
Description Schedule K K-1 Toials Difference
1 Ordinary business ipcome {loss) . .. .« . . . ., 14,9921 14, 981

WH_SCOMP.LD
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Farm 11208 {Keep for your records)

Schedule M-2/Retained Earnings Workshest

Corporation’ Name

Growing Potential Services

Analysis of Current-Year Retained Eamnings

1 Beginning retained earnings per balance sheet {Schedule L, coluran b, ings 24 and 25) = =+ « < < <« c « v v . . 1 (10,7386)
2 Boek income (loss) (Schedule ¥-1, line 1, ar Schedule M-3, page 1, tine 11) e e it e, 2 14,991
3 Distfibutions (Schedule K, line 16d) - - -+ « v o v o oL e s e L SRR 3
4 Subtotal {combines fines Ttiough 3} « v« « <+ v v v w s o e e P e e 4 4,255
5 Ending refained eamings per batance sheet {Schedule ., column d, fings 24 ang 25) T EP U 5 4,255
€ Difference {line 4 minus line 8 {(should bezero)  + - « « - - o« o L it s e e e e 6
Current-Year Change to Retained Earnings Compared to Current-Year Change to AAA & CAA
1 Ending refained sarings (Schedule L, colurmn d, ine 24} « « v « o i m i e e e v e e e 1 4,255
2 Beginning refainéd eamings (Schedule L, ¢columnb, fing 24) < - -+ v < v it i vt o .. B 2 (10,7363
3 Retained samings change (fine 1 minus line 23 - - - « . - . . I R R 14 , 981
4 Ending AAA DS GAA - 4 o vt e e e e e e s e e e e e e e e e e e e e 4 14,997
5 Begimming AAADRIUS OAR = v+ - v n i e e e e e e e e e e e e e e e e e e e e e e 5
6 Difference (lnedminusfime B) - - - - - . o oL L L e e e e e e e e § 14,591
Current-Year Timing Adjustments per Schisdule M-
Subtractions from net incomig per books (Schedule M-1, limes 5 and B - not included on Schedule M-2
7 Qther income recorded on books not included on Schedule K - - -+ . - . e e 7
& Depreciation on Schedule Knot included onbocks - - <+« o v o o o u L e vw 8
2 Oftner Schedule Kitems notineluded onbooks v« =+ n v v ¢+ v vt e s e vt e v e ins ©
10 Total subfractions {ines 7 through 9 - - » -+« o o v o h e e e e e e e e e e 10
Additions to net inceme par books (Schedule M-1, fines 2 and 3 - not included an Schedule §-2, ne 3)
11 Incorie included on Schedule K not recorded onbooks - « » » =« v v v i e n e . il
12 Depreciafion on books net included on Schedule K - « + < v o v s v w . - R T 12
13 Otheritems on books not included on Schadule K - - - < v v o b o o v h o e i e i3
14 Totat additions (ines 17 through 13} = = v = v v v v . . & I I 14
15 Sch M-1 timing adjusiments not inclided on Schedule M-2, fines 2 thiu 5 (subtract line 4 fram line 109 - - - - . . . 15
Current-Year Timing Adjustments Per Schedufe M-3
Permanent or temporary bool-to-fax difference amounis entered on the M32, M33, 8916A, and SCH3 screens appear
on line 16 and Iine 17 as opposite of the actual entries. For exampls, an entry of - 108 weuld appear as 100.
1% Pemanent differences - -+ - - . - R SRR P 16
17 Temparary differences - -« « « v o o o - w e i e s Pt e s e v e 17
18 Timing adjustments rot inclided on Schedule M-2 (combine lnes 16 and 17 D I I T U cews 18
] Dtstrlbutians reported on Scheduls K, fine 16d, not alfowed on Schedule M-2, line 7 T - 19
20 Adjusiments to retained earnings (Schedule L, #ine 25 columy d minus Schedule L, fine 25, column b} ------- 20
21 M-2 amount after M-1 timing adjustments (add lings 8, 16, 18,808 20)  + + « « « « v« v ek e e 21 14,991
22 M-Z amount after M-3 timing adjustments. (add fines 6, 18, 15, anG 208~ « « « v m m v vt o v e e e e e 22
23 Net reconciliation difference (line 3 minus fine 21 er 22} T

WK, MZLD P 1 6 2
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RESPONSE TO GON APP PAGE 126

FOR-PROFIT
Applican: Fiame: Growing Potential Services

Financial Worksheet {BY

Please provide ane year of actual resuits and three years of profections of Tetsl Eatity revenus, expanse and voiumn statizfics

without, incremental to and with the CON nroposa n!he FmNuwmg repcmng format;
. = (455 2 T st [8) - {8]. e a T
LiME | Total Enti [F¥ions e Fiznie Fraute Fr2617 _ Fraoiy Fraol? FY2018  [FYa018  |Fyenis
1 |Actual i Projected_ |Projected Projected [Projected | Projected Projected |Profected |Projected

Besus |

T DPERATING REVENUE

Wiout £ON [incremental

IWJ_oﬂt CON Hincrementsi [With CON

Totz Cross Patient Revanue 5251‘456 :

$308,452 146,813

505692

Lass! Allowances

Less: Charity Care

] Less: Other Deductions 50
Lo e " Net Patient Servicde Revemie: BI0B,452 ] -5946;813
5 |Medicars 50 [ -
B [Medicaid £33332 5186585 | SEE70 |
¥ __|CHAMPUS § TrCare 51.723 $1.803 $2,352 $3.273 |
8 _ [Orer - 50 | | 80 -
" Total Governmant -, e 535136, 1 T8188.947. $215,84%
8 |Cemnmercial Insurers $14,525 $85.325 50
18 [uninsured

11 Sl Pay

55,862

$5659 ¢

12 |Workers Compensafion
13 [Otfer

AT

15 iOthe‘ Dperating Revenus

'17 Net 4ssets Released from Restricho

8 ] R
1 SaianlES and Wqu_ $170.658 59763691 §58293 |
.2 [Frings Bansfits EN)
3 |Physicans Fees 50
4 1Suppliss and Grugs 80
5 |Degreciation and Amontiralion 58
6. _|Provigion for Bad Dabts-Other™ 50 30
7 _[Interest Expense 30 ER
B Maipractics Insurance Cost 50 bitel
Lease Expense. $0 B 0
10 Cthar Operating Expenses, $106,588 ] 3709657 |
A GPERFLTI 2rEasa ] 52850

[Retained Ezmings, beg hing of year

* {Retained Eamiim

Hospnai Operanng argin

Hospital Nerr Operating mrgﬁrr.
Tosy j

-[ Inpatsent Dnscharges

2 |Outpatient Visits
TOTAL NOEURE"

*Totai armount should equal the totat amount on cell line
Provide the amiount of any transaction associated with

{ “Provids the amount of i income taxes.as defined by the | el Revenue Services for for-profit eritifes,

"Net Paluem Revenue Row 14

Bad Debts not refated Io te provision of direct services to patiers, Fer additional

580 |,

405§

inforriration, refer tlo. FASE, No.2011-07, July 2011,

785

Provide projected inpabierit andigr gulpatient statistics for Bny new sarvices mnd provide actul and projected rnpah;gﬂl&_r&gaﬁenf stafisbes for any exisfing servises which wiil change due to the proposal,




State Statistics: Connecticut W}ax H

Mental lilness Is Common
« Of Connecticut’s approximately 3.5 million residents, close to 109,000 adults five with serious mental
iiness’ and about 39,000 <hildren live with serious mental health conditions. B

Untreated Mental liness has Deadly and Costly Consequences
* In 2008, 292 Connecticuters died by suicide.i Suicide is almost always the result of untreated or
undertreated mental iliness.

= Nationally, we lose one life to suicide every 15.8 minutes. Suicide is the eleventh-leading cause of
death overall and is the third-leading cause of death amaong youth and young aduits aged 1524 v

= During the 2006-07 school year, approximately 32 percent of Connecticut students aged 14 and older
living with serious mental health conditions who receive special education services dropped out of high
schoolY

Public Mental Health Services are Inadequate to Meet Needs
* Connecticut’s public mental health system provides services to only 24.5 percent of adults who live
with serious mental iinesses in the state¥

* Connecticut spent just $170 per capita on mental health agency services in 20086, or $591.8 million, v
This was just 2.6 percent of total state spending that year, i

¢ In 2006, 59 percent of Connecticut state mental heafth agency spending was on community mental
health services; 30 percent was spent on state hospital care.* Nationally, an average of 70 percent is
spent on community mental health services and 28 percent on state haospital care.x

Criminal Justice Systems Bear a Heavy Burden

= In 2006, 498 children were incarcerated in Connecticut’s juvenile justice system.¥ Nationally,
approximately 70 percent of youth in juvenile justice systems experience mental health disorders, with
20 percent experiencing a severe mental health condition s

e [n 2008, approximately 3,400 adults with mental illnesses were incarcerated in prisons and lails in
Connecticlt i

Many Residents Rely on Public Services for Needed Cara
* Approximately 11.5 percent of Connecticuters are enrolled in Medicajd <
* Approximately 334,000 Connecticuters are uninsured .

Housing Is Unaffordable for People who Rely on S5 or S5DI

¢ The average rent for a studio apartment in Connecticut is 96 percent of the average Supplementat
Security Income (SS1) payment, making housing unaffordable for adults livin g with serious mental
ilthess who rely an S5,

Pagelof2 Natlonal Aliiance on Mental Hiness & 2803 North Faiiffax Drive, Suite 100
Adinglon, VA 22203 » (702)524-7600 « NAMI Information Helpline: 1 (800} S50-NAMI (6264}
P1 6 4 wwWw.nami.org




THolzer, I, C.E. and Nguyen, HT., psy.utmb.edu.
T1.5. Public Health Service, Repert of the Surgeon General's Conferance on Children's Mental Healtic A National Action Agenda,

{(Washington, DC: Depariment of Health and Human Services, 2000).

A Mekntosh, 1.L. (for the American Assaciation of Suicidology}, U.S.A. Suicide 2006: Official Final Data, {Washington, DC: American
Association of Suicidology, April 19, 2009), http://www suicidology.org,

¥ National Institute of Mental Heatth, “Suicide in the U.S.: Statistics and Brevention,” 2009,
http://www.nimh.nih_govfhealth{pub{ications/suicide-in—the-—us—statistics-and-preveﬂtionﬂndex.shtm3, Hanuary 25, 2010).

* U.S, Depattment of Education, Office of Special Education Prograims, Data Accountability Center, Individuals with Disabilities Education
Act (IDEA) Data, “State Rank-Ordered Tables,” Table 1.3b, Data Analysis Syslem (DANS), {uly 15, 2008),
https;//www,ideadaia.o-rg/State‘RsrikOrd‘eredTables.asp,

YAron, L., Honberg, R., Duckwarth, i_ et af, Grading the States 2009: A Report on America’s Health Care System for Aduits with Serious
Mental liness, (Arlington, VA: National Alllance on Mental lliness, 2003).

I NASMHPD Research Institute, Inc. (MR Inc.), "State Mentat Health Agency Profiles Systems (Profiles) and Revenues Expenditures
Study: Revenues and Expenditures Reports from 2006," National Association of State Mental Health Program Directors Research
Institute, inc., ¥2006), https/ /veww.nri-ine.org/ projects/Profiles/Prior_RE.efm.,

witibid..

¥ fhid.

*|bid.

¥ OUDP Statistical Briefing Book, U.8. Department of lustice, Office of Justice Programs, Office of Juvenile Justice and Definquency
Prevention, {September 12, 2008), http://oﬂdp.nc_;'rs.g{Jv/'ojstatbbfcorrectiens/q-éOSGG1.asp?anate=2006.

4 Bhufelt, M.S. and Cacozza, 1., Blueprint for Change: A Comprehensive Model for the ientification and Treatment of Youth with Mental
Heafth Needs in Contact with the Juvenile Justice Systern, National Center for Mental Health and Juvenile Justice, (2007}

AiSabol, W, 1., West, H. C. and Cooper, M, Prisoners In 2008, U S. Department of Jdustice, Bureau of Justice Statistics, {2009), and
tames, D. and Glaze, L., Mental Health Problems of Prison and Jail In mates, U.S. Departmant of Justice, Bureay of Justice Statistics,
{2006).

* The Kalser Farnily Foundation, statehealthlacts org, Data Seurce; Urban Institute and Kaiser Cornmission on Medicaid and the
Uninsured estimates based on the Census Bureau's March 2002 end 2009 Current Population Survey (CPS: Annual Sociat and
Economic Supplements), hﬁp://Www.stateheaithfacts.org/comparetabl&)sp?typﬁ1&§nd=1_25&cat=3&subr—39.

- Thid .

= FHara, A, Cooper, £, Zovistoski, A., and ‘Buttrick, J., Priced Out in 2006; The Housing Crisis for People with Disabilities, Technisal
Assistarce Collaborative, Inc., Consortium for Citizens with Disabilities, Housing Task Force, {Technical Assistarice Coitaborative, ing.:
2007).

Page2of 2 National Aliance on Mentaf lliness « 3803 North Falrfax Drive, Suits 100
Arlington, V& 22203 » (7035247600 « NAMI Information Helpline: 1 (800) S50-NAMI 16264)
P165 WAW.Narmi.org
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Growing Potential Services
Page 131 Docket Number 16-32083-CON

TABLE 6

PROJECTED UTILIZATION BY SERVICE

Apperdux. L

Projected Volume

Service* FY20t6_~ | Fy20. 17 | Fraom_»
OQutpatient Therapy ® 20 / 7 I3 / 2 /;L? /{;g
Day Treatment (PHP) | U/O /e f/?/ 160/ /98
Day Treatment (J0P) /f},/ﬁ[ | /{9 % /%g }73//[3
Medication /5/{) {05/(9/ ’ QB/ él(?
Case Management = / o H i / 30 7E / 3]
Teting ons Accesament | /0] 9- gol4s | 75/78
Occupational Therapy I / & ja / Cj jg / Cf
e refo sy 7915y
Tota 55 /15 1Lgs /%4 795 500

" Identify each service type by locatiofl and add ines as necessary. Provide the flumber of
visltsidischarges as appropriate for eachr service listed.

™ If the first year of the proposal is only a partial year, provide the first partial year and then
the first three full FY's. Add columns as necessary. If the time period reported s not

fdentical to the fiscal year reported in Table 4 ofthe &

using the mmv/de format a3 z footnoiz to the tabie.

P166
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Greer, Leslie

From: User, OHCA
Subject: FW: Completeness Questions on CON Application # 16-32083
Attachments: 16-32083 2nd Completeness.docx

From: Armah, Olga

Sent: Wednesday, August 17, 2016 1:46 PM

To: marcy taliceo

Cc: User, OHCA; Riggott, Kaila; Walker, Shauna

Subject: RE: Completeness Questions on CON Application # 16-32083

Dear Marcy,

We have additional questions regarding the application. The response is due by Monday October 17, 2016.
Please contact me if you have any questions.

Sincerely,

Olga

Olga Armah

Office of Health Care Access (OHCA)
CT Department of Public Health
Phone: 860 418 7070

Fax: 860 418 7053

Mailto: olga.armah@ct.gov

Web: www.ct.gov/ohca

DPH) -z




STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH

X2
&5
o ‘; B Dannel P. Malloy
a5 a9 Rl
& %{j""} Governor
1 / > 2o v TR -
e e g P Nancy Wyman
Ctlng ommissioner T Lt. Go\,'crnor

Office of Health Care Access

August 17,2016 Via Email Only

Growingpotentialservices@gmail.com
Marcy Taliceo, CEO

Growing Potential Services: Therapeutic and
Behavioral Health Solutions, PC

141 Hazard Ave.

Enfield, CT 06082

RE: Certificate of Need Application; Docket Number: 16-32083-CON
Establishment of a Psychiatric Outpatient Day Treatment and Substance Abuse or
Dependence Treatment Clinic for Adults in Enfield
Connecticut Certificate of Need Second Completeness Letter

Dear Ms. Taliceo:

On July 18, the Department of Public Health (“DPH”), Office of Health Care Access (“OHCA”)
received completeness responses from Growing Potential Services (the “Applicant”), proposing
to establish a psychiatric outpatient day treatment clinic and a freestanding facility for the care or
treatment of substance abuse or dependence for adults.

OHCA requests additional information pursuant to Connecticut General Statutes §19a-639a(c).
Please electronically confirm receipt of this email as soon as you receive it. Provide responses to
the questions below in both a Word document and PDF format at the earliest convenience as an
attachment to a responding email. Please email your responses to all of the following email
addresses: OHCA@ct.gov; olga.armah@ct.gov; shauna.walker(@ct.gov; and
kaila.riggott@ct.gov.

Pursuant to Section 19a-639a(c) of the Connecticut General Statutes, you must submit your
response to this request for additional information no later than sixty days after the date that this

D P H Phone: (860) 509-8000 o Fax: (860) 509-7184 « VP: (860) 899-1611
410 Capitol Avenue, P.O. Box 340308
Hartford, Connecticut 06134-0308
www.ct.gov/dph
Affirmative Action/Equal Opportunity Employer

Conr

recticut Department
of Public Hoalth



Growing Potential Services

Docket

Page 2 of 4
Number: 16-32083-CON

request was transmitted. Therefore, please provide your written responses to OHCA no later than
October 17, 2016, otherwise your application will be automatically considered withdrawn.

Repeat each question before providing your response and paginate and date your response, 1.e.,
each page, in its entirety. Information filed after the initial CON application submission (e.g.,
completeness response letter, prefile testimony, late file submissions and the like) must be
numbered sequentially from the Applicant’s document preceding it. Please begin your
submission using Page 167 and reference “Docket Number: 16-32083-CON.”

1.

Page 118 of the application indicates “These services are billed through mental health
group services as defined by the insurance company.” Will GPS be billing for the
proposed services? If not, who will be billing for them?

2. Page 102 of the application states the proposed service area is Enfield and surrounding
towns (Somers, East Windsor, Windsor Locks, Hartford and Windsor), however Table 1
on page 120 provides information for Hartford County. Report data specific to the
proposed service area.

Additionally, the proposed population to be served is adults (ages 18 years and over),
however the table provides data on the total population.
Based on the following Applicant-provided link
http://www.samhsa.gov/data/sites/default/files/State BHBarometers 2014 1/BHBarometer-
CT.pdf the 2012-13 prevalence rate for substance abuse was 7.0% for CT and not 9.1%
and 3.4% for serious mental illness and not 44.9%. Utilize the state level prevalence rates
for the proposed service area if area specific rates are unavailable.
Update the table to reflect the correct proposed service area, adult population, prevalence
rates and corresponding incidence.
TABLE 1
ESTIMATE OF BEHAVIORAL HEALTH DISORDER(S) INCIDENCE IN CONNECTICUT
BEHAVIORAL HEALTH POPULATION: PREVALENCE INCIDENCE/ 100,00
DISORDER 18 AND OVER RATE

Substance Abuse

1. Connecticut 3,590,886 9.1% 326,000

2. Hartford County 646,351 12.0% 79,950
Serious Mental lliness

1. Connecticut 3,590,886 44.9% 161,230

2. Hartford County 646,351 19.3% 124,745
Autism

1. Connecticut 3,590,886 Not enough data Not enough data

2. Hartford County 646,351 available for available for

individuals over 18 individuals over 18

Service Area as percent of
Connecticut

1. Substance Abuse 18% N/A 42%

2. SMI 18% 7%

3. Autism 18% Not available

Sources:

! Indicate the relevant age group and provide the source of the population data (e.g., Census data).

2 E.g., Substance and Mental Health Services Administration, Center for Behavioral Health Statistics and Quality.




Growing Potential Services Page 3 of 4
Docket Number: 16-32083-CON

3. Update Table 2 on page 102 of the application, indicated below, with data for 2016.

TABLE 2
FY 2015 CLIENT ORIGIN FOR GPS
PERCENT OF CT
SERVICE AREA* NO. OF CLIENTS TOTAL

Enfield 98 70%

East Windsor

[Eny
(&)]

11%
Somers 5%
Windsor Locks 5%
Hartford 4%
Bloomfield 1%
Windsor 1%
Ellington 1%

Suffield 1%

B Rk R NN O NN

Vernon 1%

Total 140 100%
Ex. A, p. 108.

4. Table 6 on page 106 of the application reports projected volumes. What are the
assumptions used for projecting these volumes?

The Applicant provided the follow Response:

The assumptions used are based on company capacity and availability for future care of clients.
Based on the data included in this package, the need to increase services in Hartford County is
great. GPS hopes to increase volume to better service the community at large.

Provide a more specific answer.

5. Update the following tables in the application to include FY 2019 to provide three full
years of projections:
a. Table 4 on page 127;
b. Table 6 on page 166; and
c. Financial Worksheet on page 163 (Appendix G).



Growing Potential Services
Docket Number: 16-32083-CON

Page 4 of 4

6. Table 3 below is populated with information from the Financial Worksheet (Appendix G)

and Table 7 (Total Payer Mix) on page 128 of the application. Provide projected patient
volume by payer for FY 2019, the corresponding visit volumes by payer for FY 2016-

2019 and correct any inconsistencies.

TABLE 3
CURRENT AND PROJECTED PAYER MIX FOR

GPS CLIENTS AND VISITS FOR PROPOSED SERVICE

Payer Current Projected
FY 2016 FY 2017 FY 2018 FY 2019

Patient o Visits | Patient o Visits | Patient o Visits | Patient o Visits
Vol. | vol. | Vol ° | vol. | Vol. | vol. | vol. | | vol

Medicare*

Medicaid* 10 67% 286 | 79% 365 | 73%

CHAMPUS &

TriCare

Total 10 67% 286 | 79% 365 | 73%

Government

Commercial 5 33% 46 13% 73 14%

Insurers

Self-pay

Uninsured 32 8% 68 13%

Workers

Compensation

Total Non- 5 33% 78| 21% 141 27%

Government

Total Payer Mix 15 | 100% 85 364 | 100% 367 506 | 100% 390

If you have any questions concerning this letter, please feel free to contact me or Shauna Walker
at (860) 418-7001.

Sincerely,

Olga Armah

Associate Research Analyst




Greer, Leslie

Subject: FW: Completeness Questions on CON Application # 16-32083
Attachments: 2nd response to CON 1632083.pdf

From: marcy taliceo [mailto:growingpotentialservices@gmail.com]
Sent: Saturday, September 17, 2016 12:21 PM

To: Armah, Olga

Cc: User, OHCA; Riggott, Kaila

Subject: Re: Completeness Questions on CON Application # 16-32083

Please find attached my response to the letter dated 8/17/16. Thank you

Marcy L. Taliceo, LPC, LMHC

Owner/ Clinical Director

Growing Potential Services: Therapeutic and Behavioral Solutions, PC

139 and 141 Hazard Ave
Enfield, CT 06082

860-698-6077 phone
860-698-6631 fax

www.growingpotentialservices.com

“And in the end it is not the years in your life that count, it's the life in your years.” -Abraham Lincoln

This communication, including attachments, is for the exclusive use of the addressee and may
contain proprietary, confidential and/or privileged information. If you are not the

intended recipient, any use, copying, disclosure, dissemination or distribution is strictly
prohibited. If you are not the intended recipient, please notify the sender immediately by return e-

mail, and destroy this material in its entirety, whether electronic or hard copy.

On Mon, Sep 12, 2016 at 1:31 PM, Armah, Olga <Olga.Armah@ct.gov> wrote:

Hi Marcy,

Please populate the table with information for the proposed services only.

Thanks.
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Growing Potential Services
Docket Number 16-32083-CON

Response to request dated August 17, 2016

1. Page 118 of the application indicates “These services are billed through mental health group
services as defined by the insurance company”. Will GPS be billing for the proposed services?
If not, who will be hilling for them?

a. Will GPS be billing for the proposed services? Yes, GPS will continue te bill the
insurance companies for any service approved through them. GPS will submit the bitling
directly. Forthose services that are not approved by the insurance company for
payment for any reason will be discussed with the individual served and they will be
provided a sliding fee schedule should they qualify.

b. If not, who will be billing for them? GPS will bill any services that are approved by the
insurance company. For those services that are not approved by the insurance company
for payment for any reason will be discussed with the individual served and they will be
provided a sliding fee schedule should they qualify.

2. Page 102 of the application states the proposed service area is Enfield and surrounding towns
{(Somers, East Windsor, Windsor Locks, Hartford and Windsor), however Table 1 on page 120
provides information for Hartford County. Report data specific to the proposed service area.
Additionally, the proposed population to be serviced is adults (ages 18 years and over),
however the table provides data on the total population.

Based on the following Applicant-provided link
http:/fwww.sambsa.gov/data/sites/default/files/State BHBarometers 2014 1/BHBarometer
-CT.pdf the 2013-31% nrevalence rates for substance abuse was 7.0% for CT and not 9.1% and
3.4% for the serious mental illness and not 44.9%. Utilize the state level prevalence rates for

the proposed service area if area specific rates are unavailable.
Update the table to reflect the correct proposed service area, adult population, prevalence
rates and corresponding incidence.



Response:

TABLE 1
ESTIMATE OF BEHAVIORAL HEALTH DISORDER(S) INCIDENCE IN CONNECTICUT

Page 168

BEHAVIORAL HEALTH
DISORDER

POPULATION
(e.g. 18 years and above).

PREVALENCE RATE:

INCIDENCE {Popuiation
multiplied by prevalence

(Specify the disorder} rate)
Substance Abuse
cti 1. 7% 1. 251,362
1. Connecticut 1 3,590,886 )
2. Hartford > 646 351
County i '
Serious Mental lliness
1. Connecticut 1. 3,590,886 1. 34 1. 122,080
Hartford 2. 646 351
County
Autism
1. Connecticut Not enough available Not enough available
2. Hartford 1. 3,590,886 data for individuais data for individuals over
County 2. 648,351 over 18 18
Service Area as a
percent of Cannecticut
1. Substance 1. 18%
abuse
2. SMI 2. 18%
3. Autism 3, 18% N/A

The prevalence rates for Hartford County were unavailable for Substance Abuse, Serious Mental IHness

and Autism



3. Update Table 2 on page 102 of the application, indicated below, with data for 2016

Response:

Tabhle 2

FY 2016 CLIENT ORIGIN FOR GPS

SERVICE AREA

NO. OF CLIENTS

PERCENT OF CT TOTAL

Enfield 112 68%
East Windsor 20 12%
Somers 10 6%
Windsor lL.ocks 10 6%
Hartford 5 3%
Bloomfield 3 1%
Windsor 2 1%
Ellington 1 1%
Suffield 1 1%
Vernon 1 1%
Total 165 100%
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4. Table 6 on page 106 of the application reports projected volumes. What are the assumptions

used for projecting these volumes?

The Applicant provided the foliow Response;

The assumptions used are based on company capacity and availability for future care of
clients. Based on the data included in this package, the need to increase services in Hartford

County is great. GPS hopes to increase volume to bhetter service the community at large.

Provide a more specific answer.
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Response;

According to {2012, January). Bringing Behavioral Health into the Care Continuum:
Opportunities to Improve Quality, Costs and Outcomes. American Hospital Association. 1-12.
http://www.aha.org/research/reports/iw/i2ian-tw-behavhealth odf . The number of
psychiatric hospitals as wel! as psychiatric units have been on the decline since 2002. With

decreasing supports via hospitals, people are relying more on community based supports to
help with psychological services. There is also an increased focus on community based supports
because noted in studies included in appendix that the cost of community based supports are
much lower than inpatient supports. GPS hopes to increase volume to better serve the
community at large.,

Update the following tabies in the appliication to include FY 2019 to provide three full years of
the projections:
a. Table 4 of page 127;

Response:
Table 4
PROJECTED INCREMENTAL REVENUES AND EXPENSES
FY 2016_* | FY 2017 * | FY 201§ * [FY 2019 *
Revenue from Operations | $30,307.00 | $146,813 $334,222  [$835,555
Total Operating Expenses $5,758.00 | $96,394 $112.088 $280,220
Gain/Loss from Operations | $8,642.00 { $50.519 $222.134  [$555,335

b. Table 6 on page 166; and
Response:
See Appendix A
c¢. Financial Worksheet on page 163 (Appendix G)

Response:

See Appendix B attached.
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PROJECTED UTILIZATION BY SERVICE

TABLE &

fage

Projected Volume

Service® FY2016_* | FY2017_* | FY 2018 * FY 2019
' , - 112G 217 [/
Outpatient Therapy 4;/9 94‘////0 9(5/ 7//5// 5/’1‘// }/

Day Treatment (PHP)
Day Treatment (IOF)
Medication Managemerit
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* Identify each service type by locafion and add lines as necessary. Provide the number of

visits/discharges as appropriate for each service listed.
** if the first year of the proposal is only a partiat vear, provide the first partial year and then
the first three fuil FYs. Add columns as necessary. If the time period reported is not

identicai to the fiscal year reported in Table 4 of the application, provide the date range
using the mm/dd format as a footnote to the table.
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Greer, Leslie

From: User, OHCA
Subject: FW: Completeness Questions on CON Application # 16-32083

From: Armah, Olga

Sent: Tuesday, September 20, 2016 9:14 AM

To: marcy taliceo

Cc: User, OHCA; Riggott, Kaila

Subject: RE: Completeness Questions on CON Application # 16-32083

Good morning Marcy,

This is to acknowledge receipt of the 2" Completeness Responses due by Monday October 17, 2016. We will review and
get back to you if we have additional questions.

Thanks.
Olga

Olga Armah

Office of Health Care Access (OHCA)
CT Department of Public Health
Phone: 860 418 7070

Fax: 860 418 7053

Mailto: olga.armah@ct.gov

Web: www.ct.gov/ohca

DPH)<z5

From: marcy taliceo [mailto:growingpotentialservices@gmail.com]
Sent: Monday, September 19, 2016 5:08 PM

To: Armah, Olga

Cc: User, OHCA; Riggott, Kaila

Subject: Re: Completeness Questions on CON Application # 16-32083

Hi there

I just wanted to confirm receipt of the 2nd response send 9/17? Thanks

Marcy L. Taliceo, LPC, LMHC

Owner/ Clinical Director

Growing Potential Services: Therapeutic and Behavioral Solutions, PC
139 and 141 Hazard Ave

Enfield, CT 06082

860-698-6077 phone



Greer, Leslie

From: Armah, Olga

Sent: Tuesday, October 18, 2016 3:17 PM

To: marcy taliceo

Cc: User, OHCA; Riggott, Kaila; Walker, Shauna

Subject: RE: Completeness Questions on CON Application # 16-32083
Attachments: 16-32083 3rd Completeness.docx

Dear Ms. Taliceo,

See attached request for additional information regarding CON application 16-32083 — Establishment of a
psychiatric outpatient day treatment and substance abuse or dependence treatment clinic for adults in Enfield.

There are additional items that need to be addressed.

Please contact me if you have any questions. Reponses are due by Monday December 19, 2016.

Regards.
Olga

Olga Armah

Office of Health Care Access (OHCA)
CT Department of Public Health
Phone: 860 418 7070

Fax: 860 418 7053

Mailto: olga.armah@ct.gov

Web: www.ct.gov/dph/ohca

From: marcy taliceo [mailto:growingpotentialservices@gmail.com]
Sent: Monday, September 12, 2016 1:39 PM

To: Armah, Olga

Cc: User, OHCA; Riggott, Kaila

Subject: Re: Completeness Questions on CON Application # 16-32083

thank you

Marcy L. Taliceo, LPC, LMHC

Owner/ Clinical Director

Growing Potential Services: Therapeutic and Behavioral Solutions, PC

139 and 141 Hazard Ave
Enfield, CT 06082

860-698-6077 phone
860-698-6631 fax



STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH

Dannel P. Malloy
! Governor
Raul Pino, M.D., M.P.H. s

L Nancy Wyman
Commissioner Yy Wy

Lt. Governor

Office of Health Care Access

October 18, 2016 Via Email Only

Growingpotentialservices@gmail.com
Marcy Taliceo, CEO

Growing Potential Services: Therapeutic and
Behavioral Health Solutions, PC

141 Hazard Ave.

Enfield, CT 06082

RE: Certificate of Need Application; Docket Number: 16-32083-CON
Establishment of a Psychiatric Outpatient, Day Treatment and Substance Abuse or
Dependence Treatment Clinic for Adults in Enfield
Connecticut Certificate of Need Second Completeness Letter

Dear Ms. Taliceo:

On September 19, the Department of Public Health (“DPH”), Office of Health Care Access
(“OHCA”) received completeness responses from Growing Potential Services (the “Applicant”),
proposing to establish a psychiatric outpatient, day treatment and a substance abuse or
dependence treatment clinic for adults.

OHCA requests additional information pursuant to Connecticut General Statutes §19a-639a(c).
Please electronically confirm receipt of this email as soon as you receive it. Provide responses to
the questions below in both a Word document and PDF format at the earliest convenience as an
attachment to a responding email. Please email your responses to all of the following email
addresses: OHCA@ct.gov; olga.armah@ct.gov; shauna.walker@ct.gov; and
kaila.riggott@ct.gov.

Pursuant to Section 19a-639a(c) of the Connecticut General Statutes, you must submit your
response to this request for additional information no later than sixty days after the date that this
request was transmitted. Therefore, please provide your written responses to OHCA no later than
December 19, 2016, otherwise your application will be automatically considered withdrawn.

D P H Phone: (860) 509-8000 e Fax: (860) 509-7184 ¢ \/P: (860) 899-1611
410 Capitol Avenue, P.O. Box 340308
Hartford, Connecticut 06134-0308
www.ct.gov/dph
Affirmative Action/Equal Opportunity Employer

Connecticut Department
of Public Health


mailto:Growingpotentialservices@gmail.com
mailto:OHCA@ct.gov;%20olga.armah@ct.gov
mailto:shauna.walker@ct.gov
mailto:kaila.riggott@ct.gov

Growing Potential Services Page 2 of 4
Docket Number: 16-32083-CON

Repeat each question before providing your response and paginate and date your response, i.e.,
each page, in its entirety. Information filed after the initial CON application submission (e.qg.,
completeness response letter, prefile testimony, late file submissions and the like) must be
numbered sequentially from the Applicant’s document preceding it. Please begin your
submission using Page 173 and reference “Docket Number: 16-32083-CON.”

1. Page 10 of the application indicates “the need for entire families to engage in services
whether for themselves or the child. Without family involvement, the rates of attendance
and compliance with treatment decreases significantly.” What percentage of GPS’s
current clients are ages 18 years old and under? On average, what percentage of this age
cohort has significantly low treatment attendance and compliance rates and how does this
compare to the state or national rate? Please provide a nationally recognized source for
the state and/or national rate(s).

2. What percentage of GPS’ parents and/or relatives of current clients aged 18 years old and
under would account for projected patient and visit volumes for the proposed program?

3. Explain the structure of the proposed treatment program as it relates to intensive
outpatient treatment and partial hospitalization.

4. Page 102 of the application states the proposed service area is Enfield and surrounding
towns (Somers, East Windsor, Windsor Locks, Hartford and Windsor), however Table 1
on page 120 provides information for Hartford County. Report data specific to the
proposed service area comprising Somers, East Windsor, Windsor Locks, Hartford
and Windsor which account for 95% of current utilization. Additionally, the
proposed population to be served is adults (ages 18 years and over), however the table
provides data on the total population.

Utilize the example completed for substance abuse disorder in the table below to update
the table to reflect the service are (as indicated by the towns listed in bold above), adult
population, prevalence rates and corresponding incidence. Utilize the national autism rate
for Connecticut and service area if the state rate is unavailable.

TABLE 1
ESTIMATE OF BEHAVIORAL HEALTH DISORDER(S) INCIDENCE IN CONNECTICUT
BEHAVIORAL HEALTH POPULATION PREVALENCE INCIDENCE/ 100,000
DISORDER (18 AND OVER) RATE

Substance Abuse

1. Connecticut 2,768,573 7.0% 251,940

2. Service Area 166,275 11,639
Serious Mental lliness

1. Connecticut 3.4%

2. Service Area
Autism

1. Connecticut

2. Service Area




Growing Potential Services Page 3 of 4
Docket Number: 16-32083-CON

5. Page 102 indicates the hours of operation for the proposed program are:

TABLE 1
GPS PROPOSED SERVICE HOURS OF OPERATION
SERVICE DAYS/HOURS OF OPERATION
Day Treatment Monday-Friday - 9:00 AM — 12:00 PM

Monday — Friday - 8:00 AM-7:00 PM

Adult Outpatient Clinic Saturday - 9:00 AM — 12:00 PM

Mental health day treatment is four or more hours per session. How will GPS
accommaodate the four hour sessions with a 9:00 to 12:00 schedule?

6. On page 169 of the application, the Applicant provided the following response regarding
what assumptions were used for projecting these volumes:

According to (2012, January). Bringing Behavioral Health into the Care Continuum:
Opportunities to improve Quality, Costs and Outcomes. American Hospital Association. 1-12.
http://www.aha.org/research/reparts/tw/12ian-tw-behavhealth odf . The number of
psychiatric hospitais as well as psychiatric units have been on the decline since 2002. With
decreasing supports via hospitals, people are relying more on community hased supports to
help with psychological services. There is also an increased focus on community based supports

because noted in studies included in appendix that the cost of community based supports are

much lower than inpatient supports. GPS hopes to increase volume to better serve the
community at large.

Table 6 on page 171 of the application reports projected active client counts indicating an
average of 20% year-to-year growth in patient volume and on page 172, a minimum of
27% growth in revenue with mostly Medicaid clients accounting for growth in both
patients and revenues. Provide a more specific answer supported by and indicating how
the Applicant calculated and arrived at patients/clients and visit volume (or treatment
sessions) and the year to year growth provided in Table 2 below.



Growing Potential Services
Docket Number: 16-32083-CON

Page 4 of 4

7. The Total Payer Mix row in Table 2 below is populated with information from Table 2

page 169, Table 6 page 171 and the “Outpatient Visits” row from the updated Financial

Worksheet on page 172. Provide the corresponding patient and visit volumes by payer for

FY 2016-2019. For example, if there are 10 self-pay clients and each is to receive 2 IOP
sessions per week, then the visit volume will be: 10 (clients) x 2 (sessions) x 52 (weeks)
= 1,040 (visits). Correct any inconsistencies among the sources e.g. for FY 2017 patient

volume exceed visit volume.

TABLE 2
CURRENT AND PROJECTED PAYER MIX FOR
GPS CLIENTS AND VISITS FOR PROPOSED SERVICE

Payer

Current

Projected

FY 2016

FY 2017

FY 2018

FY 2019

Patient
Vol.

%

Visit
Vol.

Patient
Vol.

%

Visit
Vol.

Patient
Vol.

%

Visit
Vol.

Patient
Vol.

%

Visit
Vol.

Medicare*
Medicaid*

CHAMPUS &
TriCare

Total
Government

Commercial
Insurers

Self-pay

Uninsured

Workers
Compensation

Total Non-
Government

Total Payer Mix

165

100%

317

685 | 100%

669

795

100%

795

965

100%

985

If you have any questions concerning this letter, please feel free to contact me or Shauna Walker
at (860) 418-7001.

Sincerely,

Olga Armah

Associate Research Analyst




Greer, Leslie

From: User, OHCA
Subject: FW: Completeness Questions on CON Application # 16-32083
Attachments: response 3 con 1632083 part 1.pdf

From: Marcy Taliceo [mailto:growingpotentialservices@gmail.com]
Sent: Wednesday, November 30, 2016 10:51 AM

To: Armah, Olga

Cc: User, OHCA; Riggott, Kaila; Walker, Shauna; Kaitlin Grout
Subject: Re: Completeness Questions on CON Application # 16-32083

hi there

please find attached the 3rd response. We worked and worked and worked on this and we hope this is good to
go

© thank you

n response 3 con 1632083 part 2.pdf

n response 3 con 1632083 part 3.pdf

ﬁ response 3 con 1632083 part 4.pdf

Marcy L. Taliceo, LPC, LMHC

Owner/ Clinical Director

Growing Potential Services: Therapeutic and Behavioral Solutions, PC

139 and 141 Hazard Ave
Enfield, CT 06082

860-698-6077 phone
860-698-6631 confidential fax
860-265-3262 general fax

"The best way to predict the future is to create it" ............. "Dont count the day, make the days count”

www.growingpotentialservices.com
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Docket Number; 16-32083-CON

1.

Page 10 of the application indicates “the need for entire families to engage in services
whether for themselves or the child. Without family involvement, the rates of attendance
and compliance with treatment decreases significantly. “What percentage of GPS’s current
clients are ages 18 years and under? On average, what percentage of this age cohort has
significantly low treatment attendance and compliance rates and how does this compare to
the state or national rate? Please provide a nationally recognized source for the state and
national rate (s}.

a: “What percentage of GP%’s current clients are ages 18 years and under? “
Response: Currently the 18 and under population at GPS is 64%.

b: On average, what percentage of this age cohort has significantly low treatment
attendance and compliance rates and how does this compare to the state or national rate?
Please provide a nationally recognized source for the state and national rate (s).

Response: 32% of clients 18 and under have low treatment attendance and compliance at GPS.
Naticnally, the rates are as follows:

Data source 1. ( Appendix A: Engaging Families into Child Mental Health Treatment:
Updates and Special Considerations. 15pages )

https:/fwww. nchi.nlm.nih.gov/omc/articles/PMC2938751/

“Not surprisingly, rates of child psychopathology in low-income inner-city settings
have been found to be as high as 40% (Tolan & Henry, 1996; Xue, Leventhal, Brooks-Gunn &
Earls, 2005). At the same time, the National Institute of Mental Health {2001) reports that
approximately 75% of children with mental health needs do not have contact with the child
mental health service system. As challenges in meeting children’s mental health needs persist,
national efforts to encourage improved children’s access to tfreatment continue (New Freedom
Commission on Mental Health, 2003).”

“Currently, engagement in mental health care continues to be measured primarily by
attendance at treatment sessions. McKay & Bannon {(2004] indicated that no-show rates for
initial intake appointments ranged from 48% (Harrison, MicKay & Bannon, 2004) to 62% {Mckay,
McCadam, & Gonzales, 1996). More recently, McKay, Lynn and Bannon {2005) reported on
attendance rates for 95 caregivers and children seeking treatment in an urban child mental
health clinic. Among those who made an initial appointment via a telephone intake system, 28%
of children accepted for services never attended an initial face-to-face intake appointment.
Consequently, even conservative estimates indicate that close to 1/3 of children and their
families fail to engage at the initial face-to-face intake appointment.”
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“A recent study of treatment attendance at publicly funded, community-hased

outpatient child mental health centers in San Diege County indicated that children attended an
average of 13.8 treatment sessions (Brookiman-Frazee, Haine, Gabayan & Garfand, 2008}. While
this number is substantially higher than the average 3-4 sessions reported in mental health
clinics in urban, inner-city communities (McKay et al., 2002), this discrepancy likely reflects the

differing characteristics associated with service engagement between a predominantly urban,
low-income setting (e.g., McKay et al., 2002) and a more heterogeneous mix of families from
different socioeconomic and geographic circumstances {e.g., Brookman-Frazee et al., 2008).”

Data source 2: { Appendix B:
Connecticut Children’s Behavioral Health Plan. 63 pages} http.//www.plandchildren.org/wp-

content/uploads/2014/10/CBH PLAN FINAL- 2 .pdf

“There are approximately 783,000 children under age 18 currently in Connecticut,

constituting 23% of the state’s population. Epidemiological studies using large representative samples
suggest that as many as 20% of that population, or approximately 156,000 of Connecticut’s children,
may have behavioral heaith symptoms that would benefit from treatment.7,8 Researchers have found
that between 37 and 39 percent of youth in the three studies had received one or more behavioral
health diagnoses between ages 9 and 16.9 Half of all lifetime diagnosable mental iliness begins by age
14.10 Despite the prevalence of hehavioral health conditions, an estimated 75-80% of children in
Connecticut with behavioral health needs do not receive treatment.11”,

Data source 3: ( Appendix C: SAMHSA Uniform Reporting. 28 pages )

http://www.samhsa.gov/data/sites/default/files/URSTables2014/Connecticut.pdf p19-21”

Table developed from daia source 3

INDICATORS CHILDREN: CHILDREN: US STATE
STATE AVERAGE REPORTING
Reporting Positively About Access 96.0% - 82.8% 47

Reporting Positively About Quality and
Appropriateness

Reporting Positively About Outcomes 78.1% 67.3% 48
Reporting on Participation in Treatment 94.2% 87.0% 48
Planning

Family Members Reporting High Cultural 97.8% 92.7% 47
Sensitivity of Staff

Reporting positively about General 93.1% 87.2% 48

Satisfaction with Services
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1. What percentage of GPS’ parents and/or relatives of current clients aged 18 years old and
under would account for projected patient and visit volumes for the proposed programs?
Response:  Approximately 22% of the parents of current children under the age of 18 admitted
to GPS would qualify to participate in the proposed programs.

2. Explain the structure of the proposed treatment program as it relates to intensive outpatient
treatment and partial hospitalization.
Response: Based on a 6-12-week model and depending on client’s progress and clinical
recommendations. PHP is the more intensive model (5 days/wk) while IOP is less intensive (3
days a week). Level or programming is decided by GPS therapeutic team along with referring
source. A client may start in PHP and drop down to IOP when symptomology is stabilized.

IOP - Mon, Wed, Fri: 9-1:30p (case management, psychiatric and individual

therapy appointments scheduled throughout the week)

PHP - Mon-Fri: 9-1:30p (case management, psychiatric and individual therapy will
be built into the 5 day schedule)

9:00-930- Check In, Emotional Intelligence Exercise
9:30-10:00 - Social Skills Group

10:00-11:00 Evidence Based Group Therapy (CBT, TF CBT, Motivational Interviewing, Applied
Behavior Analysis, Dialectical Behavioral Therapy, Interpersonal Therapy)

11:00: 11:30- Break, beverage and snack

11:30-12:15 -Process Group

12:15-1:15- Case Management, Psychiatric or Individual Therapy Check in
1:15-1:30- Check out, Emotional Intelligence Exercise

3. Page 102 of the application states the proposed service area is Enfield and surrounding
towns (Somers, East Windsor, Windsor Locks, Hartford and Windsor), however Table 1
on page 120 provides information for Hartford County. Report data specific to the
proposed service area comprising Somers, East Windsor, Windsor Locks, Hartford
and Windsor which account for 95% of current utilization. Additionally, the
proposed population to be served is adults (ages 18 years and over), however the table
provides data on the total population.
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Utilize the example completed for substance abuse disorder in the table below to update
the table to reflect the service are (as indicated by the towns listed in bold above), aduit
population, prevalence rates and corresponding incidence. Utilize the national autism rate
for Connecticut and service area if the state rate is unavailable.

ESTIMATE OF BEHAVIORAL HEALTH DISORDER(S) INCIDENCE IN CONNECTICUT

BEHAVIORAL HEALTH DISORDER | POPULATION | PREVALENCE RATE | INCIDENCE
{18 AND OVER)'
Substance Abuse
la SOnDscuem 2,819,794 9.1% 251,04
2. Service Area 166,275 7.0% 11,639
Serious Mental lliness i
1. Connecticut 2,819,794 3.5% 98,693
2. Service Area 166,275 3.5%>2 5,820
Autism?
1. National 2,819,794 11% 300,000
Service area as percent of Connecticut 5.9% 5.9%

Sources: ( Appendix D: United States Census Bureau 3 pgs)

Uhttp/fwww.census.gov/quickfacts/table/PST045215/09 2014 Connecticut population estimate is

3,590,886.

IService area includes: Somers, East Windsor, Windsor Locks, Hartford and Windsor which makes up

95% of consumers

* Prevalence rates for individual towns was not available so state prevalence rates were used

“Data for adults with autism is currently only provided on a National basis. Even national figures are only
estimated. http://www.afaa-us.org/about

5.Page 102 indicates the hours of operation for the proposed programs are:

Service

Days/hours of operation

Day Treatment

Adult Outpatient Clinic

Monday-Friday — 9:00 AM- 1:30PM

Monday -Friday 8:00AM-7:00PM
Saturday 9:00AM-12:00PM

Mental health day treatment is four or more hours per session. How will GPS accommodate
the four hour sessions with a 9:00 to 12:00 schedule?



Page 177
Docket Number: 16-32083-CON

Response:

The Outpatient and Day Treatment Schedule will be as follows:

Service : Days/hours of operation
PHP | Monday-Friday : 9AM-1:30PM
IOP Monday, Wednesday, Friday: 9AM-1:30PM
Adult Outpatient Clinic Monday -Friday 8:00AM-7:00PM
Saturday 9:00AM-12:00PM

6. On page 169 of the application, the Applicant provided the following response regarding
what assumptions were used for projecting these volumes:

According to (2012, January). Bringing Behavieral Health into the Care Continuym:
Opportunities to improve Quality, Costs and Outcomes. American Hospitel Association. 1-12.
htip:/fwwiw.aba org/research/repurte/iw/ 1 2an-tw-behavhealth.odf . The number of
psychiatric hospitais as-well as psychiatrit units have been on the decline since 2002. With
decreasing supports via hospitals, people are relying more on community based SUPPOIs to
help with psychological services. There Is also an increased focus on community based supports
because noted in studies included in appendix that the cost of community based supports are

much lower than inpatient supports. GPS hopes to increase volume to hetler serve the
community at large.

Table 6 on page 171 of the application reports projected active client counts indicating an
average of 20% year-to-year growth in patient volume and on page 172, a minimum of
27% growth in revenue with mostly Medicaid clients accounting for growth in both
patients and revenues. Provide a more specific answer supported by and indicating how
the Applicant calculated and arrived at patients/clients and visit volume (or treatment
sessions) and the year to year growth provided in Table 2 below.
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Response:

According to: Mental Health Is Main Cause Of Hospitalizations in CT, New Data Show (2015), in
Connecticut, “Between 2010 and 2014, hospitals saw a 31 percent increase in patients with a
behavioral health diagnosis.” With such a large rise in patients going to hospital, there can only
be the assumption that these same patients will require step-down services in the community.
In addition, with the number of psychiatric beds on the decline, hospitals are not able to provide
the services required for the number of patients looking for services. Having community based
mental health centers will help alleviate the stress that hospitals are under due to lack of
accommodations and services.
http://c-hit.org/2015/04/19/mental-health-is-main-cause-of-hospitalizations-in-ct-new-data-
show/ (Appendix E: Mental Health Is Main Cause of Hospitalizations in CT, New Data

Show)
Updated Table 6
Projected Volume
FY FY FY 2019
20 17 * 20 18 *
Service* FY 20 16__** * *
Outpatient 138/9198 180/3024 212/3705 223/4446
Therapy
PHP 2/0 25/7555 35/9263 40/11115
Iop 2/0 25/10078 41/12350 52/14820
Medication Mgnt 21/183 50/3024 56/3705 61/4446
Testing/Assessments 10/65 23/1511 29/1852 32/2223
Total* 173 /9446 207/25196 250/30875 300/37050
(303) (373) (408)

Current 2016 client count included adults and children. 2017 and beyond only reflects adult projections.
Projected increases in client volume is based on the Day Treatment 6-12-week model which is a crossover
of services. Client count “207” indicates projected client count with multiple services in place. For
example, 2017- of the 207 clients, it is projected that those in a PHP and IOP program (at minimal) will
be admitted into Outpatient and Med Management at the same time giving the client count of 303 only
because the table is separated by service. Clients will also have services available to them after
completion of the Day Treatment programs. Outpatient visits will be a requirement for continued
Medication Management.


http://c-hit.org/2015/04/19/mental-health-is-main-cause-of-hospitalizations-in-ct-new-data-show/
http://c-hit.org/2015/04/19/mental-health-is-main-cause-of-hospitalizations-in-ct-new-data-show/
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7. The Total Payer Mix row in Table 2 below is populated with information from Table 2 page 169,

Table 6 page 171 and the “Outpatient Visits” row from the updated Financial Worksheet on page 172.
Provide the corresponding patient and visit volumes by payer for FY 2016-2019. For example, if there
are 10 self-pay clients and each is to receive 2 IOP sessions per week, then the visit volume will be :
10 {clients) x 2 {sessions) x 52 (weeks) = 1,040 (visits). Correct any inconsistencies among the sources
e.g. for FY 2017 patient volume exceed visit volume.

Response:
TABLE 2
CURRENT AND PROJECTED PAYER MIX FOR
GPS CLIENTS AND VISITS FOR PROPQSED SERVICE
Payer Current Projected
FY 2016 ' FY 2017 FY 2018 FY 2019

Pati _ Pati _ Pati . s Pati e

it % Visit g o Visit oht % Visit ant % Visit

Vol Vol. Vol Vol. Vol Vol. Vol Vol.
Medicare*
Medicaid* 147 85% | 8029 ; 176 85% | 21411 | 213 85.5 26367 | 2565 85% 31489
CHAMPUS & 6 3.5% 331 7 3.4% 855 8 3% 926 10 3.3% 1222
TriCare
Total 154 89% | 8360 | 134 88.4 | 22268 | 221 88.4 27293 | 265 88% 3271
Government % Yo
Commercial 19 11% 3 1040 23 11.1 2794 28 11.2 3458 33 1% 4136
Insurers % Yo
Self-pay 1 5% 47 1 A45% 131 1 4% 124 2 66% 203
Uninsured
Workers
Compensation
Total Non- 19 11% | 1087 23 | 11.58 2928 29 11.6 3582 36| 11.7% 4339
Government %o %
Total Payer 173 100% | 9446 | 207 | 100% | 25,196 | 250 100 30,875 | 300 100% | 37,050
Mix %

FY 2016: Out of the 173 patients:

10% are seen 1 session a week x 26 weeks= 450 visits
10% are seen 2 sessions a week x 52 weelks= 1799 visits
80% are seen 1 session a week x 52 weeks= 7197 visits
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FY 2017--Out of the 207 patients (day treatment will be open)
5% are seen 1 session a week x 26 weeks= 269 visits

5% are seen 2 sessions a week x 52weeks= 1076 visits

45% are seen 1 session a week x 52 weeks= 4471 visits

45% are seen 4 sessions a week x 52 weeks= 19,375 visits

FY 2018--0Out of the 250 patients:

5% are seen 1 session a week x 26 weeks= 325

5% are seen 2 sessions a week x 52 weeks= 1300
45% are seen 1 session a week x 52 weeks= 5850
45% are seen 4 sessions a week x 52 weeks= 23,400

FY 2019--Out of the 300 patients

5% are seen 1 session a week x 26 weeks= 390

5% are seen 2 sessions a week x 52 weeks= 1560
45% are seen 1 session a week x 52 weeks= 7020
45% are seen 4 sessions a week x 52 weeks= 28080

APPENDIX
Appendix A:
Engaging Families into Child Mental Health Treatment: Updates and Special Considerations. 15pages
Appendix B:

Connecticut Children’s Behavioral Health Plan. 63 pages

Appendix C:

SAMHSA Uniform Reporting. 28 pages

Appendix D:
United States Census Bureau 3 pgs

Appendix E :

Mental Healith Is Main Cause of Hospitalizations in CT, New Data Show
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Appendix F:
Updated Table 4

FY 2016_ * FY20_17_* FY20_18_ * FY 2019
Revenue from Operations | $944,600 $2,519,600 $3,087,500 $3,705,000
Total Operating Expenses $343,021 $369,011 $438,298 $506,801
Gain/Loss from $601,579 $2,150,58% $2,649,202 $3,198,199
Operations
Appendix G:

Updated Financial Worksheet
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Abhstract

Objective: The current paper reviews recent findings regarding how to conceptualize engagement and factors infiuencing
engagement, treatment attendance rates, and interventions that work. Method: Resesarch related to the definition of engagement,
predictors of engagement and treatment termination, attendance rates, and engaging interventions are summarized as an update to
the McKay and Bannon (2004} review, Results: Despite ongeing advances in evidence-based traatments and dissemination
strategies, engaging families into mental healih treatment remains a serious challenge. Within the last several years, a number of
technological advances and interventions have emerged to address this problem. Families with children who present disruptive
behavior challenges and symptoms of frauma are considered in terms of the unique barriers they experience regarding engagement
in treatrnent. Conclusions: Potential solutions o increase treatment utflization and further research in this area are discussed.

Key words: engagement, child mental health treatment, service ulilization

% Résumeé

Ohbjectif: Reéviser ies récentes conclusions sur la maniére de représenter fengagement des families; analyser les facteurs qui
influent sur cet engagement, sur le respect du traitement; présenter des interventions efficaces. Méthodologie: Les fravaux de
recharche portant sur fa définition de l'engagement, les prédicteurs de I'engagement, la décision de mettre fin au traitement, le taux
de participation et les interventions sont présentés, résumés, sous forme dactualisation de Fétude de McKay and Bannon (2004),
Résultats: Bien que les traiternents factuels et la diffusion de Pinformation progressent constamment, faire participer {es families au
traitement des enfants atteints de maladie mentale reste un défi de taille. Au cours des demiares anndes, Jes progrés techniques et
les interventtions ont permis de résoudre de probléme. L'étude porte notamment sur les obstacies cliniques particuliers auxquels se
heurtent les familles qui participent au traitement d'enfants qui présentent des troubles du comportement et des traumatismes,
Conciusion: L'article présente les solutions susceplibles d'améliorer la mise en place du traitement et propose des bistes pour fa

recherche future,

Mots clés: engagement, fraffement troubles mentaux, enfants, utilisation des services

Introduction

ngaging families in child mental health treatment remains
Echa]ienging despite continuing advances in evidence-based
treatment approaches and efforts to disseminate (hese practices
into the field {(Hoagweod, Burns, Kiser, Ringeisen, &
Schoenwald, 2001}, Over the last three decades, rates of child
psychopathology in the United States have ranged from 17-26%
{Brandenburg, Friedman & Silver, 1990: Costello et al. 1996;
Costello, Egger. & Angold, 2005; McCabe et al., 1999; Tuma,
1989; U.S. Public Health Service, 2000), with approximately | in

8 children manifesting a psychiatric disorder serious enough to
cause significant functionat impairment (Costetlo et al., 2005).
Thig problem is particularly exacerbated in low-income, urban
communities, where children are exposed to poverty, commu-
nity vielence and trawma, high rates of psychosocial stress, as
well as insufficient housing, health, and mental health resources
(Altar, Guerra, & Tolan, 1994; Gustafsson, Larsson, Nelson, &
Gustafsson, 2009; Ingoldsby & Shaw, 2002; Jenkins, Wang &
Turner, 2009; Leventhal & Brooks-CGunn, 2000; Self-Brown ¢l
al., 2006, Siefert, Finlayson, Williams, Delva, & Ysmail. 2007).
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These environmental factors render children more vuinerable to
developing mental heaith problems. Not surprisingly, rates of
child psychopathology in low-income inner-city settings have
been found to be as high as 40% (Tolan & Wenry, 1996; Xue,
Leventhal, Brooks-Gunn & Earls, 2003), At the same time, the
National Institute of Mental Health (2001) reports that approxi-
mately 75% of children with mental health needs do nol have
contact with the child mental health gervice system. As chal-
lenges in meeting children’s mental health needs persist, national
efforts to encourage improved children’s access to treatment
continue (New Freedom Commission on Mental Health, 2003),

In response, McKay and Bannon’s 2004 review focused on
empiricaily supported factors related to engaging families in
child mental health treatment. The curtent paper serves as an
update to the 2004 review, as new knowledge has emerged over
the last 6 years regarding the definition of engagement, rates of
weatment attendauce, predictors of engagement, barriers, and
engagement mterventions. Additionatly, as little information has
focused specifically on the unique needs of clinical sub-popula-
tions, this paper also summarizes issues refated to engaging fami-
lies whose children manifest disruptive behavior disorders and
symptoms of trauma. Finally, recent findings are used in a discus-
sion of implications for research and clinical practice.

Definition of Engagement

As indicated by McKay and Bannon (2004), engagement gener-
ally encompasses a multi-phase process beginning with (1) rec-
oguition of children’s mental health problems by parents,
teachers, or other important adults; (2) conpecting children and
their families with a mental health resource; and (3) children
being brought to mental health centers or being seen by
school-based mental health providers (Laitinen-Krispijn, Van
der Ende, Wierdsma & Verhulst, 1999; Zwaanswijk, van der
Ende, Verhaak, Bensing, & Verhulst.,, 2003; Zwaanswijk,
Verhaak, Bensing, van der Ende, & Verhulst., 2803). Engage-
ment can also be measured by (Step 1) rates of attendance at the
initial intake appointment with a mental health provider, as well
as (Step 2) retention in treatment over time. Each of these steps in
the engagement process is related to the other, However, rates of
engagement, as well as associated child, family, and service sys-
tem characteristics differ between steps 1 and 2 (McKay &
Bannon, 2004}, Moreover, Alan Kazdin’s work at the Yale Child
Study Center argues for 4 more nuanced definition of service
engagement into distinct phases, whereby children exit treatment
at diverse points (i.e., while waiting for treatment, after 12 ses-
sions, or later in treatment; Kazdin, Holland, & Crowley, 1997,
Kazdin & Mazurick, 1994; Kazdin, Mazurick, & Siegal, 1994).
Kazdin and Mazurick (1994) further noted that characteristics of
children and families vary as a function of the point in time at
which they exit services.

More recently, however, Johnson, Mellor and Brann {2008) '

argued that categorizing drop-outs by the number of sessions
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attended can be misfeading, as each treatment program requires a
different number of treatment sessions to reach completion,
Moreover, appropriate termination may occur after only a few
sessions, particulaely as many clinics limit the number of ses-
sions offered. Tnstead, Johnson et al. (2008) assert that a more
appropriate method for defining dropout rates utilizes the treat-
ing therapists” judgment regarding the appropriateness of treat-
ment termination. As a resull, inappropriate termination, or
dropout, oecurs when the therapist believes further ireatment is
needed while the client explicitly states they wish to discontinue
treatment or fails to attend follow-up eppointments. Treatment
completion occurs when there is no further need for treatment,
when the treatment program has been completed, and/or when
both the therapist and family agree to terminating treatment.

While attendance is necessary for treatment to be delivered and
for outcomes to be attained, many studies maintain that session
atiendance alone does not effectively describe treatment engage-
ment. More recently, a review by Staudt (2007) emphasizes the
importance of differentiating between the behavioral and attitu-
dinal components of engagement. The bebavioral compoenent
includes attendance, as well ag other tasks performed by clients
considered necessary to implement treatmet recommendations
and aitain desired outcomes, Such behavioss can include partici-
pation in sessions {e.g., talking about relevant topics, practicing
new skills), completion of homework assignments, demonstra-
tion of progress towards goals, discussing feelings, and engaging
in efforts outside of sessions (Cunningham & Henggeler, 1999;
Hansen & Warner, 1994; Prinz & Miller, 1991; Staudt, 2007). In
refation to attitudes, engagement also refers to the emotional
investmeni and commitment to treatment resulting from clients’
belief that treatment is worthwhile and beneficial {Staudt, 2007;
Yatchrenoff, 2005). The distinction between behavioral and
attitudinal components of engagemens is significant, given that
many clients attend ments] health treatmert and other services in
a perfunctory manner without ever fully investing in the theta-
peutic enterprise (Staudt, 2007; Staudi, Scheuler-Whitaker &
Hinterlong, 2001).

Attendance at Inifial Intake Appointments and
Ongoing Treatment Retention '

Cutrently, engagement in mental health care continues to be
measured primarily by attendance at {reatment sessions. McKay
& Bannon (2004) indicated that no-show rates for initial intake
appointments ranged from 48% (Harrison, McKay & Bannon,
2004} to 62% (McKay, McCadam, & Gonzales, 1996). More
recently, McKay, Lyan and Bannon (2003) reported on atten-
dancerates for 95 caregivers and children seeking treatment in an
urban child mental health clinic. Among those who made an ini-
tial appointment via a telephone intake system, 28% of children
accepted for services never attended an initial face-to-face intake
appointment. Consequently, gven conservative estimates
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indicate that close to 1/3 of children and their families fail fo
engage at the initial face-to-face intake appointment,

1t is not uncommon for length of freatment to average 3—4 ses-
sions in urban, low-income communities {(McKay, Harrison,
Gonzales, Kim & Quintana, 2002). Stadies from across the coun-
oy cstimate that 40% to 60% of children receiving outpatient
mental health services attend few sessions and drop ont quickly
{Andrade, Lambert & Bickman, 2000; Burns et al., 1995; DeBar,
Clarke, O’Comnor & Nichols, 2001; Goldston et al.. 2003;
Kazdin & Mazurick, 1994; Lavigne et al., 1998). McKay et al.
(2005) found that at the end of 12 weeks, only 9% of children
remained in treatment in urban inner-city cliaics. Similarly, a
national study of private insurance recipients found that children
and adolescents averaged 3.9 mental health visits within a six
month period, with an average length of stay of less than three
months (Harpaz-Rotem, Leslie & Rosenheck, 2004). However,
mean number of visits and length of stay varied as a function of
age, diagnosis, service setting, provider type, and insurance plan,
A recent study of treatment aftendance at publicly finded, com-
munity-hased outpatient child mental health centers in San Diego
County indicated that children attended an average of 13.8 weat-
ment sessions (Brookman-Frazee, Haine, Gabayan & Garland,
2008). While this number is substaniially higher than the average

communities (McKay et al.,, 2002), this discrepancy likely
reflects the differing characteristics associated with service
cngagement between o predominantly urban, low-income setting
{e.g., McKay et al., 2002) and a more heterogeneous mix of tami-
lies from different socineconomic and geographic circumstances
(e.g., Brookman-trazee et al., 2008).

Predictors of Engagement

In considering the factors affecting engagement rates, McKay &
Bannon (2004) reported on associated child and family level
characteristics. At the child level, males are more [ikely to be
referred and use more services compared to females (Griffin,
Cicchetti, & Leaf, 1993; Padgett, Patrick, Burns, Schlesinger &
Cohen, 1993). However, this disparity in service use rates by
gender decreases as children get older (Griffin ctal., 1993; Wise,
Cuffe, & Fischer, 2001). Children with mental health diagnoses
and impaired functioning are more likely o engage in services
than children without diagnoses or functional impaivments (Bird

et al., 1996; Burns ot al., 1995; Leaf et al., 1996; Offord et al.,

1987: Viale-Val, Rosenthal, Curtiss, & Marohn, 1984; Zahner,
Pawelkiewicz, De-Francesco & Adnopoz, 1992). Family level
factors impacting service engagement include family poverty,
parent and faumily stress, single parent status, effectiveness of
parental discipline, whether parents actually receive the type of
child mental health services ihey prefer. and family cohesion and
organization {Angold, Erkanii & Farmer, 2002; Angold et al.,
1998; Armbruster & Kazdin, 1994; Bannon & McKay, 2005;
Brannan, Heflinger, & Foster, 2003; Gavidia-Payne &
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Stoneman, 1997; Harrison et al., 2004; Hoberman, 1992; Kazdin
et al., 1997, McKay, Pennington, Ly, & McCadam, 2001;
Perrino, Coatsworth, Briones. Pantin & Szapocznik, 2001;
Takeuchi, Bui, & Kim, 1993; Verhulst & van der Ende, 1997).

Research also continues to highlight thai minerity children and
their familics are less likely to be engaged in mental health ser-
vices compared to non-Hispanic Caucasian families (Garland et
al., 2005; Freedenthal, 2007; Lopez, 2002; Miller,
Southam-Gerow & Allin, 2008; Zimmerman, 2005). Even
among those receiving mental health treatment, minority chil-
dren make fewer mental health treatment visits (Harpaz-Rotem et
al., 2004) and receive less adequate mental healib freatment
(Alexandre, Martins & Richard, 2009) than Caucasian children.

Rates of treatment drop-out have also been found to vary by chil-
dren’s clinical diagnoses. Although children with more serious
Axis I disorders (internalizing and disruptive behavior disorders)
continue to be more Hkely to receive treatment than those with
Axis 1 adjustment disorders only (Miller et al., 2008), a number
of studies indicate that children who drop out of treatment are
more likely to display bebavioral difficulties, such as Conduct
Disorder and delinquency (Baruch, Vrouva & Fearon, 2009,
Burns, Cortell & Wagner, 2008; fohnson et al., 2008; Robbins et
al., 2006). In comparison, children with higher levels of mood
and anxiety disorders are less likely to drop-out of tregtment pre-
matorely (Baruch et al., 2009; Burns et al., 2008; Johnson et al,,
2008).

The relationship between service engagement and child age
remains unclear. It was noted in McKay & Bannon {2004) that
some studies found an inverse refationship between child age and
rates of engagement (Griffin etal., 1993; Wise ctal., 2001) while
others reported a positive refationship (Rogbmann, Haroutun,
Babigian, Goldberg, Zastowny, 1982; Wu et al,, 1999). To date,
while some findings indicate that pre- and early adolescents are
more likely to drop cut of treatment than older adolescents
(Baruch et al., 2009), others suggest that adolescents in general
may be less likely than younger children to engage in formal
mental health services due to fears of being stigmatized by peers
(Cavaleri, Hoagwood & McKay, 2009; Logan & King, 2001).

Research also indicates that howeless adolescents are vulnerable
1o service disengagement. Baruch et al., (2009} found that home-
less adolescents are more likely to drop cut of treatment than
those with more stable housing. Instead, street dwelling home-
fess youth are more tied to *siveet” culture and informal peer net-
works, which meet their primary needs for survival {i.c., eating at
soup kitchess, asking for change, ete.) and emotional support
(Garrett et al., 2008). Homeless youth who have fewer peers in
street culture or who feel rejected by such peers may be more
likely to access mental health services than those who have stron-

~ ger bonds in their street dwelling community (Garrett et al.,

2008).
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Regarding the attitudinal component of engagement, commonly
described as “buy-in,” research further indicates that adolescents
are more likely to attend treatment when they perceive their men-
tal health as poor {Brookman-Frazee et al., 2008). It has been
suggesied that treatment engagement for adolescents may
require a certain level of self-awareness of mental health symp-
toms, Moreover treatment atiendance increases when parents
and adolesvents can agree on at least one treatment goal, which
may render youth less resistant to investing in the treatment pro-
cess (Brookman-Frazee et al., 2008),

Research on treasment engagement has also exantined the rela-
tionship between family process and treatment attendance. Par-
ent interactions with children, for example, have been shown to
be strong predictors of treatment drop out. For exammple, mothers
who make more negative statements and praise fess are more
likely to drop out of Parent-Child lnteraction Therapy
(Fernandez & Eyberg, 2009). Recent research also indicates that

families are more likely to seek treatment in times of stress or cri- -

sis (Burns et al., 2008), but are most at risk of dropout due to fam-
ily difficultics. Similarly, Johnson et al. (2008} fourdi that the
highest proportion of dropouts occurred for those families with
psychosocial difficulties and problems related to family dynan-
ics. In a qualitative study of factors influencing premature termi-
nation of mental health treatment by parents, Attride-Stirling,
Davis, Farrell, Groark and Day (2004) found that treatment
non-completers were more likely to arrive with multiple fam-
ily-level problems, while completers were focused on the spe-
cific problems of the identified child. These results suggest that
non-completion of treatment may result, at least in part, from ele-
vated family distress. Such findings underscore the importance
for considering how high [evels of family stressors impede treat-
ment engagement. Although highly stressed families may be
more in need of sapports, such stressors can hinder families’ abil-
ity to seck and retain child mental health treatmment (Thompson et
al., 2007).

Barriers fo Engagement

McKay & Bannon (2004) reported on specific logistical barriers
to service use, which inciuded concrete (e.g., insufficient time,
lack of transportation), contextual (e.g., community violence),
and agency obstacles {e.g., time on waiting lists) (Armstrong,
{shiki, Heiman, Mundt, & Womack, 1984; Bui & Takeuchi,
1992: Cohen & WHeselbart, 1993; Kawudin & Mazurick, 1994,
Miller & Prinz, 1990; Russell, Lang, & Brett, 1987, Waller &
Dumas, 1989). Additionally, perceptual batriers including poor
therapeutic atliance, perceived need for treatment, perception of
barriers, expectations for therapy, and beliefs about the therapeu-
tic process also impacted engagement beyond logistical barriers
(Garcia & Weisz, 2002; Kazdin et al., 1997, MacNaughton &
Rodrigue, 2001; Nock & Kazdin, 2001). Ethnocultural beliefs
and attitudes further influenced service engagement, as some cul-
tural groups subscribe to @ belief that parents should overcome
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child mental health problems on their own (McCabe, 2002;
Snowden, 2001},

Specific barriers which impede successful mental health service
use angagement for adolescents include fears of labels or antici-
pating stigma from others (Boldero & Fallon, 1995; Yeh,
McCabe, Hough, Dupuis, & Hazen, 2003). The adolescent
developmental period is characterized by a strong need Lo estab-
lish a sense of competence, social acceptance, and autonomy. As
a result, adolescents may have great difficully coming to terms
with the undesirable implications of having a mental health diffi-
culty for their sense of normalcy, identity, and independence
(Wisdom & Green, 2004). Not surprisingly, adolescents often
refuse services due Lo stipma about mental health difficulties and
fears that peers may have knowledge of their psychiatric issues
{Cavaleri et al., 2009). Other barriers to engagement in mental
health services for adolescents include lack of knowledge about
the need for mental heaith treatment, what services might be
helpful, as well as details about the overall treatment process
itself (Goldstein, Olfson, Martens, & Wolk, 2006; Logan &
King, 2001).  Finally, the developmental goals of adolescence,
which invelve establishing independence from adults, may lead
to an increasing tendeney to avoid self-disclosure to adults in
general (Seiffge-Krenk, 1989), consequently hindering the ahil-
ity for adolescents to readily seek assistance from traditional
mental health providers.

Poor therapeutic alliance is another subgtantial bacrier in engag-
ing and retaining families in child mental health treatment
(Kerkorian, McKay & Bannon, 2000; Robbins et al., 2006}.
Kerkorian et al. found that parents who felt disrespected by their
children’s prior mental health providers were six times more
likely to doubt the utility of Nuture treatment, and were subse-
quently likely to identify more stractural and contextual barriers
to treatment. Robbins et al. found that both adolescent and mater-
nal alliapces with therapists in Multidimensional Family Ther-
apy for adolescent substance abuse declined significantly
between the first two sessions among dropout cases, but not
among treatment completers. Moreover, difterences between
maternal and adelescent therapeutic alliance, as well as differ-
ences between maternal and paternal alliance with therapists,
predicted treatment dropout (Robbins et al., 2008). Furthermore,
the relationship between different levels of therapeutic alliance
among family members and treatment dropout has been found to
be stronger among Hispanic than Caucasian families. Flicker,
Turner, Waldron, Brody, & Ozechowski (2008) noted that
among Hispanic families, those who did not complete functional
family therapy for adolescent substance abuse experienced more
intra-famity differences in therapeutic alliances than treatment
completers. However, the same effect was not observed among
Caucasian families in the study. Flicker et al. (2008) suggested
that therapists” inexperience in addition to the insufficient atien-
tion to cuktural factors (e.g., famiism and hierarchy within His-
panic families) may coniribute to engagement difficulties. Such
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findings indicate that problematic alliance may be observable as
early as the first few sessions, particularly the differential treat-
ment alliance between family members and for specific cultural
groups. Sufficient therapist training in addressing early alliance
problems, as well as respecting culturally specific family pro-
cesses could lead to increased retention rates,

Parents’ beliefs about the causes of their children’s problems
may also hinder mental health service use. Yeh ef al. (2003%)
determined that parents who believed that their children’s prob-
lems were dute to physical causes of trauma were 1.56 times more
likely to use menial health services compared with those who had
other etivlogical belicfs (e.g., personality, relationships with
friends and famity, family issues). However, parents who
believed that their children’s relationships with friends caused
mental health difficulties were 25% less likely to use services
compared to parents who believed that child mental health diffi-
culties were caused by American culture, prejudice, economics,
spiritual issues, and nature disharmony, Providing mental healtl
education to parents on the bio-psycho-social model of chil-
dren’s mental health difficulties may assist in addressing this par-
ticular barrier to service use,

Interventions That Promote Engagement

McEay & Bannon (2004} identified a number of interventions
and strategies designed to overcome logistical, perceptual, and
cultural barricrs to engaging in chiid mental health treatment.
These involved using reminder letters and phone calls (Kourany,
Garber, & Tornuscielo, 1990; MacLean, Greenough, Jorgenson,
& Couldwell, 1989; Shivack & Sullivan, 1989), initial telephone
contact strategies (i.e., When parents first contact clinics via tele-
phone to set up an intake appointment; Coatsworth, Santisteban,
McBride, & Szapocznik, 2001; McKay et al., 1996; Sanlisteban
etal., 1996; Szapocznik et al., 1988) and face-lo-face intake pro-
cedures {(McKay, Nudelman, McCadam, & Gonzales 1996).
Additional strategies inchude those which address parent con-
cerns and barriers during the course of treatment (Henggeler,
Schoenwald, Borduin, Rowland, & Cunningham, 998; Kazdin
& Whitley, 2003; Prinz & Miller, 1994; Szykula, 1984). More-
over, dedicated paraprofessional and professional chinical staff
are also helpful in promoting family engagement (Burns, Farmer,
Angold, Costello, & Behar, 1996; Elliott, Koroloff, Koren, &
Friesen, [998; Koroloff, Ellioit, Koren, & Friesen, 1994; 1996).

Technology-based interventions

Recent mental health and primary care engagement research
indicates that telephone reminders continue to be an effective
strategy to increase attendance at mental health treatment
appointments, particularly when therapists, rather than clinic
staft, make direct contact with clients or famifies (Shoffuer,
Staudt, Marcus, & Kapp, 2007). Additionally, new technology to
improve appointment attendance inciudes the use of the intetnet
and cellular telephones. A web-based appointment system that
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allows clinicians and staff'to make, change, and confirm therapy
appointments led to an increased itkelihood of attendance at first
therapy sessions (74%), as compared Lo traditional thera-
pist-based scheduling by telephone (54%6) (Tambling, Johnson,
Templeton, & Melton, 2007). Appointment reminders sent via
lext-messaging is also an effective way to improve attendance
rates at primary care oulpatient services (Downer, Meara, Da
Costa, & Sethuraman, 2006; Leong et al., 2006), and could be
easily implemented at memtal health clinics.

Paraprofessional staff
Additionally, research continues to focus on the use of .
pataprofessional staffto promote engagement. Trained parent, or
family, advocates are paraprofessionals who have special needs
children themselves. Family advocates are trained to coach and
support families in need of mental health services utilizing the
skills and knowledge they have already developed by success-
fully navigating the mental health service sysiem for their own
children. Family advocacy and support programs increased in
number nationwide (Hoagwood et al. in press; Olin et al,, in
press), and approximatety 10,000 families access training, scr-
vices, and support through family advocacy programs annually
in New York State alone (Olin et al., in press). The Parent
Empowerment Programn (PEP) in New York State trains family
advocates to address the needs of parents dealing with child men-
tal health difficulties by focusing on empowering their clients as
active agents of change (Olin et al., in press). PEP intcgrates
practical principals of parent support, the Unified Theory of
Behavior Chunge (UTB; Jaccard, Dodge, & Dittus, 2002,
Jacecard, Litardo, & Wan, 1999), and evidence-based engage-
ment strategies (McKay, MoCadam, & Gonzales, 1996; McKay,
Nudelman, McCadam, & Conzales, 1996; McKay, Stoewe,
MeCadam, & Gonzales, 1998). Delivered by current or former
parents of children with identified mentaf health needs, family
advocates trained in the PEP model provide instrumental and
emotional support, information about mental health services,
care coordination, referral and linkage to other services, respite,
recreation, and direct advocacy (Jensen & Hoagwood, Z008).
Moreover, the personal experience of advocates increases credi-
bility and the ability to engender trust with parents, thereby help-
ing furmilics become more actively engaged in their children’s
care (Gyamfietal., 2010; Hoagwood etal., 2008; KorolofTt, et al.,
1994; 1996; Olm et al., in press; Robbins et al., 2008). Although
research on family advocates is in the preliminary stages, it has
been suggested that when family advocates are integrated in
child mental health service delivery, families are more likely to
engage in treatment (McKay et al., in press).

A related area focuses on outreach, engagement, and
psychoeducation services provided by peer youth specialistsas a
promising way to address difficulties in engaging adolescents
into mental health treatment. Peer youth specialists, who are ado-
lescents and young aduls themselves, are often seen as more
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credible and may possess a greater understanding of youths® con-
cerns compared 1o adult professionals. As a result, peer youth
specialists possess an enhianced abilily to engage adolescents to
address a range of issues, including substance abuse, HIV/STD
prevention, suicide prevention, and academic failure (Tindall &
Black, 2009). Moreover, adolescents may be more responsive 1o
younger service providers seen as peers rather than older adults
(French, Reardon, & Swmith, 2003).

Within the meatal health ficld, peer youth specialists have been
integrated into a treatment program for sexualty abused children
and adolescents. In the Peer Support Program (Alaggia,
Michalski, & Vine, 1999}, peer youth specialists, who have been
affected by sexual abuse themselves, liaise with community
agencies and schools to identify and engage sexually abused chil-
dren and adolescents who might not otherwise seek treatment
services through formal networks. Consumer feedback indicated
that youth found the outreach efforts and availability of the peer
youth specialist as one of the most important features of the pro-
gram (Alaggia et al, 1999). Recent national attention has pro-
moted the use of peers for transition-age (16-25) vouth and
young adults {e.g., Galasso et al., 2009) to provide support and
assist in self-advocacy skills. Additionally, peer youth advocacy
groups have emerged across the country (e.g., Youth MOVE:
hitpe/fwww.youthmove.us/) to ensure that youth voice fs inte-
graled into mental health program planning and service delivery.

Finally, the New York State Office of Mental Health has formal-
ized the peer youth specialist role (called “Youth Advocates™)
within suppori services for families whose children manifest sig-
nificant mental and behavioral health difficulties. Youth advo-
cates are adolescents and young adults (aged 17-22) who have
current or prior mental health challenges, for which they have
received services through the child-serving system (e.g., mental
health, child welfare, juvenile justice; Roussos, Berger, & Harri-
son, 2008). Currently, eighteen youth advocates in the New York
City metropolitan arca (1) engage children and adolescents and
their families in identifying service needs and goals: (2) provide
support, education on mental health issues, and guidance based
on youth advocates’ personal experiences; (3) organize social,
recreational and educational activities for children and adoles-
cents: and (4) represent the interests of youtl mental health chal-
lenges in puoblic forums (Personal communication with B.
Lombrowski, 4/22/10). Although youth advocates have yet o be
formally evaluated regarding their ability fo promote sngage-
ment among youth in outpatient mental healil: treatment, they
represent an emerging national interest in expanding peer out-
reach services for adolescents involved in the mental healih sys-
tem (Federation of Families for Children’s Mental Health, 2001
Children’s Mental Health Plan Youth Advisory Workgroup,
2008).
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Beyond clinic walls

Improving engagement and access to child mental health ser-
vices has also been improved by programs operating outside the
traditional clinic environment. For example. combining
school-based and family-directed mental health services for chil-
dren through the Positive Attitudes toward Learning in Schools
(PALS) program (Atkins et al., 2006) has coniributed to success
in service engagement and retention. PALS focuses on improv-
ing the classroom and home behavior of children with disruptive
behavior disorders, consisting of both classroom-based (e.g.,
posting rules, behavior contingencies, individualized reward
systems} and tarnily-directed (e.g., parent groups co-facilitated
by clinicians and parent advocates) services. Atkins et al. found
that 80% of families agreed to enroll in PALS versus 55% of fam-
ilies engaging in traditional clinic services. At three months,
100% of PALS families remained enrolled in the program, while
(% of control familics continued to receive clinic-based services.
At 12 months, 80% of PALS families still remained in services,
and among these, 83% agreed to re-enroll in PALS for the fol-
lowing year, while 36% of control families agreed to re-enroli in
clinic-based services. Atkins et al, attributed the engagement and
effectiveness success of the PALS program to the concurrent use
of school- and home-based services, as well as the active involve-
ment of parent advocates who were instrumental in helping
low-income minority famiiies overcome multiple barriers to
mental health service use (Frazier, Abdut-Adil, & Atkins, 2007).

Home-based therapy is also an effective way 10 deliver mental
health services to adolescents and their families. Slesnick and
Prestopnick (2004) reported that providing in-home, as opposed
to office-based, family therapy significantly increased atten-
dance and participation in therapeutic sessions among adoles-
cents and their family members, Thompson, Bender, Windsor,
and Flynn (2009) recently confirmed this finding among adoles-
cents with behavior problems receiving solution-focused family
therapy. Participants who received home-based therapy
enhanced by experiential activities designed to strengthen com-
munication, relationship-building, and coping, remained in treat-
ment significantly fonger than a comparison group who received
office-based family therapy (Thompson et al., 2009). Providing
services in the home undoubtedly heips to eliminate structurai
barriers to treatment, such as transportation problems and
childcare.

Strength-based approaches

An ncreasing number of programs that have adopted a
strengths-based approach to delivering services to families,
sometimes referred to as a family support perspective (Kagan &
Shelley, 1987). This philosophy of practice builds on family
members’ competencies, supports families to make decisions for
themselves, and focuses on enhancing the strengths of families,
inchuding cultural strengths, rather than fixing deficits (Green,
MecAllister, & Tarte, 2004). Strength-based practices are likely to
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influence the extent fo which parents actively engage in program
services (Green, Jobnson, & Rodgers, 19993, To the degree that
parents feel respected, valued, and treated as if they are knowl-
edgeable and capable, shey may also be more likely to actively
partoer with program staff to work toward their goals (DeChillo,
Koren, & Schultz, 1994),

Patient empowerment and activation has emerged as a
strength-based strategy to increase engagement for minority
adult mental health clients, and has potential for parents bringing
their children to treatment for mental health problems. The Right
Question Project-Mental Health (RQP-MH) program (Alegria et
al., 2008) consists of three patient trainings, during which partici-
pants are encouraged to identify questions they have for their
mental health providers, formulate comfortable ways of phrasing
their questions, and engage in role-play to practice asking their

questions and following-up on answers. Among a sample of

fow-income, primarily Spanish speaking adulis, Alegria et al.
(2008) found that intervention participanis werc over twice as
likely as a comparison group to be retained in treatment, 29%
more likely to atiend their scheduled visits, and over three times
more fikely to have at least one foltow-up visit.

Ag another strength-based approach, Motivational Interviewing
(MI}, is a directive, client-centered counseling style in which
providers encourage patients to argue for behavior change for
themselves and overcome ambivalence towards such change
{Miller & Rollnick, 2002). M1 is more focused und goal-directed
than traditional counseling methods, with examination and reso-
lution of ambivalence being its central purpose (Miller &
Roflnick, 2002). According to Miller and Rollnick {2002}, the
value of motivational interviewing lics in the patient discovering
the advantages and disadvantages oftrcatment for himsetfor her-
self. Hssential compoenents of the M counseling style include
reflective listening, use of open-ended questions to explore
patients’ motivations for change, affirm patient’s own
change-related statements and efforts, helping patients recognize
the gap between current behavior and their desired life goals,
asking permission before providing advice or information, using
non-confrontational responses to registance, encouraging
patient’s self-efficacy, and collaborating with patients on action
plans (Miller & Rellnick, 2002),

MI has been found to improve retention rates among adults (e.g..
Carroll et al., 2006; Murphy, Thompson, Murray, Rainey &
Uddo, 2009; Sherman et al., 2009}, and has been used as a treat-
ment model with various adolescent populations, including
youth in emergency roem settings who are presenting for and
currently being treated for injuries (Monti & Colby, 1999}, and
most commonly, adolescents with substance abuse and addiction
issues (Colby, Monti & Barneit, 1998; Monti & Colby, 1999,
Sciacca, 1997),

Mostrecently, MI techniques, such as the expression of empatly,
development of discrepancy, rolling with resistance, and support
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for self-efficacy, have been integrated into a 1-2 session inter-
vention designed to increase the likelihood that adolescents with
serfous psyehiatric illness successtully participate in mental
health treatment (Making Connections Tntervention [MCI[};
Lindsey, Bowery, Smith, & Stiegler, 2009). The MCY program
addresses factors that influence treatment acceptability (i.e.,
engagement, perceived relevance, and service salisfaction) prior
to treatment participation. The MCI program has the potential to
enhance help-seeking behaviors by empowering adolescents to
identify perceptual and aciual barriers that influence their treat-
ment acceptability and equip them with the skills to overcome
these barriers. Plans to evaluate the impact of MCi in combina-
tion with an evidence-based treatment for adolescent depression
{(i.e., Interpersonal Psychotherapy for Adolescenis [IPT-AYL
Mutson, 2010} are currently underway.

Additionally, Ml techniques have been integrated info engage-
ment-specific interventions for depressed mothers whose chil-
dren receive psychiatric treatment (Swartz et al., 2007; Zuckoff,
Swartz, & Grote, 2008; Zuckoff, Swartz, Grote, Bledsoe, &
Speilvogle, 2004). Ml in combinaiion with ethnographic inter-
viewing (EI) has been formulated into a single engagement ses-
sion designed to ecnhance clinicians’ ability to identify,
comprehend, and resolve patients’ ambivalence regarding
heip-seeking and entering treatment. Developed in response to
the difficulty in engaging depressed mothers of psychiatrically
involved children into their own treatment, the MI/ET interven-
tion was designed to address patient ambivalence as well as clini-
cian biases which could serve as barriers to engaging patients
into treatment. A recent study utilized the MI/El engagement ses-
sion in combination with brief Interpersonal Psychotherapy
(IPT-B as described in Grote et ak, 2004}, Grote, ZuckofT,
Swartz, Bledsoe, & Geibel (2007) found that 96% of women in
the MI/EI plus IPT-B condition attended their initial treatment
session vs. only 36% of women in the IPT-B alone condition {p <
001}, Although the MI/ED intervention has been designed to
engage adult patients into their own treatment, it may have poten-
tial utility with those parents whose children require psychiatrie
treatment but who may be espectally resistant to formal child
mental treatment models.

Special Populations

Families of children with disruptive behavior
disorders

Childhood distuptive behavior difficulties, ncluding persistent
oppositicnal and/or aggressive behavior, are among the most
common reasons for referrals to child mental health clinics
(Frick, 1998; Kazdin, 1995). These disorders are particularly
concerning because of the high degree of impairment and poor
developmental trajectory (Lahey & Loeber, 1997). However, as
stated carfier, families whose children manifest such difficulties
have an increased Hikelihood of dropping out of treatment
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prematurely {Baruch et al., 2009; Bums et al., 2008; Johnson et
al., 2008; Robbins et al., 2006), losing any progress families may
have made before terminating services, Such families experience
additional stressors and commitments that limit the resources
available to facilitate attendance at appointments (Miller &
Prinz, 1990), such as insufficient time, lack of transportation, and
concerns that services might not help (McKay et al., 2005).
Moreover, parents often need support and education on provid-
ing reinforcement, using alternatives to physical punishment,
focusing on treatment gains rather than on negative behaviors,
effective communication skills, and problem solving (Miller &
Prinz, 1990). Additionally, these children, by the nature of their
difficalties, may not fully participate in sessions despite being
physically present. It is not uncommon for such children to dis-
agree with the treatment plan, or resist treatment altogether
(McKay et al., 2005),

The Multiple Family Group {MFG) service delivery model to
teduce disruptive behavior disorders, developed by Dr. Mary
McKay and colleagues at the Mount Sinai School of Medicine
(MSSM), is specifically tatlored to improve engagement, reten-
tion, and effectiveness of services for urban children and families
of color (Franco, Dean-Assacl, & McKay, 2008, Gopalan &
Franco, 2009}. This model involves schoeol-age, inner-city chib
dren (ages 7 to 11} who meet diagnostic criteria for Oppositional
Defiant Disorder (ODD)} or Conduct Disorder (CD) and their
families (inclading adult caregivers and siblings between the
ages of 6 to 18 years) in a 16-week series of group meetings with
6to 8 families. The MFG service delivery model addresses those
family factors (i.e., poor parental discipline and monitoring,
inadequate behavioral limits, fack of parent-child bonding, fam-
ily conflict, stressors, family disorganization, family communi-
cation, within family support, and low level family interactions)
which are consistently implicated in the onset and maintenance
of childhood behavioral difficulties, and predict the development
of child ODD and CD {Alexander, Robbins, & Sexion, 2000;
Dishion, French & Patterson, 1995; Egeland, Kalkoske,
Gottesman, & Erickson 1990; Keiley, 2002, Kilgore, Snyder, &
Lentz, 2000; Kumpfer & Alvarade, 2003; Loeber & Farrington,
1998; Loeber & Stouthamer-Locber, 1987; Paiterson, Reid, &
Dishion, 1992; Reid, BEddy, Fetrow, & Stoolmiller, 1999;
Sampson & Laub, 1994, Shaw, Vondra, Hommering, & Keenan,
1994; Tremblay, Loeber, Gagnon, & Charlebois, 1991). In addi-
tion, MFG content addresses specific family factors related to
urban living, socioeconomic disadvantage, social isolation, high
stress, and lack of social support. These factors hinder effective
parenting and contribute to childhood conduct difficultics, as
well as relate to early drop out (Kazdin & Whitley, 2003; Wakiler
& Dumas, 1989). In addition, intervention sessions have been
designed to target factors (e.g., parental stress, use of emotional
and parenting support resources, family involvement with the
child in multiple contexts, and stigma associated with mental
health care} which potentially impact inner-city child mental
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health service use and outcomes. Key components are delivered
via content and activities based on core elements of parent train-
ing and systemic family therapy.

The use of MFGs has been shown to increase family engagement
in treatment (McKay et al., 2005). A preliminary study of the
MFG model exemined the impact of MFGs on 138 children with
conduct problems and their families, who were assigned to MFG
ot service as usual (family therapy ot individual therapy). Fami-
lies in the MFG groups attended on average 7 £ 3.3 sessions dur-
ing a 16-week period. In comparison, families in the “treatment
as usual” family therapy group attended an average of 4 £ 3.2 ses-
sions, while families in the “ireatment as usual” individual ther-
apy group aitended an average of 3.1 + 2.7 sessions. Currently,
the MFG service delivery strategy to reduce child disruptive
behavior disorders is being tested in a large-scale effectivencss
study funded by the National Institute of Mental Health (NIMH).
Preliminary data indicates that engagement rates for families in
the MFG treatment condition far surpass what would normally be
seen in urban child mental health clinics (McKay et al., in press;
McKay et al., 2005).

Families and children affected by trauma

In a recent study conducted by the Office of Juvenile Justice and
Delinquency Prevention (Finkelhor, Turner, Ormrod, Hambry, &
Kracke, 2009), more than 60% of children in the United States
reported being exposed to violence within the past year, Children
exposed to frauma can experience a number of shost-term and
long-term disturbances in sel-regulation (e.g., avoidance, with-
drawal, sleep disturbance, changes in appetite, difficultics regu-
lating mood, and difficulties concentrating, exaggerated starile
response, hyper-vigilance, a need to repeat the event through
words and/or play, flashbacks or re-experiencing), somatic com-
plaints (e.g., headaches, stomachaches and back pain), as well as
increased disturbances in mood, developmental achievemenis,
behavior, and risk-taking activities {e.g., using drugs and alco-
hol, promiscuous sexual activity, skipping school, running away
from home) La Greea, Silverman, Vernberg, & Robetts, 2002;
Cohen, Mannarino, & Deblinger, 2006). If symptoms do not sub-
side over time on their own or with treatment, individuals may
develop depression, anxdety, PTSD, personality changes, sub-
stance abuse, and impaired school functioning (La Greca et al.,
2002; Cohen et al., 2006). Additionally, traumatized children are
more tikely to be involved in violent relationships, either as vic-
tims or perpetrators (Harpaz-Rotem, Murphy, Berkowitz, &
Rosenheck, 2007).

Recommended treatment includes early engagement fo identify
and monitor initial reactions to frauma which may lead to future
disorders (Berkowitz, 2003), ensuring that concrete needs (e.g.,
safety, shelter, employment, medical care) are met (Saltzman,
Layne, Steinberg, Arslanagic, & Pynoos, 2003), providing
psychoeducation about normal and abnormal seactions to
travwma, and enhancing coping skills (Saltzman et al., 2003).
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However, several factors impede engagement for those who have
been exposed to violence and trauma. Individuals who sutfer
post-trawmatic reactions often do not recognize the effects of the
event until a significant and persistent Joss of functioning has
occurred (Ethai & Ford, 2009). When someone experiences a
traumatic event, they become physically, emotionally, and
cognitively dysregulated (Osofsky & Osofsky, 2004). One reac-
tion is a desire to avoid the trawmatic incident and any reminders.
Moreover, individuais frequently withdraw from the very sup-
port systems and routines which are likely to assist with recovery
(Cohen et al., 2006). Other engagement burricrs specific to
trauma include perceived intrusivencss of clinicians, trauma
fatigue (a weariness of discussing the tragic event), aversion to
being probed about the cvent and the associated feelings, and
parents underestimating the exposure and effects of the traumatic
event on themselves and their children (Levitt, Hoagwood,
Greene, Rodriguez, & Radigan, 2009). Families often withdraw
from their normal daily routines and social supports in order to
avoid further exposure to potentially traumatic events or trau-
matic reminders. Unfortunalely, such a withdrawal limits access
by mental health providers to victims (particulatly children),
especially when caregivers fear that children could be re-truums-
tized if asked to discuss the trauma (Elhai & Ford, 2009).

Early identification is a significant challenge to treating children
and families who have been exposed to violence and frauma.
Most of the time, families do not seek treatment untif and unless
their child is exhibiting significant behavioral problems. Many
children may minimize their reactions to the traumatic event to
avoid upsetting their parents or caregivers {Levitt et al., 2009).
Moreover, as typical trauma reactions include internatizing
behaviors (e.g., avoidance, denial, depression, withdrawal, sleep
disturbances, changes in appetite and concentration), parents
who are unaware of such symptoms or who lack education on
what to look for may be unlikely to seek appropriate and timely
treatment. The result is that a large percentage of children in necd
of services are never identified or seen by mental health profes-
sionals {Finkelhor, Ormond & Turner, 2007},

Even when parents are aware, many feel guiity that they were

unable to protect their child from the initial trauma. Fears of

being judged and attempts to protect their ¢hild from
re-traumatization may lead parents to avoid treatment (Elhai &
Ford, 2009). Strategies to overcome trauma-specific batriers
include providing psychoeducation for children and parents
about normal reactions to abnortmal events, orienting parems to
the treatment process, and assuring them that successful treat-
ment will help children get better faster, As many parents may
experience their own difficulties following a traumatic event
(deVries et al., 1999}, parents shouid also be educated on the
importance of treasment for themselves and provided referrals.
Moreover, framing parent well-being within a family systems
context helps parents to understand how their own mental health
status affects their child.
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Finally, additional trcatment basriers include socio-economic
status, lack of health insurance, negative experiences with clinic
staff, lack of knowledge regarding how to access services,
bureaucratic red tape, familial discord, lack of transportation,
child-and-family care, finances, employment schedules, and
environmental chaos (Davis, Ressler, Schwartz, Stephens, &
Bradley, 2008). While these obstacles are not unique to those
who have experienced trauma, vielence tends fo occur in the
most vuinerable communities (Self-Brown et al., 2006). Com-
munity-based interventions that intervene beyond the clinic
walls provide an opportunity to collaborate with comununity
stakeholders and provide access to those who need it most. More-
over, collaborative community-based interventions in the acute
phase following trauma exposure may assist in early identifica-
tion and engagement. One example, the Child Development
Conunnnity Policing Program (CDCP), involves collaboration
between the New Haven Department of Police Services and cli-
nicians from the Yale Child Study Center. The model involves a
partnered response to children and families following incidents
where children are involved as victims and/or witnesses of vio-
lence and trauma. This partnered response allows police to secure
the scene while c¢linicians intervene by providing
psychoeducation, acute coping strategies, and treatment options.
As aresult, the family’s sense of physical and emotional safety is
enhanced. Police/clinician teams follow up with the family
within a week lo assess current functioning and symptoms,
apswer questions relaled to the incident, and continue ongoing
treatment planning with the family (Marans, 2004). Recent find-
ings indicate the CDCP program has beea particularly successful
in reaching Hispanic children, and in responding to mcidents
invelving gang involvement, accidents, felony assauits, property
crimes, family violence, and psychiatric crises. Moreaver, chil-
dren and families invelved in the most severe incidents and those
with a primary mental health component are more likely to utilize
intensive CDCP services (Murphy, Rosenheck, Berkowitz, &
Marans, 2005).

implications and Conclusions

Beginning with McKay and Bannon’s (2004) review, recent
studies suggest broadening the definition of treatment engage-
ment beyond simple treatment attendance. From a clinical per-
spective, providers are well-advised to pay attention to indicators
of treatment disengagemen( prior to sessions being missed (e.g.,
difficulty scheduling appointments, lack of follow-through on
intervention plans, insubstantial treatment goals, uncven treat-
ment progress, lying about important issues; Cunningham &
Henggeler, 1999}, Furthermore, fature research can measure dif-
tevent behavioral indicators of engagement beyond simple treat-
ment attendance (e.g., participation and cooperation in sessions,
homework completion, demonstrating progress towards goals),
When distingaishing between appropriate treatment completion
and drop-out, clinician/client agreements to treatment
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termination should be considered (Johnson et al.. 2008). Mea-
surement of engagement should also include an attitudinal corm-
ponent to distinguish those clients who are invested'in treatment
from those who are simply complying (Staudt, 2007). This may
be accomplished by incorporating treatment process measures
such as the Metropolitan Area Child Study (MACS) Process
Measure (Tolan, Hanish, McKay, & Dickey, 2002).

Albthough recent data show discrepancies belween the average
number of treatment sessions attended in child mental health
clinic settings (i.c., Brookman-Frazee et al., 2008; McKay et al.,
2005), such differences may result from the differing socioeco-
nomic and geographic characteristics between low-income
urban settings (i.c. McKay et al., 2005) compared to an entire
county consisting of urban, suburban, and rural communities (i.e.
Brookman-Frazee et al, 2008). CGiven an inverse correlation
between setvice use and poverty, parent and family stress, and
minority and single parent status {(Angold et al., 1988;
Armbruster & Kazdin, 1994; Brannan et ai., 2003; Freedenthal,
2007, Garland et al,, 2005; Gould et al,, 1985; Hoberman, 1992;
Kazdin et al., 1997; Lopez, 2002; Miller, Southam-Gerow &
Allin, 2008; Zinumernman, 2005), it is not surprising that urban
clinics may experience greater challenges in retaining
low-income, single-parent families of cofor who typically utilize
community mental health services, Moreover, an overall lack of
sufficient child mental health service providers in wrban,
inner-city settings (Asen, 2002) creates even greater obstacles to
accessing treatment. Recent findings addisionally identify that
familics whose children have disruptive behavior disorders,
homeless adolescents, famnilies where parents and children dis-
agree on treatiment goals, families with more hostile parent-child
interactions, and families with multiple psychosgocial issues are
particularly difficult o engage and retain in treatment. Morsover,
the quality of the therapeutic alliance with parents and children,
as well as parents’ ctiological beliefs regarding their children’s
rzental health difficulties, also influence child menial health
treatment engagement. Clinical solutions may entail the use of
more culturally appropriate services and provider engagement of
minority families, multi-level services to address complex family
needs, psychoeducation about the bic-psycho-social mode! of
child mental health difficulties and continued attention to pro-
moting productive working relationships between parents, chil-
dren, and therapists. This is particularly imporiant as problems
with afliance may be prevalent even within the first few sessions.
Finally, specialized treatment programs focused on engaging
families whose children manifest disruptive behavior disorders
{€.g., Franco, Dean-Assael, & McKay, 2008; Gopalan & Franco,
2009), particularly for urban, low-income, minority families,
may be beneficial for those families least likely to engage in child
meuntal health treatment.

Although previous research presents equivocal findings regard-
ing the relationship between child age and engagement, it may be
worth exploring how refuctance 0 seek treatment and treatment
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disengagement varics across the different developmental stages
of childhood and adelescence. Moreover, clinicians who elcit
adolescents” perspectives on their own mental health symptoms
to increase self-awareness may be more likely to increase adoles-
cents” motivation for treatment. Finatly, resolving potential con-
flicts between parents and youth by finding common treatment
goals may have utility in increasing treatment retention.

The advent of new technology means that treatment engagement
can be further improved through the use of web-based appoint-
ment systems and texting 1o mobile phones. Additionally, mak-
ing treatment available outside the traditional clinic walls
through school- and home-based service delivery models is
promising for the prometion of initiaf engagement and service
retention. Patient empowerment and activation may provide par-
ents with skills to advocate for their chiidren’s treatment. As a
:resu]t, future clinical and research activities may focus on ways
to adapt the RQP-MH and M interventions for the child mental
health context. Moreover, the use of paraprofessional family
advocates and peer youth specialists ave gaining increasing popu-
larity, particularly given a growing demand for conswmer-led
setvices in mental health (New Freedom Commission on Mental
Health, 2003). Finally, this article focuses altention towards
those families whose children manifest discuptive behavior dis-
orders and traumatic symptoms. As thesc special populations
present with unique treatment barriers, both clinical and research
activities should explore how the highlighted programs can help
to overcome obstacles to treatment engagement faced by families
with such needs.
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I. Introduction
A. Legislative Charge: PA 13-178

The Connecticut Department of Children and Families (DCF) is submitting this Connecticut
Children’s Behavioral Health Plan in fulfiliment of the requirements of Public Act (PA)13-178, one part
of the Connecticut General Assembly’s response to the tragedy in Newtown in December 201 2.' The
legislation called for development of a “comprehensive implementation plan, across agency and policy
areas, for meeting the mental, emotional and behavioral health needs of all children in the state, and
preventing or reducing the long-term negative impact of mental, emotional and behavioral health issues
on children.” Although developed under the guidance of DCF, this Plan is the product of extensive public
input and discussion over the past eight months and aspires to be owned by the diverse set of
organizations and individuals who had a part in its design and hopefully will be invested in making it a
reality.

Every child deserves the opportunity to grow up in a nurturing and supportive home and in a
community and school that promotes optimal social and emotional development. To achieve their best
possible health and well-being, children require, at a minimum: safety and security, positive relationships
with peers and caring adults; a sense of meaning and purpose; connections to community; physical
activity and nutrition; and opportunities for play and learning.*® Existing frameworks for well-being
differ but all underscore the basic principle that the absence of illness is not the same as the presence of
health. The well-being framework adopted by the Administration on Children, Youth and Families
(ACYF) specifies measurable domains of well-being in the areas of cognitive functioning, physical
health, behavioral/emotional health, and social functioning, ** Domains of health and well-being can be
threatened throughout the lifespan by trauma, maltreatment, and other adverse childhood experiences that
result in toxic stress and can lead to emotional or mental illness.’ The scope of PA 13-178 envisions a
statewide children’s behavioral health system in which the well-being ot all children is actively promoted,
the damaging consequences of toxic stress are prevented, and children with identified needs and their
families have access to timely, appropriate and effective supports and interventions that will restore them
10 a path toward sustained well-being.

There are approximately 783,000 children under age 18 currently in Connecticut, constituting 23% of
the state’s population, Epidemiological studies using large representative samples suggest that as many as
20% of that population, or approximately 156,000 of Connecticut’s children, may have behavioral health
symptoms that would benefit from treatment.”* Researchers have found that between 37 and 39 percent of
youth in the three studies had received one or more behavioral health diagnoses between ages 9 and 16.°
Half of all lifetime diagnosable mental illness begins by age 14."° Despite the prevalence of behavioral
health conditions, an estimated 75-80% of children in Connecticut with behavioral health needs do not
receive treatment. '’ ' :

Exposure to trauma or Adverse Childhood Experiences (ACE) is a growing concern, with a recent
study suggesting that two-thirds of children have at least one ACE and 10% have five or more.”” Eighty
percent of the youth admitted to detention in Connecticut report a history of trauma.'” The federal
Substance Abuse and Mental Health Services Administration (SAMHSA) reports the prevalence rates for
substance abuse by age 17 (nationwide) as more than 30% for marijuana and more than 60% for
alcohol.' Additionally, according to DCF data, more than 60% of boys in the CT Juvenile Training
School (CJTS) over the past three years had a substance use diagnosis. Additionally, youth who are
involved in the juvenile justice system have high rates of diagnosable behavioral health conditions, as
high as 70% for youth in juvenile detention.”” .

A recent Institute of Medicine report on prevention concludes that “there is consistent evidence from
moultiple recent studies that early [behavioral health] disorders should be considered as commonplace as a



D0

Connecticut Children’s Behavioral Health Plan October 2014

fractured limb: not inevitable but not at all unusual. The prevalence of these disorders is the same in
young people as it is in adults. An implication for prevention is that universal programs will not be wasted
on large numbers of risk-free children.”'®

Despite the prevalence of behavioral health and substance abuse concerns and that an estimated 96%
of children are covered by health insurance, practitioners and policy makers still have extensive work to
do to ensure compliance with federal and state mandates regarding promotion, prevention, and early
identification, access to care, parity between behavioral health care and medical care, and access to
treatment in the least restrictive environment.

The State of Conneciicut has made

tremendous strides in building a more Table 1.1 Coverage Status of Conneeticut Children
responsive, publicly funded behavioral health Under Age 18

service system in recent years that includes an COvEREE Cithzony Percent | Yumber of
array of school, center- and home-based services Children
(See Section [11.B.). Twenty-four Child Covered by private

Guidance Clinic (representing upwards of 90 commercial plans subject to | 28.0% 219,240

State coverage mandates
Covered by private plans of
self-insured employers (not 28.0% 219,240
subject to State mandates)
Covered by public plans

sites) have been designated as Enhanced Care
Clinics with increased reimbursement for

providers committed to achieving a set of pre-
defined service improvements. Forty-seven of

these locations offer specialty evidence-based (HUSKY A, HUSKY B, 40.0% 313,099
trauma focused clinical treatment for children other)

suffering from adverse child experiences. Uninsured 4.0% 31,000
Twenty-six System of Care (SOC) community Total 100.0% | 783,000

collaboratives across the state are supported by a NOTE: These are estimates based on multiple sources to

Kfi £ dinat h di provide a sense of proportions in each system, not exact
worklorce of care coordinators who coordinate numbers. Sources: U.8. Census, American Community

cross-sector child and family teams to Survey, 2012 (denominator); CT Department of Social
individualize treatment p]anning for chi]dren ' Services, CT Department of Children and Families.

with serious emotional disturbance (SED). State-supported School-Based Health Centers (SBHC) have
expanded in number to 96, many more schools receive behavioral health supports through other means,
including hospital and community-clinic partnerships and the co-location of pediatric and family
behavioral health providers. There is increasing attention to the behavioral health needs of very young
children through such interventions as Early Head Start/Head Start, Birth to Three, the Early Childhood
Consultation Partnership, Child First and the Infant Mental Health Endorsement. Statewide and
community-level family advocacy organizations have resulted in a stronger presence of family advocacy
and family and youth participation in governance and service delivery. Through the Connecticut
Behavioral Health Partnership (CT BHP), resources and services for children enrolled in Medicaid are
much more efficiently and effectively managed through an Administrative Services Organization.

Notwithstanding these significant improvements and reforms for children served through the public
sector, too many families with children in need of immediate behavioral health services struggle to
understand and navigate a difficult and fragmented system that lacks basic capacity across the array of
services. Identified roadblocks for accessing care include a diffuse network of payers, differing
categorical and financial eligibility criteria, restrictions on covered services, and inconsistent standards for
clinical practices. Access issues are compounded by inadequate training for specific behavioral health
conditions as well as lack of trained personnel. Policymakers have faced a barrage of constituent
complaints about the lack of access to services, lack of complete and clear data on the current system and
a conflicting array of prescriptive actions for remedying the situation. The many families who told their
stories in the course of gathering information for this Plan attest to the fact that, despite significant
improvements, the system remains broken,



05

Connecticut Children’s Behavioral Health Plan October 2014

This Plan provides Connecticut with a timely opportunity to instituie substantive changes that will
align policy, practice and systems development, building on the strengths in the current system while
rectifying the weaknesses that exist. The goal of the Plan is to ensure that all children and their families
have access to effective behavioral health prevention, treatment and support. DCF, as the State’s
children’s behavioral health authority, was designated as the lead agency to develop and submit this Plan
in consultation with: families and youth; representatives of the children and families served by the
Department; providers of mental, emotional or behavioral healith services for children and families;
advocates; and others invested in the well-being of children."”

While this Plan builds on many recent analyses, recommendations, and previous plans (see Appendix
B, Bibliography), its main distinguishing factor is that it addresses the entire public and private children’s
behavioral health system, approached from the standpoint of the families and children who rely on these
setvices. It seeks to build an integrated, comprehensive system that delivers neaded services to all
children in the most efficient and effective manner, regardless of system involvement, payment source,
race and ethnicity, age, geography or any other factors.

At a minimum, Public Act 13-178 calls for the Plan to include the following strategies to prevent or
reduce the long-term negative impact of mental, emotional and behavioral health issues on children:

A. Employing prevention-focused techniques, with an emphasis on early identification and
intervention; :

B. Ensuring access to developmentally-appropriate services;

a

Offering comprehensive care through an array of services;

D. Engaging communities, families and youths in the planning, delivery and evaluation of mental,
emotional and behavioral health care services;

E. Being sensitive to diversity by reflecting awareness of race, culture, religion, language and
ability;

F.  Establishing results-based accountability measures to track progress towards the goals and
objectives outlined in this section and sections 2 to 7, inclusive, of this act;

G. Applying data-informed quality assurance strategies to address mental, emotional and behavioral
health issues in children;

H. Improving the integration of school- and community-based behavioral health services; and
I, Enhancing early interventions, consumer input and public information and accountability by:

(i) increasing family and youth engagement in medical homes in collaboration with the
Department of Public Health,:

(if) increasing awareness of the 2-1-1 Infoline program in collaboration with the Department
of Social Services,; and

(iii) increasing the collection of data on the results of each program, including information on
issues related to response times for treatment, provider availability and access to
treatment options, in collaboration with each program that addresses the mental,
emotional or behavioral health of children within the state, insofar as they receive public
funds from the state,

Although the State has made important strides in reforming the publicly funded components of the
system through the CT BHP,"” this Plan recognizes that only about 40% of children in the State are
covered by that system (Table 1.1). Furthermore, of the estimated 56% of children covered by private
plans, only half are in plans that are subject to state-level public mandates related to coverage. Larger
companies that are self~insured cover the remai ning children. Companies who self-insure their emplovees
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are covered by federal law (ERISA) but are subject to limited state oversight.”” A shrinking but still
significant segment of children, ranging from 2-6% depending on location,’® remain completely uninsured
due to immigration status or other factors. Families in all three covered categories as well as the uninsured
use many of the same providers and systems, with variation in access and services offered.

This Plan will address these challenges directly, reflecting a growing determination across sectors to
create a behavioral health service system that not only provides the best possible treatment but promotes
social, emotional, and behavioral well-being and provides all Connecticut’s children the opportunity to
live happy, healthy and richly rewarding lives.

B. Plan Structure

» Section II provides an overview of the current system as reflected in available data,
background and history of selected recent efforts to develop the children’s behavioral health
system and the main findings from extensive community discussions and stakeholder input;

¥ Section I presents the conceptual framework used in the Plan including the System of Care
principles guiding its design;

¥ Section IV presents the proposed goals and strategies of the Plan organized by the seven
thematic areas identified through the input-gathering process;

»  Section V addresses implementation;

> Section VI presents a brief conclusion.

C. Methods

The development of the Plan was funded through a public/private partnership including DCF, the
Connecticut Health Foundation, the Children’s Fund of Connecticut and the Grossman Family
Foundation. DCF contracted with the Child Health and Development Institute of Connecticut {CHDI) to
facilitate the information-gathering process and the preparation of the Plan. DCF and CHIM established
the Connecticut Children’s Behavioral Health Plan Advisory Committee to guide the development of the
Plan (see inside cover for membership). A Steering Committee composed of DCF and CHDI staff, a
FAVOR family advocate, and experts from Yale University monitored progress, reviewed input, and
examined the results of a number of current and recent planning efforts {see inside cover for individuals
involved). CHDI developed a Plan website, www.plandchildren.org, to share information about PA 13-
178, upcoming events and opportunities for input, summaries and notes from the information-gathering
and Advisory Committee meetings and to allow the public to monitor Plan development and provide
feedback on drafts,

The Steering Team gathered input from nearly 1,000 people including families, youth, advocates,
providers, and recognized experts over the course of three months, from March-June, using the following
strategies:

s  Website Input. The Steering Team asked individuals and groups with an interest in the
children’s behavioral health system for input through a structured feedback questionnaire that
could be entered through the website, completed and emailed, or mailed to CHDI. Forty-five
individuals and nineteen groups submitted comments on a range of topics.”’

After the draft Plan was posted to the website, 115 people submitted a total of 73 pages of
detailed comments and suggested changes.

e Open Forums. Six forums open to the public were held across the state and attended by a total of
232 individuals. The Forums were publicized on the Plan website, in the media, and through
email blast communications to numerous listservs operated by a variety of stakeholders. Each
Open Forum was facilitated by experts from Yale University and from the African Caribbean
American Parents of Children with Disabilities (AFCAMP). Each Open Forum included Spanish
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and American Sign Language translation as needed by attendees. One or more Advisory
Comumittee members attended each Open Forum.

* Network of Care Community Conversations. FAVOR, Connecticut’s non-profit Statewide
Family Advocacy Organization, convened a total of 26 family and community meetings
regarding the Plan. These Community Conversations, co-facilitated by FAVOR Family System
Managers and family members, were held in large and small cities and towns across the state, in
English and Spanish, and involved a total of 339 adults and 94 youth. The Community
Conversations were initially developed as part of the SAMHSA-funded CONNECT System of
Care Expansion Planning Grant that was being implemented simultaneously to this Plan’s input-
gathering activities, creating opportunities for synergy.

¢ Facilitated Discussions. A serics of Facilitated Discussions were held across the state on various
topic areas. Facilitated Discussions were facilitated by experts from Yale University and from
AFCAMP. A total of 220 individuals participated in these opportunities including invited
stakeholders, experts, and family members with specific expertise in the topic. Facilitated
Discussion topics included the following:

> The Juvenile Justice System and Behavioral Health
Infant and Early Childhood Behavioral Health
Crisis Response and Management

The Education System and Behavioral Health
Autism Services and Supports

Coordination of Care

The Role of Commercial Insurance
Evidence-Based Practices

Substance Use and Recovery

Law Enforcement and Behavioral Health

YV V.V VY ¥V V¥V V¥V V¥

Keep the Promise Children’s Coalition

A4

DCF Senior Team Discussion on Child Welfare and Behavioral Health

Several cross-cutting themes were identified and integrated into each Discussion rather than being
addressed independently. These themes were: 1) cultural competence: 2) access to services; 3)
workforce development; 4) family engagement; 5) developing the network of care; and 6) data
systems and infrastructure.

* Review of Background Documents and Data. The Planning Team reviewed documents from a
number of intensive planning processes and ongoing initiatives, which are listed in Appendix B
and referenced in Section IL.B. The team also reviewed national reports and systems building
efforts in other states.

* National Literature Review. At the national level, a series of plans and reports from the Institute
of Medicine, the Substance Abuse and Mental Health Services Administration {(SAMHSA), the
U.S. Surgeon General, the Robert Wood Johnson Foundation, university-based centers (at
Georgetown, UCLA and elsewhere), specialized think tanks (e.g., Zero To Three and
ChildTrends), and others have informed Connecticut’s work.

In addition to the input-gathering activities above, the Advisory Committee held five meetings to
review progress and provide guidance and feedback on the process, the emerging themes, and the
Connecticut context that would further inform the Plan (see inside cover for list of Advisory Committee
members).
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Although it would have been useful, there was not sufficient time or resources in the planning process
to conduct a detailed secondary analyses of Medicaid or other quantitative data sources. Such sources of
information are of great value and should be called upon in the future to guide system development and
implementation efforts.

II. The Current System

A. Quantitative Description of: System

U.S. Census data indicate that Connecticut has 783,945 remdents under the age of 18. Recent data
from the CT BHP indicates enroliment of 313,099 youth under age 18, or approximately 40% of the
statewide youth population. State employees are Connecticut’s largest group of individuals covered by
self-insured/employer-sponsored plans,

Data received from the Connecticut Insurance Department, gathered from four of the largest
commercial insurance providers in Connecticut, indicate that a total of 136,007 children age 18 and
younger were insured in Calendar Year 2013, 100% of whom had some form of behavioral health
coverage. Across all four carriers, 9% of covered youth used behavioral health services during the year,
primarily for outpatient care (see Table I[.A.1 below),

According to the Office of the State Comptroller, in Calendar Year 2013, there were 38,728 children
under age 18 covered by the state’s health insurance plan. All of these children had behavioral health
coverage, and 6,654 (17.2%) used behavioral health services during the year.

Quantitative indicators of behavioral health service utilization can help inform an understanding of
the current children’s behavioral health system and the issues in that system. Utilization of crisis services
(e.g., emergency departments), for example, is one way to assess the overalt functioning of the children’s
behavioral health system. High rates of Emergency Department (ED) utilization for behavioral health
concerns suggest a behavioral health system that is not sufficiently meeting the needs of children and their
families. National data suggests an alarming increase in the number of youth presenting to EDs for
behavioral health treatment, with one study indicating an increase of 26% from 2001 to 2010.22 A review
of Connecticut data indicates a similar trend. One study reported that Connecticut has experienced a 30%
increase in behavioral health ED utilization between 2011 and 2012. The study found that DCF-involved
youth, even though they make up only 2.6% of the state population, accounted for 22% of all behavioral
health ED visits.”

ED utilization is likely influenced by a number of additional factors, including, but not limited to:
increased recognition and awareness among families and schools of behavioral health symptoms; zero
tolerance policies, overreliance on 911, demand for services that exceeds the supply of setvices; historical
patterns of service utilization; lack of information about or access to appropriate community-based

services; and fragmentation associated with multiple payers and systems that provide behavioral health
care.

Looking at data from Emergency Mobile Psychiatric Services (EMPS), we can glean insight into
overall patterns of the use of crisis behavioral health services and the systems issues facing Connecticut’s
children’s behavioral health system. For example, EMPS is one of the few behavioral health services in
Connecticut that is accessible to all children in the state, regardless of system involvement, insurance
status, or geographic location. In Fiscal Year 2011, there were 9,455 EMPS episodes of care and 12,367
episodes of care in Fiscal Year 2014, a 31% increase. Most referrals to EMPS during that timeframe
came from families (43.0%) and schools (34.6%).”" In Fiscal Year 2014, 62% of youth served by EMPS
were enrolled in Medicaid, 32% were privately insured and more than 80% had no DCF involvement.
Hospital EDs and community-based EMPS providers report significant difficulties meeting the elevated
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demand for their services, and a lack of appropriate follow-up care options for youth and their families
that might divert the youth from future ED utilization and ensure that all youth are able to receive
effective treatment while remaining in their homes, schools, and communities.

United ConnectiCare
Served Anthem Healthcare/Oxford Ci(ggi;:d Inc. & Aetna
Health Affiliates
TFotal Meahers 46,118 23,297 22,948 43 644 23,816
Covered
Children who
Received Behavioral 15 2,768‘5 1,970 1=9‘1}5 2,565 ]2 ]’63?3
Health Care (12.6%) (8.5%) (8.3%) (5.9%) (11.3%)
Children who Received Behavioral Health Care, by Level of Care’
Inpatient o o . i v
Mbspisatizztion 130 (2%) 88 (4%) 97 (5%) 103 (4%) 106 (4%)
; 5,777 [+ [+ 0, 0
Cutpatient Treatment (99%) 1,955 (99%) 1,384 (72%) | 2,554 (99%) | 2,657 (98%)
Emergency Services 235 (4%) 6 (<1%) 56 (3%) 78 (3%) 181 (7%)
Residential o o o o Y
i 20 (<1%) 12 (<1%) 378 (20%) | 20(<1%) 18 (<1%)

* Data were supplied by commercial insurance providers to the Connecticut Insurance

Department. These data exclude self-insured private and public employers. Utilization at various
levels of care represents unduplicated counts within each service category, although youth could

use services at more than one level of care in the calendar year.

The children’s behavioral health system also struggles with significant racial/ethnic disparities in
access to and outcomes of treatment. A recent review found that the Black, Hispanic and Asian youth in
the Medicaid population in Connecticut used behavioral health services at low rates relative to their
proportion of the population. White children, by contrast, make up only 39% of the Connecticut youth
Medicaid population, yet account for 45-46% of the use of behavioral health services.?® System reforms
must address racial and ethnic disparities in behavioral heaith care to ensure that all children have equal
access to the full array of behavioral health services and supports.

This data supports the contention that Connecticut is in need of significant reforms that emphasize
promotion of social and emotional skills and well-being, the ongoing development of a comprehensive
service array at all levels of care, and a number of other supports that reduce the burden of behavioral
health concerns that currently impact children and families across the state. Furthermore, the lack of
easily accessible data is a barrier to statewide planning and implementation efforts. Systematic data
collection and reporting on a common set of system-level indicators will help statewide stakeholders
monitor implementation of the children’s behavioral health system and allow for timely responses to
issues that negatively affect service delivery for children and families. ideally, this data should be

integrated across insurance types and child-serving systems.



~NO¥

Connecticut Children’s Behavioral Health Plan October 2014

B. Develop

This Plan builds on a series of efforts over the last four decades to develop a more responsive and
effective children’s behavioral health system nationally and in Connecticut. This section recounts, in a
timeline, the highlights of these efforts in Connecticut, as reflected in published plans and reports.

Connecticut Milestones in the Development of Children’s Behavioral Health Services and Systems

1980:  The Department of Children and Youth Services (precursor to DCF) adopts recommendations of a broad-
based public-private working committee that children’s behavioral health services be described and
developed according to a Continuum of Care model. 2

1989:  Publication of the Department’s first ever children’s mental health plan,”’ including a new mission
statement and operating principles.

1997:  The Legislature mandates the development of a “system of care” in Connecticut and articulates the guiding
principles (P.A. 97-272); these became the genesis of the 26 local System of Care groups in operation
covering all 169 towns in the state.

1999:  Young Adult Service Program Launched, a partnership among DCF, DMHAS, DDS, and OPM to assist
with transitions from adolescence to young adulthood

2000: Creation of FAVOR, a statewide family advocacy organization. _

2001:  The Department of Social Services (DSS) leads a planning effort in 1999-2000 that results in Connecticut
Commaunity KidCare and the formation of the Connecticut Behavioral Health Partnership (BHP).”® The
resulting report identifies all public funding sources supporting children’s behavioral health and
recommends a new structure for improving services through an Administrative Services Organization
(ASO).

2006:  DSS and DCF launch the BHP, carving out behavioral health services from the HUSKY managed care
contracts and blending it with DCF funding through an ASO (ValueOptions, Inc.) selected through an RFP
process to manage development of and access to an integrated continuum of services.

2008:  Passage of the Mental Health Parity and Addiction Equity Act of 2008

2010: A Joint Task Force of the Connecticut Chapter of the American Academy of Pediatrics and the Connecticut
Chapter of the American Academy of Child and Adolescent Psychiatry issues Mental Health Care
‘Blueprint” for Children in Connecticut in June.

2011:  DMHAS joins the BHP, adding management of services for eligible adults.

2011: Implementation of Rehabilitation Option in Medicaid allowing for reimbursement for in-home services and
expansion of UCAPS (Sec 17a-22¢-1)

2011:  DCF leadership emphasizes greater engagement with families and communities to assure children’s health,
safety, learning, and success™ with enhanced focus on supporting birth families and relative foster family
care when a child must be placed out of home,

2013:  OHA publishes January 2013 report, “Findings and Recommendations: Access to Mental Health and
Substance Use Services”

2013: PRI Reports on Access fo Substance Use Services for Privately Insured Youth

2013:  DCF receives a planning grant to develop a “Network of Care,” which provides the foundation for this Plan
and is described in Section TII. DCF leads a collaborative that applied for federal implementation funds for
the Connecticut Network of Care Transformation (CONNECT).

2813:  The Office of the Health Care Advocate leads a team developing the Connecticut Healthcare Innovation
Plan under the State Innovation Model (SIM) Grant from the Center for Medicare and Medicaid Innovation
(CMMLE; Implementation funding application submitted in July 2014).

2013:  Passage of Public Act 13-3 — sections 64-79, provisions on Behavioral Health Taskforce, reforms to
behavioral health and substance use utilization review for insurance plans, Access Mental Health and
assertive community teams under DMHAS, DMHAS care coordination teams, and mental health first aid
training, ’

2014:  Connecticut Department of Public Health issues Healthy Connecticut 2020 State Health Assessment and
Heaith Improvement Plan (Focus Area 6 is Mental Health, Alcohol, and Substance Abuse).
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2014:  Task Force to Study the Provision of Behavioral Health Services for Young Adults, Established Pursuant to
Public Act 13-3 (Section 66), issues its report on April 20,

2014:  Passage of P.A. 14-115 requires OHA to establish, by January 1, 2015, a behavioral health care provider
information and referral service to help residents and providers with resources, timely referrals, and access.
OHA is required to report annually on “...gaps in services and the resources needed to improve behavioral
healthcare options...” PA 14-115 mandates collaboration with stakeholders, a public awareness and
educational campaign and a data-reporting mechanism for measuring effectiveness.

Notwithstanding all these efforts and some measureable improvements, the goal of an efficient,
accessible system that meets families’ needs eludes our state. Building on a series of in-depth analyses
and the work of a number of committees, this Plan identifies the critical system development tasks that
represent a growing consensus and have the potential to move the entire system beyond the bottlenecks
and fragmentation that have frustrated improvement efforts to date.

III.  Conceptual Framework for the Plan

Plan development was guided by values and principles underlying recent efforts in Connecticut to
create a “system of care” for youth and families facing behavioral healih challenges and by the Institute of
Medicine’s (IOM) framework for addressing the fuil array of services and supports that comprise a
comprehensive system (see Figures [11.1 and 111.2). A system of care is defined as:

“A spectrum of effective, community-based services and supports for children and vouth with or at
risk for mentaf health or other challenges and their families, that is organized into a coordinated
network, builds meaningful partnerships with families and youth, and addresses their cultural and
linguistic needs, in order to help them to function better at home, in school, in the community, and
throughout ife.”* ‘

Figure 1iL1
Connecticut Syster of Care
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The system of care offers states and communities a conceptual and practical framework on which to base
system and service development that benefits the behavioral health and wellness of children and their
families. Such a system also ensures access to services regardless of geographic focation, race, ethnicity,
agency affiliation (or not), or insurance status. Connecticut to date has undertaken efforts to incorporate
some, but not all, elements of the system of care concept.

The IOM’s framework aligns services and resources along an axis that includes universal services for
all children to promote optimal social and emotional development and well-being, selective services (e.g.,
early identification, early intervention) for children at high risk of developing a behavioral health
condition, and indicated services for treating those with serious and complex disorders.’ According to
this framework, preventive interventions aim to reduce risk factors and promote protective factors (at the
child and family level), and prevent or reduce the inrpact of behavioral health conditions. This array of
services and supports is used to organize the planning and implementation of a system that will meet the
needs of all youth and their families.

The theory of change driving this Plan is that a children’s behavioral health system based on the
system of core care values and principles will result in improved behavioral health outcomes. Four core
values driving the development of a system of care include the following:

* Family-driven and youth-guided, with the strengths and needs of the child and family
determining the types and mix of services and supports provided;

* Community-based, with the locus of services as well as system management resting within a
supportive, adaptive infrastructure of structures, processes, and relationships at the community
level,;

* Culturally- and linguistically-competent, with agencies, programs, and services that reflect the
cultural, racial, ethnic, and linguistic differences of the populations they serve to facilitate access
to and utilization of appropriate services and supports and to eliminate disparities in care.

* Trauma informed, with the recognition that unmitigated exposure to adverse childhood
experiences including violence, physical or sexual abuse, and other traumatic events can cause
serious and chronic health and behavioral health problems and is associated with increased
involvement with the eriminal justice and child welfare systems.

*Thirteen guiding principles are listed in Table I11.1.

*Figure 3.2 illustrates an improved service array and highlighting primary system infrastructure
functions
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Table IH.1 Guiding Principles of the Connecticut System of Care

+ Ensure availability and aceess to a broad, flexible array of effective, community-based care, services
and supports for children and their families that address their emotional, social, educational, and
physical needs, including traditional and nontraditional services as well as natural and informal
supports.

* Provide individualized care in accordance with the unigue potentials and needs of each child and
family, guided by a strengths-based, child and family team approach to a care planning process and an
individualized Plan of Care developed in true partnership with the child and family.

» Ensure that care, services and supports include evidence-informed and promising practices, as well
as interventions supported by practice-based evidence, to ensure the effectiveness of services and
improve outcomes for children and their families.

¢ Deliver care, services and supports within the least restrictive, most normative environments that are
clinically appropriate.
* Ensure that families, other caregivers, and youth are full partners in all aspects of the planning and

delivery of their own care/services and in the policies and procedures that govern care for all children
and youth in their community.

¢ Ensure that care, support and services are integrated at the system level, with linkages between
child-serving agencies and programs across administrative and funding boundaries and mechanisms for
system-tevel management, coordination, and integrated care management,

* Provide care management or simifar mechanisms at the practice level to ensure that multiple services
are delivered in a coordinated and therapeutic manner and that children and their families can move
through the system of care in accordance with their changing needs.

¢ Provide developmentally appropriate mental health care and supports that promote optimal sociaj-
emotional outcomes for young children and their families in their homes and connmunity settings.

* Provide developmentaltly appropriate care and supports, to facilitate the transition of youth to
adulthood and to the adult service system.

* Incorporate or link with mental health promotion, prevention, and early identification and
intervention in order to improve long-term outcomes, including mechanisms to identify problems at an

carlier stage and mental health promotion and prevention activities directed at all children and
adolescents.

* Incerporate continuous accountability and q'uality improvement mechanisms (o track, monitor, and
manage the achievement of system of care goals; fidelity to the system of care philosophy; and quality,
effectiveness, and outcomes at the system level, practice level, and child and family level.

* Protect the rights of children and families and promote effective advocacy efforts.

* Provide eare, services and supports without regard to race, religion, national origin, gender,
gender expression, sexual orientation, physical disability, socio-economic status, geography, language,

immigration status, or other characteristics, and ensure that services are sensitive and responsive to
these differences.
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IV. Implementation Plan by Thematic Area

The Plan is organized into six major thematic categories. For each area, the Plan sets from one to three major
goals and associated strategies, for a total of 14 goals and 38 strategics. In each area, we provide a brief overview of
the findings that form the basis for the goals and strategies; we also provide explanations of the strategies. The six
thematic areas, and associated goals, are summarized in Table IV.1

Table IV.1 Plan Thematic Areas and Goals _ _

A, S&Stén’i-IOfgéhiiﬁtiﬁh,fiFinanc-mg -and Accountability . ’ L
Goal A.1 Redesign the publicly financed system of behaviora) health care for children to direct the allocation of
existing and new resources.

Goal A2 Create a Care Management Entity to streamline access to and management of services in the publicly
financed system of behavioral health care for children.

Goal A.3 Develop a plan to address the major areas of concern regarding how commercial insurers meet children’s
behavioral health needs.

Goal A 4 Develop an agency- and program-wide integrated behavioral health data collection, management,
analysis and reporting infrastructure across an integrated public behavioral health system of care.

B.Health Promotion, Prevention and Barly Idéntification = Hee e e
Goal B.1 Implement evidence-based promotion and universal prevention models across all age groups and settings
to meet the statewide need,

Goal B.2 All children will receive age-appropriate periodic standardized screening for developmental and
behavioral concerns as part of a comprehensive system for screening, assessment, and referral for services,

Goal B.3. Ensure that all providers and caregivers who work with young children and youth demonstrate
competency in promoting social and emotional development in the context of families, recognizing risk factors and
early signs of social-emotional problems and in connecting all children to appropriate services and Supports.

Goal B.4. Develop, implement, and monitor effective programs that promote wellness and prevent suicide and
suicidal ideation

C. Access to a Comprehensive Array of Servicss and Supports . i |
Goal C.1 Build and adequately resource an array of behavioral health care services that has the capacity to meet
child and family needs, is accessible to all, and is equally distributed across all areas of the state.

Goal C.2 Expand crisis-oriented behavioral health services to address high utilization rates in emergency
departments.

Goal C.3 Strengthen the role of schools in addressing the behavioral health needs of students.

Goal C.4. Integrate and coordinate suicide prevention activities across the behavioral health service array and
multiple sectors and settings.

D. Pediatric Primary Care and Beliayigral Health Care Integration =~ ... -
Goal D.1 Strengthen connections between pediatric primary care and bebavioral health services.

E. Disparities in Access to Culturally A; proprigte Care | F 177 T s
Goal E.1 Develop, implement, and sustain standards of culturally and linguistically appropriate care.

Goal E.2 Enhance availability, access, and delivery of services and supports that are culturally and linguisticaily
responsive to the unique needs of diverse populations,
Goal F.1 Include family members of children with behavioral health needs, youth, and family advocates in the
governance and oversight of the behavioral health system.

Workforce strategies are distributed across the other thematic sections.

13
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Among the most consistent themes from the input gathering process is the “fragmentation” of the
children’s behavioral health system reported in different ways by family members, providers, and
advocates and repeatedly identified in past reports on Connecticut’s and the national children’s behavioral
health systems.*

Goals in this section are designed to move toward a system in which access to services will be de-
linked from system involvement, insurance status, geographic location, and other factors, resulting in
access to the system of care by all children and their families based on their needs.

A primary driver of fragmentation is the presence of multiple payers in the behavioral health arena,
each with different eligibility criteria, enrollment processes, service arrays, and reimbursement strategies,
Those payers include state agencies, commercial insurance providers, and self-insured/employee-
sponsored plans. A partial list of the state agencies involved in funding behavioral health care for children
and youth includes: DCF; The Department of Social Services (DS8); the Department of Mental Health
and Addiction Services (DMHAS); the Department of Public Health (DPH); the State Department of
Education (SDE); the Judicial Branch’s Court Support Services Division (CSSD); the Department of
Developmental Services (DDS); the Department of Rehabilitation Services (DRS); and the Office of
Early Childhood (OEC).

Families describe the current behavioral health system as one in which the availability of services is
linked to one’s system involvement and/or insurance status, with each system/payer purchasing its own
array of services. Families also describe the system as difficult to understand and navigate, especially for
families who are in the midst of a behavioral health crisis. Others underscore the theme of fragmentation
by describing a system that lacks coordination and integration. Some families with commercial insurance
report that they were forced to allow their child to go untreated and to therefore decompensate in order to
meet medical necessity criteria required to receive services. Others describe being advised to allow their
child to be arrested so that they could access needed services that were only available to those involved in
the juvenile justice system. Providers cite as major hurdles outdated provider information in commercial
plans and extremely low reimbursement levels.

In addition to the problems cited above, families indicate that they are not aware of available services.
Even the best designed and implemented service system will not address the behavioral health needs of
families if they are unaware of or unable to access those services. For example, families report that,
especially in the early stages of behavioral health difficulties, they may not identify the problems their
child is experiencing as behavioral health symptoms. This failure to identify may be due to lack of
awareness and lack of education about behavioral health issues as well as the persistent stigma associated
with mental illness. Even once families were clear that their child was in need of behavioral health
services, they weren’t always sure where to find the right services. For example, 2-1-1 and Child
Development Infoline systems are widely thought of as helpful resources; however, many parents report
that 2-1-1 is not sufficiently tailored to families secking behavioral health services and supports, and that
the Child Development Infoline is only available for young children. The expansion of the Child
Development Infoline and coordination with the efforts of OHA to implement PA 14-115, as described
later in this Plan, will help address concerns such as these. In addition, DCF and DSS will continue to
improve promotional opportunities to build awareness of the 2-1-1 and EMPS system,

In addition to concerns about fragmentation in the state-funded system, parents, providers and
advocates raised significant concerns about the commercial insurance system in the majority of the
meetings held to gather input. The many comments received on this topic yielded matters that can be
grouped into five categories:

14
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L. Coverage for selected services (e.g., intensive, in-home/community evidence-based practices;
emergency mobile psychiatric services; other home and school-based services);

Adequacy of coverage/services for selected conditions (e.g., autism, substance abuse);

3. Medical necessity criteria and utilization management and review procedures (e.g., authorized
access to care; time limits);

Adequacy of provider networks;
5. Perceived cost shifting to individuals and to the State.

The Connecticut Insurance Department convened a productive meeting between the CHD! Planning
Team and representatives of DCF and major insurance carriers in the state. The representatives of the
carriers and DCF acknowledged shared interests in potential collaboration on issues such as utilization of
high intensity and crisis services, monitoring and improving service quality, and examining service
utilization data. A few carriers acknowledged selected challenges, such as difficulty finding a sufficient
number of child psychiatrists to participate in their networks. By and large, however, the carriers
questioned what they viewed as inaccuracies about commercial insurance, stating that their networks,
covered services, policies on covered conditions, and procedures were of high quality.

The Connecticut Insurance Department, the Office of the Healthcare Advocate, DCF, various state
agencies, and others have made concerted efforts to review the behavioral health services that are and are
not covered by commercial insurance providers, to investigate complaints, and to intervene in various
ways to address identified problems regarding the commercial insurance industry’s role in providing
behavioral health services. Education of the public can help to ensure an understanding of the
responsibilities of the commercial insurance industry (both commercial pians and self-insured
employers); however, the public has numerous, valid concerns about commercial insurance coverage that
can be addressed through continued formal reviews, legislative actions, and other focused strategies.
Valid, reliable, and objective data will help in the ongoing investigation of all concerns and claims, and
those data can be used to devise strategies that effectively address those concerns, with the overarching
goal of ensuring that youth who are covered by commercial insurance have access to a full array of
behavioral health services and supports.

Some participants suggest that Connecticut has failed to adopt and embed important characteristics of
the system of care, which has contributed to less-than-desired outcomes over time. Fully adopting those
characteristics would require significant restructuring with respect to: public financing, organizational
structure, integration of commercial payers, and data reporting infrastructure. Each of these areas is
addressed below.

Goal A.1  Redesign the publicly financed system of behavioral health care for children to
direct the allocation of existing and new resources.

The redesign of the publicly financed system of behavioral health care has the potential to
significantly reduce fragmentation, increase access to a full array of care, save money, and support better
access to care and outcomes. A fully integrated system of care would place Connecticut at the forefront
nationally in the funding and delivery of children’s behavioral health services. Participation of the
commercial insurance industry in the funding of that system would represent transformational progress in
ensuring that all children have access to a full array of effective behavioral health services.

A financial analysis will help to determine the costs of creating infrastructure that supports an
expansion of services and the potential sources of funding for that work, including direct appropriations,
grants, and reimbursement through insurance (federal, state, private). The financial analysis should also
address the opportunity costs of not providing these services as well as the cost offsets that would resuit
from a comprehensive system of services that would fully meet the needs of all children in the state.
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Funding additional administrative infrastructure should be undertaken in addition to, not in place of,
ensuring sufficient funding for a significant expansion of children’s behavioral health services (see
Section C).

Strategy A.1.1 Establish a process to guide the redesign of the publicly financed system.

The Children’s Behavioral Health Implementation Team (see Section V) should be charged with
driving this system redesign process and with implementing the resulting design based on the principles
and recommendations in this Plan. This Team will include representatives from all state agencies that
fund children’s behavioral health, other relevant state agency representatives (including the Department
of Insurance), behavioral health providers, advocates, family members, and youth.

This work will include the following:

Identify existing spending on children’s behavioral health services and supports across all
state agencies. Connecticut should identify the total spending on children’s behavioral health
and related interventions to generate a baseline understanding of the funding that is available, the
services those funds are purchasing, gaps in services, areas of redundancy, and opportunities for
creating efficiencies.

Determine if those existing funds can be re-aligned or used more efficiently to fund the full
array of services and supports. If, as expected, existing funding is not sufficient to implement
the full service array including the expansions described in this report, stakeholders will need to
implement all relevant strategies to identify sufficient funding (e.g., direct appropriations, pooled
state agency funds, re-directed cost savings, federal grant funding, social entrepreneurship).

Explore mechanisms for pooling funding across all state agencies. The task force will explore
specific sirategies for pooling funding and organizing it under a single entity that will finance and
deliver children’s behavioral health care. It is recommended that the state examine the
Connecticut Behavioral Health Partnership as an effective model.

Kdentify a full array of services and supports that will constitute the children’s behavioral
health system of care (See Strategy C.1.1). The full array will include a range of services across
all age groups that includes promotion, prevention, screening and eatly identification, early
intervention, all levels of treatment, and aftercare, with a focus on services that are evidence-
based as well as innovative and promising services that meet the needs of specific populations
(those interventions are described more fully in Section C). The pooled funding structure will
create a single point of entry into the system of care that will reduce fragmentation for
Connecticut’s youth and families. The pooled funding system should be sufficiently flexiblie to
allow for the funding of family-based services that treat children, caregivers, and siblings together
as a family unit.

Conduct a cost analysis to identify cost savings associated with implementation of the
system of care approach and a focus on prevention. Contract with a health economist or
another qualified professional to conduct a cornprehensive cost analysis. It is presumed that there
will be significant, long-term cost savings associated with preventing serious behavioral health
problems, avoiding costly and restrictive treatment and placement settings when clinicalty
appropriate (¢.g., congregate care, emergency departments, inpatient hospitalization, juvenile
detention), and expanding access to effective home-, school-, and community-based services.
Those savings can be re-invested into developing and sustaining the full system of care. The
findings also can be used to justify ongoing participation among state agencies and to attract the
participation of other payers and funders, including federal agencies, philanthropy, commercial
insurance providers, employee-sponsored plans and social entrepreneurship entities.

Identify and address workforce development needs in the children’s behavioral health
system of care. The Plan identifies a number of goals and strategies with direct implications for

16



Connecticut Children’s Behaviora! Health Plan October 2014

workforce development (see Section 1V.G for a review). The Plan necessitates workforce
development activities that will take place across sectors (e.g., behavioral health, primary care,
education, child welfare, law enforcement) involving various system stakeholders (e.g., providers,
caregivers, parents, youth, school personnel), across age groups (e.g., early childhood, adolescent,
transition-age youth), and for various behavioral health conditions (e.g., mental health, autism,
traumatic stress disorders, substance abuse). in addition, there is a significant need to identify and
recruit professionals into the workforce to enhance its representativeness relative to the
population served, with respect to race, ethnicity, culture, and language. It is recommended that
the Children’s Behavioral Health implementation Team establish a committee within its
governance structure to identify and address a number of workforce development challenges.
This committee should have funding available to systematically address various workforce
challenges.

Goal A.2 Create a Care Management Entity to streamline access to and management of
services in the publicly financed system of behavioral health care for children.

Stakeholders expressed the following concerns (among others) in the planning process regarding the
current quality of care coordination:

¢ The need for better coordination of services within the behavioral health sector as well as
between behavioral health and other sectors that serve children (e.g. schools, health care, juvenile
justice).

¢ Fragmentation and gaps in care as children move from inpatient to outpatient services, from home
visiting programs to school reentry and from screening in primary care medical services to
outpatient behavioral health services.

* Families having several care coordinators, working in different systems and no “coordination
among the coordinators.”

Effective access to and management of the full array of preventive and treatment services within a
well-designed “system of care” will improve outcomes for children and will lower costs of behavioral
health services.™

A care management entity (CME) is “an organizational entily that serves as a centralized accountable
hub to coordinate all care for youth with complex behavioral health challenges and their families.”*
There are several models with respect to the organization implementing the CME, as well as their
financing, structure, and function. CMEs have been implemented within state agencies, non-profit
agencies with no service delivery role, and non-profit service providers that take on additional
administrative roles and functions. Some models include a single statewide CME whereas other mode!s
use a network of CMEs. Funding for CMEs varies, but generally comes from State agency grant funds, a
blending of child serving cross sector funds or at times with Medicaid options or waivers.

Regardless of the model utilized, a CME is intended to put into effect system of care vatues and
principles and work toward the primary goals of reducing fragmentation, improving efficiencies,

“ improving clinical and functional outcomes and resilience, and reducing costs.”® Some CME models

espouse goals similar to those of health homes for children with behavioral health needs. A CME can take
on key administrative and service delivery functions of the system of care. Service delivery activities
may include screening and assessment, care coordination using high-quality wraparound implementation,
and ensuring access to a full array of behavioral health services and supports (including youth and
caregiver peer supports and family advocacy). Administrative functions can include information
management, utilization management, purchasing services, quality improvement, outcomes measurement,
training, and care monitoring/review.”® CMEs can be used to implement a value-based purchasing
approach that emphasizes reimbursement for service quality and cutcomes. CMEs can play a role in
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disseminating information on behavioral health services and affirmatively connecting families to services.
A CME can connect locally to Connecticut’s 26 Community Collaboratives to localize family and youth
engagement efforts and ensure the implementation of services that are culturally and linguistically
appropriate. The CME approach can help ensure the family’s experience of a system as having “no wrong
door” by centralizing and coordinating administrative and service functions and by improving a family’s
access to information and care. ‘

Although the system of care and CME approach would be created initially for families and children in
the public systems, information on the outcomes and cost savings associated with this approach would be
made freely available and commercial payers would be able to participate in the system of care based on
demonstrated effectiveness (a development that has occurred in New Jersey’s system of care).

In order for a CME approach to be effective, each of the strategies below must be carried out with
focused attention to cultural and linguistic appropriateness to ensure access for all children and families.
Parent and youth peer-to-peer networks within the CME must promote full engagement of youth and
families in services and supports (see Section |'V.F for detail on Family and Youth Engagement).

Strategy A.2.1 Design and implement a Care Management Entity (CME) to create an effective
care coordination model based on proven Wraparound and child and family
teaming models, with attention to integration across initiatives and training.

Effective care coordination is a foundation of Connecticut’s efforts to build a System of Care for
children with behavioral health needs (as reflected in a recent federal grant submitted by the State).”
Care coordination will be expanded and coordinated across sectors and providers based on evidence~
based models of Wraparound services and child and family teaming. The service is delivered by a number
of providers at the regional and local levels. A CME, operating within statewide standards and protocols,
can be made responsible for purchasing or delivering care coordination services. The 75 care coordinators
currently supporting the 26 system of care community collaboratives would be incorporated into this
model, with the specific details of that design to be determined. The CMEs would also need to interface
seamlessly with the work proposed for “Advanced Medical Homes” under the State Implementation
Model (S§IM) and other efforts to move pediatric care to a Medical Home mode! of integrated care.
Pediatric providers could contract with the CME for care coordination for behavioral health services.

The Hartford Care Coordination Collaborative serves as one model on which to build. The
Collaborative brings together care coordinators from several agencies and organizations that serve
children in the greater Hartford area. Participating partners include: DCF, DSS Person Centered Medical
Home (PCMH) program, Community Health Network care management and practice support programs,
CT Family Support Network and several private agencies that provide direct services and coordinate care.
Care coordinators from the involved organizations, who are all using different models, meet regularly to
review family needs and develop better ways of serving families across their individual sectors and with
connection to their medical homes. Based on the success of this pilot in Hartford, DPH has included the
development of care coordination collaboratives as a requirement in the five regional care coordination
center contracts.

Another model for integrating pediatric and behavioral health services through care coordination is
New Haven Wraparound, in development by Clifford Beers Child Guidance Clinic under a recent $9
million federal Center for Medicaid and Medicare Services system innovation grant. These initiatives, and
others, should be closely examined for integration and possible statewide replication.

The system of care model can be extended to function across behavioral health, health, education,
Juvenile justice, and community support services to ensure better cross-sector coordination of care for
children in the behavioral health system as well as for children in other systems who need connection to
behavioral health services. The care coordination collaborative model can bring together behavioral
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health service coordinators in a variety of treatment settings (e.g. DCF, Enhanced Care Clinics, residential
treatment services) and connect them with others who are coordinating other services that children with
behavioral health challenges use, such as schools and health care.

Strategy A.2.2 Develop a family support clearinghouse to increase access to information abeut
available behavioral health services and improve supports for behavioral health
system navigation.

Findings strongly indicate a need for families to have access to information and resources that are
specific to mental health and substance use services. Public Act 14-115 charged the Office of the
Healthcare Advocate (OHA) with establishing “an information and referral service to help residents and
providers receive behavioral health care information, timely referrals and access to behavioral health care
providers,” and in doing so, required OHA to work with state agencies, the Behavioral Health
Partnetship, 2-1-1, community collaboratives, and providers. Given the overlap of this OHA-led initiative
with this plan and the proposed functions of the CME, integration of the PA 14-115 initiative within the
CME array of information and services should be strongly considered.

A family support clearinghouse can serve as a central hub for information that is specific to
behavioral health services and supports, including substance use, and will be accessible to any family
member, youth, professional, or community member who is concerned about a child and is seeking
information, resources, supports and services, regardless of level of risk, system involvement, or
insurance status.

Preliminary plans for the OHA-led effort under PA 14-115 include an on-the-ground referral service
that also conducts assessments and warm handoffs, The proposed service would coordinate with 2-1-1
and Child Development Infoline (for children with developmental concerns), OHA, service providers and
agencies and would also collect data on access and waiting lists. Collaborative and technological linkage
to 2-1-1 is required in order to quickly access EMPS services for those families who call in the midst of
an active behavioral health crisis situation.

The clearinghouse will disseminate information using established and emerging technologies,
including smart phone apps, as opposed to disseminating information solely through printed resources
such as booklets, flyers, and reports. All information should be available in English and Spanish, at
minimum. A campaign to reduce the stigma and discrimination associated with behavioral health issues
would be a central focus of this work. The target audiences for disseminating information include
primarily youth and families directly but also schools, child health providers, police, probation officers,
and early childcare and education providers, and, the general public.

Goal A.3  Develop a plan to address the major areas of concern regarding how
commercial insurers meet children’s behavioral health needs.

The role of the commercial insurance industry is complex and requires additional analysis and
planning. Public Act 13-178 calls for an implementation plan that addresses the behavioral health needs
of al children in the state. Given the number of children covered by commercial plans and self-employed
plans (Table 1.1), the full participation of the commercial insurance industry in the ongoing funding,
design, and delivery of behavioral health services is critical to achieving that goal. A number of state
entities have processes in place to systematically identify and address concerns with the role of
commercial insurance providers in the behavioral health system. Connecticut should continue to build on
those processes, including those that have led to the development of the Children’s Behavioral Health
Plan. Those processes can be organized around the systematic investigation of the five areas of concern
identified in the findings above.
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1. Coverage for selected services (e.g., intensive, in-home/community evidence-based practices;
emergency mobile psychiatric services; other home- and school-based services);

2. Adequacy of coverage/services for selected conditions (e.g., autism, substance abuse);

Medical necessity criteria and utilization management procedures (e.g., authorized access to care,
time limits);

4. Adequacy of provider networks
5. Perceived cost shifting to individuals and the state.

Strategy A.3.1 Conduct a detailed, data-driven analysis of each of the five issues identified in
the information gathering process and recommend solutions.

Steps in this process, involving the Connecticut Insurance
Department, the Office of the Healthcare Advocate, state agencies
(e.g., DCF, DMHAS), advocacy groups, youth and families, and
other stakeholders, should include the following: (1) assemble and
summarize all available relevant data and input, starting with

Table A.3.1 Sources of
Information Related to
Coemmercial Insurance

* Connecticut Insurance

. . Department
the sources listed in Table A.3.1; (2) produce a report for the N g
legislature that will: Office of the Healthcare
€2 : Advocate
1. Clarify the issues that are under the purview of the * The Connecticut Legislature
p g
commercial insurance industry, employee-sponsored plans, * Office of the Child Advocate
and Medicaid; * Other state agencies, offices,
2. Identify the issues for which carriers may not be fully ;)r commissions
meeting their responsibilities under law, regulation, or INSOEmCe CAlmieE
contract: and * Professional associations

* Trade associations
* Advocacy organizations
* Families and youth

3. Formulate specific recommendations for action to address
substantive concerns.

The report to the legislature will summarize the general findings
and implications of the process, and will be used to guide and
inform system of care planning and implementation efforts, as described in this plan.

Strategy A.3.2  Apply findings from the process described above to self-funded/employee-
sponsored plans,

The Federal Department of Labor, OHA and other entities review and monitor self-funded/employer-
sponsored plans. OHA and other entities should come together in a process similar to the one described
above, to generate information that could inform efforts to examine or address concerns regarding self-
funded/employer-sponsored plans in subsequent phases of the effort to improve children’s behavioral
health services.

Goal A.4 Develop an agency- and program-wide integrated behavioral health data
collection, management, analysis and reporting infrastructure across an integrated public
behavioral health system of care. S

Section 1 of PA 13-178 calls for “establishing results-based accountability measures to track progress .
towards the goals and objectives” as well as “increasing the collection of data on the results of each
program, including information on issues related to response times for treatment, provider availability,
and access to treatment options.” Furthermore, ongoing reviews of system implementation following plan
development include the use of “data-driven recommendations to alter or augment the implementation in
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accordance with section 11-4a of the general statute.” Data collection, analysis, and reporting will support
the delivery of effective services across the service array. Systematic reporting on indicators of access,
service quality, and outcomes will contribute to a culture of data-~informed decision-making. This work
should be objective and transparent, and promote public accountability using the Results Based
Accountability (RBA) frameworlk, as well as quality improvement, program evaluation, and research
methodologies.

There are pockets of excellence in data collection, analysis, and reporting in Conneeticut including a
small number of behavioral health services where support for data collection, analysis, and reporting are
completed in collaboration between DCF, the providers and a Performance Improvement Center, In
addition, Value Options, on behalf of the CTBHP, has a robust data collection approach for individual
service categories that allows a nuanced examination of access, quality, and outcomes. These data,
however, are only for youth enrolled in the state Medicaid program.

Our findings indicate a need for data infrastructure at the systems level to support a fully integrated
system, as well as the need for data that allows stakeholders to engage in program-specific evaluation and
quality improvement. Data infrastructure development at the systems level should parallel the proposed
reorganization of the behavioral health system to integrate across disparate child-serving systems. Issues
of confidentiality and data security are of paramount importance in these efforts.

The challenges in this work are many:

o Data sources tend to be in siloes within state agencies without a common identifier that would
allow more efficient tracking of outcomes across systems;

¢ Programmatic data that are housed within a single state agency ofien are not linked in order to
track and monitor service utilization and outcomes over time;

¢ DCF, for example, does not have sufficient numbers of personnel to analyze and report data that
are collected from their funded services, as noted by some stakeholders;

* Data are not shared across systems to promote accountability and transparency; and

* Itis crucial to guard the security of protected health information, as families and providers
strongly cautioned.

* Data and data repotts are not routinely made available to all stakeholders including members of
the public for the purposes of accountability and transparency.

The system of care should include outcome measurement that captures meaningful changes in child
and family functioning, improves the effectiveness of the interventions we are offering, and determines
which interventions work best for which populations. This type of data management system can be
transformational in ensuring accountability for quality behavioral health services that are provided to all
youth.

Strategy A.4.1 Convene a statewide Data-Driven Accountability (DDA) committee grounded in
new legislative authority to design a process to oversee all efforts focused on
data-driven accountability for access, quality, and outcomes.

This Data Driven Accountability Committee, working under the Children’s Behavioral Health
Implementation Team, should ensure that mechanisms and resources are in place to implement
the data-related activities outlined in the following strategies. The committee should consist of
representatives from all agencies participating in providing behavioral health services for
families and youth, and data analysts and evaluation experts in the field. The committee should
ensure that the data systems are independent (i.e., not collected and managed by the people
providing the services being evaluated), objective, and transparent. This is aligned with
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Executive Order 39, the establishment of the CT Open Data Portal, supporting the timely and
consistent publication of public information and data as an essential component of an open and
effective government.

There are significant efforts under way across the health care system, both in Connecticut and
nationally, to develop Quality Measure Sets to collect, report, and compare health care outcomes. This
committee could also be charged with developing the Children’s Behavioral Health Utilization and
Quality Measure Set. This comprehensive measure set should be required for all insurance plans in
Connecticut and would allow systematic collection, reporting via a dashboard, and comparing utilization
trendls and outcomes across payers. An example of such a measure set covering both utilization and
quality measures is included in Appendix C.

Strategy A.4.2 Utilize reliable standards to guide the new data collection, management and
reporting system.

The new system should utilize guidelines and protocols from the RBA framework used by the
Connecticut General Assembly to connect all programs to desired population and system level results
while answering the three RBA questions: how much did we do, how well did we do it, and is anyone
better off as a result? Additionally, the new system should incorporate the new Affordable Care Act
performance reporting requirement for reporting to HHS and Treasury (e.g., reporting on the verification
of eligibility and reporting related to Medicaid).

Strategy A.4.3 Improve current data collection systems to serve in an integrated system across
all agencies involved in providing children’s behavioral health services.

Current systems such as PSDCRS at DCF and systems set up for particular programs or evidence-
based practices provide a good foundation for a comprehensive integrated system but they need to be
expanded and integrated across agencies. The ValueOptions data system, Epic Electronic Medical
Records systems, and the All Payer Claims Database can serve as additional resources in this effort. The
data systems must easily link to one another across all systenis, which will allow for analyses that
examine access, quality, and outcomes in a way that addresses the interests of each participating entity in
the integrated system described in Section I'V-A. There should be linkages to adult behavioral health
service data for families in the children’s behavioral health system. Centralized statewide data with
capacity for aggregating data at the levels of the region, the site, and the program will allow for flexible
and meaningful data analyses and results. The new system should allow for flexibility so that regions may
use the data for secondary analysis to respond to regional/community-level needs.

Strategy A.4.4 Increase State capacity to analyze data and report the results.

Analytic staff supporting the Implementation Team and within the CME should work together to: (1)
standardize key data collection process and outcome measures across agencies and programs as
appropriate; (2) monitor and manage the data collection process; and (3) analyze and report results. The
Implementation Team support staff, the CME, and the funding agencies must have the capacity to
conduct data analyses and develop reports that help state, regional, and local directors and program
managers to make data-driven program management and supervision decisions. Data-informed
management must be part of the service array, not separate from it

the plan cailed for by PA 13-178. The law requires the inclusion of strategies that employ prevention-
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focused techniques, with an emphasis on early identification and intervention and access to
developmentally appropriate services.

In the information gathering process, parents, providers and advocates repeatediy highlighted the
importance of both promotion and prevention in the system of care. Many suggested a significant shift of
focus from treatment to prevention of mental, emotional, and behavioral disorders by investing in the
following: promoting nurturing environments and addressing basic material needs; promoting social and
emotional skill development across the age span such as through evidence-based school curriculum; and
engaging in screening and early identification among pre-school and school-aged children. Participants
presented the following concerns and associated recommendations:

1. include in all parent strengthening programs for caregivers of young children the importance of
early relationships and social-emotional development;

Include social and emotional skill development in school health curriculum;

3. Increase prevention efforts and early interventions, especially for children under three years of
age but also across all ages.

4. Identify children at risk for difficulties in social-emotional development and behavioral health
problems at the earliest possible point through a combination of screening with standardized tools
and surveillance by child health providers and school personnel, recognizing that many issues
emerge as children enter teenage vears.

5. Screen for maternal depression, trauma and other behavioral health risk factors in the family, and
ensure that appropriate interventions are available and accessible.

6. Train child health providers on infant mental health and screening for behavioral and
neurodevelopmental concerns such as autism among very young children, to ensure referrals for
further assessment and intervention including through the Birth-to-Three system when
appropriate.

7. Provide more statewide cross-system training in early childhood mental health for staff across all
early childhood systems as well as for foster parents,

8. Recruit, train, and hire more bilingual providers to ensure that prevention, early identification and
early intervention services are accessible and culturally relevant for children and families.

9. Expand existing evidence-based programs for young children to meet the mental and behavioral
health concerns of children birth to five years old.

Participants identified the important role of promoting nurturing environments and relationships
among children, acknowledging that Connecticut has an opportunity to strengthen this aspect of the
system to ensure well-being among all children and prevent the onset of behavioral health concerns,
Furthermore, the process revealed a strong desire among participants to address the significant gap in the
service array in the area of universal prevention. This speaks to a public-health approach to prevention as
outlined in the 2009 Institute of Medicine Report on the Prevention of Mental, Emotional, and Behavioral
Disorders Among Young People.™ The IOM report documents the science and practical knowledge that
can guide efforts to prevent, reduce or avert mental illnesses in our children cost-effectively, with a return
on investment as high as 80-to-1 for simple universal strategies.”® Such a public-health prevention model
has been elaborated in multiple publications subsequently."” Connecticut has the opportunity to be the
first state to systematically implement preventive strategies across our communities and schools and
reduce the number of youth who develop behavioral health concerns.

Significant expansion of promotion and prevention activities has been proven to reduce the number of
youth who will develop behavioral health concerns; nevertheless, some children are at high risk for
developing problems and must be identified early. The value of providing services and supports to
children with signs of early delay and their families pays off many times over in school success and life
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outcomes. Although the number of children in Connecticut screened for behavioral health concerns has
increased a great deal over the past five years, screening is nowhere near universal. Connecticut does not
have the data needed to precisely measure penetration rates but we estimate about half of all
recommended early childhood developmental screening are taking place.*' Screening also needs to occur
for older youth to aid in early identification of behavioral health concerns that may surface at later stages
of development. Many participants, however, cautioned that increasing the understanding of behavioral
health issues across all child-serving systems and moving to universal behavioral health screening will
generate an increase in referrals for services that are already overburdened. Screening needs to go hand-
in-hand with an expansion of services for those identified as in need to avoid longer waiting lists, delayed
treatment and increased frustration for parents, caregivers, and providers.

The goals and strategies in this Plan address the need to strengthen early identification and screening
activities, so that children with emerging behavioral health concerns receive the earliest interventions
possible resulting in the best possible outcornes. The approach also seeks to change the environments and
experiences of children in their homes, at school and in the community through proven strategies that are
effective at promoting well-being and preventing poor outcomes beginning in the earliest years through
the transition to adulthood.

Goal B.1 Implement evidence-based promotion and universal prevention models across
all age groups and settings to meet the need statewide.

The behavioral health system should increasingly focus on promotion and universal prevention
strategies to reduce or eliminate child and family risk factors, and enhance protective factors, to prevent
the development of mental, emotional or behavioral disorders.

Strategy B.1.1 Enhance the ability of caregivers, providers and school personnel to promote
healthy social and emotional development for children of all ages and develop
plans to coordinate existing evidence-based efforts to take them to scale to meet
the need statewide.

CT has a wealth of expertise and programmatic efforts to train early care and education and school
personnel on the promotion of social and emotional competence and how to address behavioral health
concerns in school settings. Examples include: the use of the Pyramid Model in settings for young
children birth to five, developed by the Center on the Social and Emotional Foundations for Early
Learning, used by a collaboration of early childhood systems in CT;* Yale’s Center for Emotional
Intetligence RULER program;™ UCONN Neag School of Education and the State Education Resource
Center’s Positive Behavioral Interventions and Supports;** Mental Health First Aid being taught in
schools and communities throughout CT;"* and the Campaign for Grade-Level Reading — Social
Emotional Peer Learning Pilot through a partnership with the Office of Early Childhood and several
foundations.*

Although there are myriad initiatives to address promotion and prevention, they reach different
audiences with different approaches and are nowhere near taken to scale to reach all children and
providers statewide. Therefore, we recommend developing steps to ensure coordination across sectors and
accessibility statewide. (See also Strategy C.3.3. regarding professional development for school personnel
in behavioral health),

Geal B.2  All children will receive age-appropriate periodic standardized screening for

developmental sind behavioral concerns as part of a comprehensive system for
screening, assessment, and referral for services.
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Enhancing the identification of early-onset behavioral health disorders for children and adolescents
was one of the seven goals of the Task Force on Behavioral Health Services for Young Adults with a
specific recommendation to mandate screening for behavioral health problems by primary care providers
in the health care setting and reimbursing providers for the time and effort required. Our approach in this
Plan shares a similar goal but deviates slightly in approach. We believe this goal can be achieved without
a mandate but through providing sufficient financial incentives and services and supports. There are
already many such supports in CT but they will need to be reviewed for effectiveness, and then the most
effective approaches expanded and sustained to reach a higher number of children. We also are
recommending screening needs to take place in both health care settings and other settings (e.g. early care
and education, home visits, and public and private schools), as after the age of three, children are seen less
frequently for well-child visits.

Specific actions to increase the rate of screenings and assuring children have access to further
assessments and services involves a coordinated approach across systems not only for children birth to
three but throughout the school years as well. There are already significant efforts underway in
Connecticut, in cooperation with key state agencies that could serve as a locus to oversee the
implementation of the recommended strategies, notably the Connecticut Health Innovation Plan (the
“SIM” Plan) and the Early Childhood Comprehensive Systems grant-funded initiative. The work must
ensure that alf of the thousands of high-risk infants and toddlers who come into contact with any state
department or their provider network, have access to screening, evaluation and appropriate referral to
evidence-based, developmentally appropriate, trauma-informed supports.

The barriers to universal screening most often cited are inadequate reimbursement, cost, lack of time,
inadequate behavioral health training for health providers and tack of resources for referral. Children
covered by Medicaid in Connecticut already have several avenues through which to access Medicaid-
reimbursable developmental or behavioral health screenings including in primary care offices, free-
standing clinics, and school-based health centers, and most commercial insurers cover screening as well.
Primary care providers can obtain reimbursement separately for behavioral health screenings conducted
as part of a well-child visit by both Medicaid and commercial insurers, Reimbursement, however, should
be contingent on adding the results to the child’s medical record to support continuity of services, This
plan addresses the barriers related to training and expansion of resources for referral.

Strategy B.2.1 Expand the use of validated screening tools to assist parents and other
caregivers and health, education and home visiting providers to promote social
and emotional development, identify behavioral health needs and concerns,
document results, and communicate findings with other relevant caregivers and
providers in a child’s life.

Behavioral health screening using validated tools is an effective and evidence-based approach to
providing early detection of children in need of assessment, leading to early intervention services across
all age groups. Screening criteria and processes for young children should be aligned with the Office of
Early Childhood’s Early Learning and Development Standards®’ and screening for youth of all ages
should identify risk conditions in the environment, which lead to significant behavioral health problems,
specifically maternal depression, child trauma, domestic violence, substance abuse, or homelessness. The
research on the effect of toxic stress (Harvard Center on the Developing Child) and adversity (ACE
Study) clearly indicates that these conditions damage the developing brain and lead to serious behavioral
health, cognitive, and health problems. We need to identify these high-risk conditions in which children
are developing in order to intervene early and prevent later developmental probiems.

There are a number of validated screening measures that can assist parents and other caregivers to
identify children and youth across all ages who may be exhibiting behavioral health concerns. The Office
of Early Childhood seeks to expand the number of parents engaged in assessing their children’s
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development using a standardized tool in seven communities through a campaign to expand use of Help
Me Grow. Help me Grow at CDI administers the Ages and Stages Monitoring System, one of many tools
available. The ASQ:SE is an add-on to the standard ASQ-3 and could be included in the standard set of
tools provided to parents. ASQ-3 reaches several thousand parents. Pediatric practices, early care and
education providers and schools use a range of other tools to screen youth for developmental concerns.
These are models that can be the basis for a statewide strategy.

Strategy B.2.2 Link all children who screen positive for developmental and behavioral
concerns to further assessment and intervention using existing statewide systems
to identify appropriate resources when needed.

This strategy assures that screening does not happen in isolation of appropriate follow-up and
treatment when needed, which requires a broader systemic approach. Many stakeholders noted that
periodic screening will only be of value if there is an adequate network to refer children and families who
screen positive for further prompt, adequate, and efficient assessments and early intervention. An
important resource in CT is the Child Development Infoline Program that provides services to parents and
providers to link children to needed services (a model being replicated in 18 other states); currently it only
serves children birth to five. We are recommending not only providing the resources to assure this service
has the capacity to meet an increased demand as more children are screened but also that it be enhanced,
or that a similar service be developed to meet the needs of school age children. This should be
coordinated with the work underway at the Office of the Health Care Advocate to support information
and referral as authorized in PA 14-115 (see Strategy A.2.2). Any system enhancement needs to ensure
that high-risk families use it and are actually connected to services as a result, and that the system is
accessible across languages and cultures.

Goal B.3  Ensure that all providers and caregivers who work with young children and
youth demonstrate competency in promoting social and emotional development
in the context of families, recognizing risk factors and early signs of social-
emotional problems and in connecting all children to appropriate services and
supports, ' Fr o

A workforce competent in behavioral health across all settings is key to promoting healthy social and
emotional development, recognizing the early signs of problems and connecting children to services as
early as possible. Those who work with young children need very specific training.

Strategy B.3.1. Conduct statewide trainings on infant mental health competencies and increase
the number of providers across all relevant systems who receive Endorsement in
Infant Mental Health.

The CT Association for Infant Mental Health (CT-AIMH) has been a leader in this regard, having
developed specific early childhood mental health training, a set of competencies that can lead to an
Endorsement in Infant Mental Health, and provided reflective supervision opportunities. To date, 23
people in CT have earned an IMH Endorsement and 25 more are progressing toward Endorsement.
Several efforts already underway serve as models upon which to build including CT-AIMH’s partnership
with DCF to cross-train child welfare and Head Start staff and CT-AIMH’s partnership with OEC to
develop and deliver training on infant mental health for pediatricians and child care providers. These
efforts, however, are limited in scale and scope. Training opportunities need to be expanded, with
increased opportunities for all those who work with young children including but not limited to DCF
personnel, early care and education providers, early interventionists through Birth to Three, home visitors,
and health and behavioral health providers.
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Goal B4 Develop, imp.lement, and monitor effective programs that promote wellness and
prevent suicide and suicidal ideation.

Suicide prevention programming and training have been a central focus of the Connecticut
Suicide Advisory Board with member agencies having greatly expanded. The following suicide
prevention programs, among others, have been offered in the state during the last year: Question,
Persuade and Refer (QPR) accompanied by Training of Trainers; Applied Suicide Intervention
Skills Training (ASIST); Assessing and Managing Suicidal Risk (AMSR); Assessing Suicidal &
Self-Injurious Youth (ASSIY); TIP 50: Addressing Suicidal Thoughts and Behaviors in
Substance Abuse Treatment; Connect Prevention and Training of Trainers; Connect Prevention
and Training of Trainers; Mental Health First Aid; Recognizing and Responding to Suicide Risk
— Primary Care; and SafeTalk.

Strategy B.4.1 Continue cross agency collaboration and coordination with planned evaluation
activities of the Connecticut Suicide Advisory Board.

The evaluation of existing and emerging suicide prevention programming is essential to ensuring
the provision of effective suicide prevention activities.

C. Access to a Compreliensive Array of Services and Supports
PA 13-178 identifies a number of strategies that can be broadly characterized as promoting access to

a comprehensive array of behavioral health services. Central strategies identified in the legislation
include:

¢ Ensuring access to developmentally-appropriate services;
s Offering a comprehensive array of services;
» Improving the integration of school- and community-based behavioral health services;

*» Enhancing consumer input and public information and accountability and in partnership between
DCF and DSS increasing awareness of the 2-1-1- Infoline program.

Numerous stakeholders identified the need for a comprehensive array of services and supports that
includes promotion, prevention, early identification, early intervention, treatment, and transition services
{see Figure 111.2 above). Full access to that service array must be in place for all children regardless of
insurance status, system involvement and geographic location. For example, a number of participants note
that many elements of the current array of services and supports are not covered by commercial insurance
plans. Furthermore, services may only be available to youth involved in certain public systems, and many
services are not equally distributed and accessible in alfl parts of the state. Although Connecticut is
considered a national leader in the provision of many elements of the service array (e.g., in-home
evidence-based practices), significant expansion is required to establish Connecticut as a national leader
in the full service array and ensuring that all youth and families have access to those services.

Providers and family members repeatedly indicate tack of capacity and not enough services across the
service array, and report long wait lists for some service categories. There are significant service gaps in
some parts of the state, particularly in the Northeast, Northwest, and Southwest regions of Connecticut.
One result of the dearth of services is an increase in emergency department visits. Providers suggest the
level of acuity of youth presenting at all levels of care is much higher than it was even a few years ago,
noting various contributing factors such as greater awareness of behavioral health needs and zero
tolerance policies at schools that result in more referrals to EDs and other services. Utilization data
indicates large increases in emergency department utilization for youth presenting with primary
behavioral health diagnoses and reductions in inpatient hospital lengths of stay and capacity issues during
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period of high volume. Schools and families refer the majority of children that are seen in EDs. Providers
strongly indicate that the statewide network of outpatient psychiatric ¢linics for children and child
guidance clinics is consistently underfunded and has difficulty attracting and retaining a stable, highly
trained workforce. This situation has contributed to problems ensuring a full service array and continuity
of care in all parts of the state. Utilization of EMPS has increased 31% since Fiscal Year 2011 and further
increases should be anticipated given the requirements of PA 13-178 for schools to establish MOAs with
EMPS to avoid referrals to an ED whenever children can be safely and effectively treated in home and
community setfings.

Stakeholders also noted a decrease in the number of congregate facilities, stressing the importance of
service availability for those with higher acuity needs. According to CTBHP data, since October 2009 six
residential treatment centers have closed, in-state bed capacity has reduced by 54%, and the utilization of
out-of-state providers has decreased by 85% in the past five years.’ Occupancy data from the CTBHP
illustrates consistent vacancies across a range of congregate treatment settings, including Therapeutic
Group Homes and Residential Treatment Centers, In 2012, Connecticut’s overreliance of congregate care
settings for children in DCF custody was among the highest in the country and above the national average
of approximately 14%."" At the time of this report, aithough Connecticut has seen a decrease in
congregate care utilization and a simultaneous increase in children remaining at home with one or more
biological parents, Connecticut remains above the national average in congregate care placement rates.
Many states have demonstrated that congregate care reductions have resulted in better outcomes and
reduced costs, and these efforts are effective when accompanied with significant increases in funding for
community-based service and data-driven monitoring of needs and service utilization. Yet it is clear that
residential treatment and other congregate care settings ate heeded for some youth. Efficient use of this
level of care for youth who require this level of treatment should be fully supported as an important part
of the full service array.

The primary recommended action with respect to treatment services was to ensure sufficient capacity
across the array of behavioral health services, care and support, delivered in various settings (community-
based clinics, schools, home-based) that will assist in maintaining children in their homes, schools, and
communities, consistent with national research. Many service categories were identified as needing
sufficient expansion (Goal C.1).

Goal C.1  Build and adequately ljésource_ an array of behavioral health care services that
has the capacity to meet child and family needs, is accessible to all, and is
equally distributed across all areas of the state,

Our findings indicate a need for significant expansion in many sectors of the service array and
ongoing monitoring of the adequacy of the service array. Unless services are enhanced, screening for
behavioral problems is likely to lead to an increase in demand for services from an already overburdened
system, resulting in children being referred to longer wait lists rather than effective services. Although
service expansion across the full array will be complex and costly, and will require further specification
and planning to ensure that the most effective services are targeted for expansion, a growing body of
literature and community experience documents sirategic service expansion as an investment that will
ultimately have a positive impact on outcomes for Connecticut’s children and prove to be cost effective.
In many cases, service expansion is in fact mandated in the Medicaid system by requirements like
EPSDT.

Significant service expansion should take place quickly, simultaneous to the system infrastructure
enhancements described in Section [V.A. This work will draw on extensive recent efforts to document
the service array and gaps in that array, and to recommend solutions (see Section I-111 and Appendix B).
This work would become a core responsibility of the governance entity established to oversee plan
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implementation (see Section V). Service expansion should be informed by the emerging field of
Implementatton science, which examines approaches to disseminating and implementing treatment
models.”

The service array would emphasize prevention activities and non-traditional/informal supports while
also providing sufficient evidence-based and evidence-informed behavioral health services. New,
innovative services to meet the needs of specific populations should also be fully promoted in the service
array, with adequate supports to ensure effectiveness (e.g., access and knowledge of services, training,
data collection, quality assurance/improvement). Services should continue to be delivered across settings
(e.g., home-based, early care and education, schools, outpatient clinics) to increase access and prevent and
treat social/emotional disorders as early as possible.

The following goals and strategies provide guidance as to where the state can begin to make
significant improvements to enhance the service array.

Strategy C.1.1 Establish a process for initial planning of the array of services and supports and
ongoing needs assessment, across local, regional, and statewide levels.

Within the context of the system structure and governance articulated in Section IV.A, DCF and its
partners will lead the process, with strong family and provider input, to: consistently assess the array of
services and supports involved in the System of Care; quantify the gaps identified through an ongoing
needs assessment process; and implement a plan for service enhancements. A transparent, web-based
process to document each component of the service array, its requirements, its funding, and its place in
the overall system will aid in identifying the specific steps to enhance each component and then enable
tracking of progress.

Needs assessment is critical for identifying and responding to gaps in the service array, and should be
conducted at the local and regional level, employing a broad definition of the array of services.
Information on known service gaps can be gleaned from existing reports including regular Value Options
reports, the Juan F. Court Monitor process, and recent reports from Office of the Health Care Advocate,
the Legislature’s Program Review and Investigations Committee, and from the Early Childhood
Comprehensive Systems grant. A process and online data collection tools for conducting these
local/regional needs assessments and rolling them up to the statewide level should commence
immediately and be pursued with some urgency based on public and providers concerns about capacity
issues. The strategy for financing this expansion of services is articulated in Goal A.2 above.

Strategy C.1.2 Finance the expansion of the services and supports within the array that have
demonstrated gaps.

The planning process has identified a number of components of the service array that require
increased investment to meet current and projected needs. As noted throughout this report, the current
high utilization of EDs is related to an insufficient supply of community-based alternatives across the
service array; consequently, expansion across the service array is strongly recommended. The section
below describes a number of service categories that were identified as lacking capacity. Expansion in
each area is strongly recommended.

In addition to meeting existing demand, expansion is recommended to plan for the anticipated growth
in demand for services resulting from increased efforts in the area of screening for behavioral health
concerns, as described in Section TV.B.

While this Section 1V.C covers the comprehensive view of developing the entire system of care,
much of which will be enhanced through the existing network of child guidance clinics and outpatient
psychiatric clinics for children, two areas targeted for development intersect with many components of
this array of services and were pulled out in separate goals below:
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»  Crisis response services (Geal C.2). Many stakeholders noted significant increases in the
number of youth presenting in behavioral health crisis to services such as Emergency Mobile
Psychiatric Services (EMPS), EDs, and inpatient hospitals. Further expansion of this level of care
is an immediate need and an important part of the overall system of care; accordingly, it is
described in further detail in Goal C.2 below.

s School-based behavioral health (Goal C.3). Many planning participants cited schools as ideal
settings for screening, early identification of behavioral health needs, and delivery of and linkage
to treatment services. Further expansion of school-based behavioral health care, in close
cooperation with existing community-based clinics, is an important part of the overall system of
care and is described in further detail in Goal C.3 below.

The services in this array will continue to be delivered by providers with extensive experience and
deep roots in the community. Services and supports in need of expansion are described below, including:
early childhoed interventions; non-traditional/non-clinical interventions; care coordination; and
behavioral health treatment options.

a. Early Childhood Interventions

Section B includes description and strategies for increasing the incorporation of universal prevention
approaches as an important element of the service array; this section describes preventive interventions
primarily at the selective and indicated levels for youth who are found to be at-risk for social, emotional,
and behavioral problems. The early childhood behavioral health system must include an array of
evidence-based interventions from low to high intensity, delivered in a variety of settings. Early
childhood behavioral health intervention/treatment can dramatically decrease the need for deep end
services later delivered by schools and community-based agencies. Intervening early is documented to be
effective, both in terms of cost and morbidity, with a convincing body of evidence that home visitation
programs improve developmental outcomes,”’ increase caregiver capacity, reduce incidents of abuse and
neglect, and address the implications of Adverse Childhood Expetiences on health and well-being.*? By
considering these programs as Community Health Providers within the SIM framework, an opportunity
may be created to further develop and bring to scale critical and cost-efficient early interventions.™

Infant mental health advocates point out that intervention and treatment for infants and young
children is very different than for older youth. Services for the very young are not simply a downward
extension of intervention used for older children. Infancy is the time of the most rapid brain development
and trauma and other adversity that occurs at that developmental stage has profound effects on behavioral
health, cognition, and physical health. A two-generation, trauma-informed, developmentally appropriate
approach that focuses on the relationship between caregiver and child is fundamental to protecting the
developing brain from the devastating effects of stress and trauma and is the foundation for interventions
for this population.

In every case, the level of intensity of service and the setting must be matched with the unique needs
of the young child and family. For example, children meeting typical developmental benchmarks might
be served with a consultation in a pediatric office; challenging behaviors in preschool might benefit from
a behavioral health consultation model; and some parents might need skill building as a third possibility.
Young children who have experienced trauma, who have parents with significant challenges (e.g.,
depression, domestic violence, substance use), or who have experienced abuse and neglect need more
intensive, home-based, trauma-informed, two-generation services.

The state’s service capacity to offer preventive interventions is inadequate, with long waitlists for
some evidence-based interventions. Consequently, the state should ensure a sufficient capacity of early
childhood interventions to meet the needs of all families, including home visiting services featuring
trauma-informed models, early care-based interventions, and clinic or community-based interventions to
ensure that such services are scaled up.
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b. Non-Traditional/Non-Clinical Services

Families point to the need for an expansion of non-traditional, non-clinical services that include
community-based, faith-based, after-school, grassroots, and other supports for youth who are exhibiting,
or identified as at risk for, behavioral health symptoms. Such interventions should be supported as
important element of the service array in the area of promotion, prevention or early intervention
(depending on the natute of the program and its target population). Families identify such interventions as
being highty responsive to community needs, family-friendly, accessibie, and effective. Furthermore,
families report that such interventions often are delivered by individuals who know their community,
which contributes to the acceptability of those services. Included in this category are community-based
services that provide a bridge between families, schools, and pediatric health care providers.

Considerable work is underway to ensure that children with behavioral health and substance use
issues are not ensnared in a juvenile justice process that could contribute to negative longer-term
outcomes and not address their underlying issues. Programs have been piloted across the state to work
with schools, Juvenile Review Boards, or Youth Service Boards, to identify at-risk children, facilitate
assessment of their needs, and connect them with services or pro-social community activities. These
prevention and early intervention programs often are small and grant-funded. As Connecticut re-imagines
its health care delivery and payment system, these services should be considered, potentially with a plan
for certification or licensing, support for fidelity and outcomes measurement, and a path for insurance
reimbursement.

¢. Care Coordination

Care coordination utilizing high-fidelity Wraparound and child and family teaming approaches is
highly recommended, and as described in Section [V.A.2, such services are an essential component of the
proposed re-organization and the roles and functions of the system of care, Youth and family members
who are involved in multiple systems indicate difficulties meeting the varying recommendations,
protocols, and requirements for treatment across those systems. Families report that they constantly feel
the need fo “start over” when circumstances change, and that information about their behavioral health
and treatment history “does not follow” them, suggesting that treatment information is not shared
efficiently with the next clinician or agency. This often results in frustration and lack of continuity of
care. Effective care coordination can address this issue and streamline access to the most appropriate
services and address issues of continuity of care.

Care Coordination should also connect families to the array of services that will reduce family stress,
which can be “toxic” to the development of the child. Examples include services to address treatment for
maternal depression, parenta] substance use, or behavioral health disorders; domestic violence;
homelessness; food insecurity; and more. As per the Guiding Principles of a System of Care, care
coordination is not just about coordination of behavioral health services but about coordination and access
to the services and resources across systems that a family needs to promote health and well-being,

d. Behavioral Health Treatment Options

The findings strongly support the need to expand and/or énhance several areas of the treatment
service array. Treatment options should be available at varying levels of intensity to meet individual
needs. Services should be accessible regardless of insurance type, system involvement, and geographic
location. Described below are areas of the service array that are in need of expansion.

Quipatient care, Some providers from the state’s Child Guidance Clinics report high numbers of
referrals to outpatient services but a lack of sufficient funding to meet the need. Routine outpatient care is
often a first referral for a young person with behavioral health needs, a follow-up service referral for
youth discharged from other services, and a “step-down” referral from more intensive levels of care. This
results in high demand at the outpatient level of care and youth presenting with various presenting
concerns and levels of acuity. Increasingly families, providers, and funders understand the high rate of
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trauma experienced by youth in our behavioral health and juvenile services system and the associated
lifelong medical and societal costs of unaddressed trauma exposure.™ [n recent years, Connecticut has
increased its adoption of evidence-based practice models and in partnership with providers has
implemented several of these models in an effort to enhance the quality and outcomes of outpatient care.

Connecticut should continue to support the outpatient level of care and scale-up its nationally
recognized trauma support and evidence-based services - including TARGET, TF-CBT, MATCH-ADTC,
and other models - to prevent system involvement and reduce escalation of need. Implementation of
evidence-based practices at the outpatient level of care may require new reimbursement strategies to
participating clinics to cover the additional costs associated with implementing evidence-based practices.
Associated costs often are related to reduced productivity related to training and support (e.g., learning
collaboratives, consultation calls, supervision), smaller caseloads, and increased requirements for data
collection and quality improvement activities.

Intensive treatment models. Many note the need for sufficiently intensive treatment options to meet
the needs presented by many youth and their families. This level of care is critical to maintain youth with
behavioral health needs in their homes, schools, and communities. Access to intensive treatment models,
delivered primarily in community-based settings, is needed, including Extended Day Treatment, Intensive
Outpatient Programs, and Partial Hospitalization Programs. '

Child and adolescent psychiatry. Many stakeholders identify a significant shortage of qualified child
and adolescent psychiatrists to conduct psychiatric evaluations and provide medication management to
children who require this level of care.

Substance use services. Participants identify substance use issues as a growing concern among youth.
Opiate and prescription drug use are identified as increasingly prevalent among the adolescent population.
Participants noted that some excellent, evidence-based services exist for treating adolescent substance
use; however, they do not have the capacity necessary to meet the need. Furthermore, Connecticut lacks a
recovery-oriented system of care for youth, although such a system does exist for aduits through
DMHAS. Many of the substance use services in the state are available through the justice system, but
children should not need to be arrested to access those services. Reimbursement strategies, particularly
among private insurers, do not sufficiently fund a long-term recovery model. A more effective approach
would be to enhance access to substance use treatment for all youth who need it, thereby preventing
Juvenile justice and other system involvement. Consultation between DMHAS and the youth-serving
system of care is recommended in order to apply relevant lessons learned to the youth population in
further developing recovery-oriented services and supports. Better coordination between substance use
treatment providers and behavioral health providers, who are often from different agencies, is also
needed.

Services and supports for children with autism. Participants feel that the system of care for
individuals with autism is overly complicated and insufficient to meet the need. The responsibility for
treating youth with autism continues to be shared by too many programs and agencies, and the waitlist to
see an expert on autism can be as long as six months. A trained workforce that can provide specialty care
for youth with autism is highly recommended. Furthermore, there is a pressing need for all youth,
including those with autism, to have access to transition services as they age out of the child-serving
system and need supports for independent living, employment, and housing.

Goal C.2 Expand crisis-oriented behavioral health services to address high utilization rates
in emergency departments.

It is generally acknowledged that EDs are an inappropriate setting for treating youth with behavioral
health needs and their families. High utilization of EDs can be addressed through expansion of crisis-
oriented services like EMPS, short-term (e.g., 23 hour) behavioral health assessment centers, and longer-
term (e.g., 14 day) crisis stabilization units.
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EMPS is a proven service that helps divert youth from the ED by responding to families and schools,
and helps reduce ED volume by diverting youth who are in the ED from inpatient admission. EMPS also
provides linkages to community-based care for families who are in the ED. The ongoing growth in EMPS
utilization suggests that EMPS requires further expansion to meet the demand; in addition, it underscores
the important finding that EMPS is necessary but not sufficient to address the high utilization of EDs. A
sufficient service array at varying Jevels of intensity, as described in this section, is required so that EMPS
can ensure ongoing treatment at an appropriate level of care. In addition to expanding EMPS, expansion
of crisis behavioral health assessment centers and crisis stabilization units are highly recommended as
they provide critically important alternatives to EDs.

Strategy C.2.1. Expand EMPS by adding clinicians across the statewide provider network to
meet the existing demand for services.

The ongoing growth in utilization of EMPS services over the last several years, as well as growing
utilization of EDs among youth with primary behavioral health concerns, justifies an expansion of EMPS
to address the crisis needs of youth and families. EMPS helps to divert youth from EDs by responding
directly to families and schools. Continued outreach to families and execution of MOAs with schools (as
required under PA 13-178) and police is likely to significantly expand EMPS volume. Expansion of
capacity within EMPS is required to meet the current and projected increases in demand for this service.

Strategy C.2.2. Enhance partnerships between EMPS clinicians and EDs to facilitate effective
diversions and linkages from EDs to community-based services.

Along with the expansion of EMPS clinicians generally, enhancements in partnerships between
EMPS clinicians with the EDs can further support the diversion of youth from inpatient hospitalization
when children can be safely and effectively treated in their homes, schools, and communities. [t will also
assist EDs by providing direct access to experts in establishing Jinkages to community-based care. EMPS
also works closely with police to divert youth with behavioral health needs from ED utilization as well as
arrest.

Strategy C.2.3. Explore alternative options to ED's, through short-term (e.g., 23 hour)
behavioral health assessment centers and expanded crisis stabilization units.

For youth who are experiencing a behavioral health crisis and are in need of acute care, EDs are not
an appropriate setting; however, alternative treatment settings do not exist or are in short supply across
the state. Families and providers identified the importance within the service array of behavioral health
assessment services (e.g., 23 hour beds) and crisis stabilization units that provide assessment and
treatment for longer periods of time (e.g., up to 14 days). An enhanced crisis service system should ensure
that EMPS can provide direct access to these treatment settings, which will help alleviate the current
crisis in EDs and provide families and youth with a safe treatment environment at a less intensive level of
care than inpatient hospitalization. In-state and out-of-state models for crisis respite and crisis
stabilization units should be considered as models for expansion. With the proposed expansion of crisis
services as alternatives to EDs, some stakeholders have concerns about current federal and state
regulations as they relate to accessing these services. For example, the federal Emergency Medical
Treatment and Labor Act (EMTALA) describes hospitals® obligations when an individual presents for
treatment to an emergency depattment, and contains other stipulations relating to ambulance transport to a
hospital. We recommend that the state closely examine the federal EMTALA law and relevant state law
and make appropriate changes to state law as needed to ensure that youth have access to crisis treatment
options designed to serve as alternatives to the ED.
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Goal C.3  Strengthen the role of schools in addressing the behavioral needs of students.

A significant expansion of school-based behavioral health services is recommended, built on an
“expanded school mental health” framework that includes significant collaboration between community-
based behavioral health providers and schools.”

There is growing evidence that students with behavioral health needs have higher rates of academic
failure and also are subject to high rates of “exclusionary discipline” (e.g., arrest, expulsion, suspension).
While appreciating that the schools’ primary role is to educate children, schools are also ideal settings for
screening and early identification of behavioral health needs and linkages to services. Research suggests
that behavioral health services are effective and more accessible to youth when delivered in schools.™
School-based behavioral health services are provided by clinicians employed by school districts, school-
based health center staff, and/or community-based providers who are either co-located in the schools or
located in the community but linked to the school,

Schools have the potential to be the best places for identifying youth in need of intervention and
reducing access barriers to provide effective care. Many schools, however, require assistance in building
their capacity for these services in order to realize that potential. Over time, school districts have reduced
the number of guidance counselors, school social workers and school psychologists due to budget cuts,
reducing the schools’ ability to meet the behavioral health needs of students and provide guidance to
teachers about how to do the same. School-employed clinicians were reported to have extensive
responsibilities related to developing and reviewing Individualized Education Programs/Plans (1EPs) but
less available time to provide prevention and intervention services. Additionally, there are difficulties
meeting the behavioral health needs of youth with autism in schools, responding to behavioral health
crises in schools, and facilitating transitions from inpatient hospitalization back to the school. Parental
engagement in care can be more difficult during the school day, and feedback to the primary care provider
is inadequate, even with fairly straightforward medical problems. Communication and coordination
between schools and community-based behavioral health providers is a significant challenge. School-
based health centers, though helpful and effective, are not sufficiently taken to scale across the state and
may not have the full capacity needed to ensure coordination of care between the school and the
community, particularly when school ends in the summer but children and families require ongoing
services. It is clear that if schools are to play a broader role in the delivery of behavioral health services,
support will be required to address these various concerns.

It is critical that efforts to enhance the delivery of school-based behavioral health services provide
financial support to schools and also to the network of child guidance clinics in Connecticut that will be
involved in this effort. Coordination with community-based providers, perhaps through co-location of
clinicians in schools, will ensure that youth who are identified or treated in schools have access to the full
setvice array available in the community and experience contmmty of care during the afier-school hours
and over the summer,

School-based services will also need to be coordinated with the overall development of the system
of care and the role of the Care Management Entities proposed in Goal A.2, with school-based services
part of a broader evaluation and care plan for children served. This will also allow for enhanced data
collection and accountability for the delivery of school-based behavioral heaith services. Data collection
practices at the system level should incorporate results of school-based behavioral health screening,
referrals and linkages to treatment, and outcomes including school attendance and academic achievement.
Annual student health surveys that include questions about physical health, behavioral health, social life,
and school engagement and link to health and educational outcomes can help identify needed services
(individual, group, school-wide).

Specific strategies in this area are outlined and explained below.
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Strategy C.3.1 Develep and implement a plan to expand school-based behavioral heaith services.

This plan should include the following elements:

Increase the number of community-based clinicians who are co-located in schools. It is
critically important to integrate delivery of school-based behavioral health services with the
state’s network of community-based clinics (e.g., child guidance clinics, outpatient psychiatric
clinics for children) and the overall system of care described in this report. This is the best way to
ensure that students who are identified or treated in schools have access to the full service array
and that they experience continuity of care when schools are not in session. All goals and
strategies described in this section should be pursued in close coordination with the network of
community-based clinics.

Address licensing, funding or other regulatory issues to enable community providers to deliver
services on school grounds and receive reimbursement from insurers and/or Medicaid. This
alleviates transportation and “no show” issues because the child is already at school, and also
helps to address stigma because the youth is going to the school for services, not to a “clinic.,”

Increase the number of school-based behavioral health elinicians, Connecticut must ensure
that all schools have a sufficient number of social workers and school psychologists to meet or
exceed recommended standards and to meet the demand for treatment.

Adopt and implement standardized screening instruments. Standardized screening
instruments will help school personnel identify behavioral health and support needs, including
traumma exposure. Schools need to identify key points of contact among school staff who can
administer the universal screening (e.g. school nurse, SBHC clinicians, guidance counselors,
school social workers, community-based clinicians), provide training, and create a centralized
data system for sharing of results and to avoid duplication of screenings. Section IV.B provides
additional details on behavioral health sereening in the system of care.

Expand the number of school based health centers (SBHCs). School-based health centers,
staffed by either school employees or contracted staff from local providers, are an effective model
for addressing the health and behavioral health needs of students and integrating care. Medical
clinicians are now required (for sites funded by DPH) to conduct behavioral health screenings at
all visits, which increases the likelihood of early detection and referral. Connecticut should ensure
that all school-based health centers achieve the “gold standard” of optimal comprehensive SBHC
care that involves having both a health and behavioral health clinician with administrative
support. Expansion of SBHCs should follow the establishment of quality standards and the
development of effective programmatic oversight at DPH.”” DPH will need an increase in funds
for administrative staff support to implement and monitor this expansion.

Implement evidence-based treatments tailored to schools. Require that all school-based
behavioral health providers are trained in the use of trauma-informed evidence based treatments
that are designed for delivery in a school setting and utilize group and individual treatment
modalities.

Identify model plans across the state that accomplish the goals and strategies outlined in
this section, and systématically support replication of those models across the state. There
are a number of potential models for enhancing school-based behavioral health in collaboration
with community-based providers. Existing or emerging evidence-based models, such as the
Cognitive Behavioral Intervention for Trauma in Schools (CBITS), should be identified and
replicated.

Integrate measurement of outcomes with statewide data collection and reporting efforts.
Data collection and reporting of outcomes across SBHCs and other school-based services
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throughout the state should connect to the statewide model of quality assurance, continuous
quality improvement and monitoring of outcomes (see Section 1V.A),

Strategy C.3.2 Create a blended funding strategy to support expansmn of school-based
behavioral health services.

Municipal funds will be insufficient to support an expansion of school-based behavioral health
services. A combination of federal, state, local, and private and public philanthropic funds can be pooled
together to fund school-based behavioral health services, reduce fragmentation and cost shifting, and
improve the coordination of school- and community-based behavioral health services.

Strategy C.3.3 Develop and implement a behavioral health professional development
curriculum for school personnel,

In-service professional development will help-build the capacity of school personnel to recognize,
refer, and/or treat behavioral health concerns. School administrators, teachers, clinical personnel, School
Resource Officers, and other school personnel all require different behavioral health competencies and the
curriculum should be tailored to their needs and to the developmental level of the students they serve.
Initial training for teachers and administrators in behavioral health and developmental issues should be
incorporated in teacher and administrator training curriculums in higher education. SDE, school
behavioral health trade associations, and school personnel should guide curriculum development for
continuing education. All School Resource Officers should be required to undergo training in recognizing
and responding to youth with behavioral health needs, increasing rates of diversion from exclusionary
discipline including arrests, expulsions, and suspensions, and implementing restorative practices.
Training modules should include, at a minimum, the following;:

« Introduction to Child/Adolescent Development;
¢ Recognizing Behavioral Health Concerns and Trauma Exposure;

¢ Developing Empathy and Reducing Stigma/Discrimination Associated with Behavioral Health
i Concerns;

s Effective Classroom Behavior Management Strategies;
* . Violence Risk Assessment;
. Diversion from Exclusionary Discipline; and

»  Cultural Competency.

Stfategy C.3.4 Require formal collaborations between schools and the community.

PA 13-178 calls for estabiishment of MOUs between schools and EMPS providers and between
schools and police. Schools and community-based agencies should develop much broader MOUs that
artlcu]ate roles and responsibilities in meeting the behavioral health needs of students, using EMPS as
well as other services and supports. MOUs must address the need for improved communication between
schools, police, community-based providers and hospitals in order to promote coordination and continuity
of care.

Goal C.4 Integrate and coordinate suicide prevention aétivitie_s across the behavioral
health service array and across multiple sectors and settings.

Behavioral health providers should work within their respective agencies and communities to
raise the profile of suicide prevention initiatives and activities that promote health and wellness.
There is strong institutional and leadership support for svicide prevention through DMHAS, DPH, DOC,
DCF and other state agencies.
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Strategy C.4.1 Continue to identify and foster attitudes and behaviors within agencies and
programs that support the evaluation and adoption of new initiatives for
prevention, intervention and pestvention.

Central to this effort is the institutionalization of embedded language, policy and activity in
agencies for which suicide prevention may not traditionally be part of the central mission.

D. Pediatric Primary Care and alth Care Integration
Section 1.1 of PA 13-178 calls for offering comprehensive, coordinated care within a continuum of

services. The legislation also calls for DPH to work with DCF to increase family involvement in the
medical home and integrated care models. Among the challenges in an integrated care delivery system
identified by experts in the field through facilitated discussions, community conversations, and a review
of the literature, two were most salient and are identified as key goals for addressing continuity,
coordination, and integration of care: (1) the integration of pediatric primary care and behavioral health
services within Patient Centered Medical Homes (PCMMHs); and (2) enhancements to the care
coordination systems in the State. Integration of pediatric care and behavioral health is addressed in this
section, complementing the recommendation in Section A regarding care coordination and the creation of
Care Management Entities as the major system enhancement to ensure coordination and continuity of care
across all involved sectors.

Challenges regarding the integration of pediatric primary care and behavioral health services include:
e Electronic health record systems do not atlow for sharing of information across care settings, such
as health and behavioral health;

¢ State confidentiality laws require parental consent for health and behavioral health providers to
share information;

e Pediatric providers are not comfortable treating their patients’ behavioral health conditions:
* Behavioral health providers are not trained to work in pediatric primary care settings;

* Reimbursement policies don’t easily support behavioral health clinicians delivering care in
pediatric primary care settings;

» The lack of 24/7 availability of providers, including behavioral health clinicians, contributes to
overuse of Emergency Departments; and :

e  Parents are left to do the bulk of coordination of care between their children’s health and
behavioral health providers.

Integration of pediatric care and behavioral health applies in both the public and private sectors for
behavioral health care systems and will need to be coordinated with the role of the Care Management
Entities to avoid duplication. An approach will be needed for families with children with a high level of
need who are presently looking to the DCF Voluntary Services program for assistance.

Goal D.I  Strengthen connections between pediatric primary care and behavioral health
services. . - . ' =

Pediatric primary care services provide a unique opportunity to address children’s behavioral health
needs. They are universally used across age groups, racial and ethnic groups and geographic locations.
For example, children cannot attend childcare, school, camp or play organized sports without first having
a physical exam by a licensed child health provider. Engaging at the primary care level also facilitates a
family-based approach. Providers can engage families in behavioral health services for their children and
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for adults in the family. Integration into primary ¢are more easily allows providers to work with children
and their families over time, observing changes in concerns and circumstances. Lastly, primary care
services are connected to a wide array of community services that children use, including preschools,
schools, and specialty services. Several individuals commented that these connections are not strong
enough in Connecticut, and this concern is addressed in this recommendation as well as in the system
integration recommendations.

Connecticut has several initiatives in place for improving connections and coordination between
health and behavioral health providers, including co-locating behavioral health providers on-site in
pediatric practices. These can be integrated and brought to scale to improve access to behavioral health
services. Some examples of such initiatives include:

The State Innovation Model (SIM) calis for integrated services with strong care coordination
across levels of care and systems of care;

Medicaid’s Person Centered Medical Home (PCMH) program requires that practices hire or
contract for the services of a care coordinator;

The National Committee on Quality Assurance (NCQA) 2014 medical home standards, on which
Comnecticut’s PCMH program is based, requires that practices have agreements with behavioral
health providers and inform patients of those agreemens;

The CT BHP Enhanced Care Clinic (ECC) program requires that behavioral health agencies with
ECC status have at least two memoranda of agreement with primary care sites to provide services
and supports;

DCF recently taunched a consultation program (Access MH CT) through Value Options that
provides primary care child health providers with direct contact to a child psychiatrist. Three hubs
within the state deliver the consultation in their respective geographic areas;

DPH recently funded the development of five regional care coordination collaboratives that will
bring cross-sector care coordination services from a variety of providers (DCF, BHP, Community
Health Network) to primary care sites;

Connecticut’s Federally Qualified Health Centers have worked to integrate behavioral health and
pediatric care through both their clinics and their school-based health services;

The Educating Practices in the Community (EPIC) program provides education to pediatric
primary care sites on many behavioral health issues, including integrated care and connecting
children to behavioral health services. More than 200 practices have received EPIC training on
one or more behavioral health topics;

CHDI has developed algorithms for co-management of pediatric anxiety and depression, two
common child behavioral health conditions. Co-management shifts care from psychiatrists to
pediatricians, thereby increasing access and expanding the capacity of the medical home to
address behavioral health issues.

Coordination between pediatric care and behavioral health care needs to be implemented within the
overall approach to coordinating and financing behavioral health care to ensure that developing models
work smoothly together.

Strategy D.1.1 Support co-location of behavioral health providers in child heaith sites by

ensuring public and commercial reimbursement for behavioral health services
provided in primary care without requiring a definitive behaviorail health
diagnosis,

Behavioral health providers who work in primary care sites often are challenged to gather
reimbursement for services. This gap results from requirements that children served have a behavioral

Y2 KX
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health diagnosis. Yet, the goal of co-location is to address behavioral health concerns before they reach
the stage of a full diagnosis; for example, brief intervention that often is accomplished with parent support
counseling, or identification of children who need full assessments elsewhere in the system. These two
services are ideally provided as part of primary care,

Strategy D.1.2 Support the development of educational programs for behavioral health
clinicians interested in co-locating in pediatric practices.

The provision of behavioral health services in primary care is different from services provided in
behavioral health agencies, where care is generally long term and assessments are comprehensive. In
primary care sites, the treatment model is primarily brief intervention with the family with follow-up, and
children with higher intensity needs are triaged to community based behavioral health services.
Behavioral health clinicians are rarely trained in providing the primary care brief intervention model of
care. For co-location to be successful, programs are needed to provide such training at the graduate and
continuing education level.

Strategy D.1.3 Require child health providers to obtain Continuing Medical Education (CME)
credits each year in a behavioral health topic.

The opportunity to provide education on behavioral health topics—from screening to brief
intervention—can be supported through CME requirements for professional licensure. This effort would
be similar to requirements for child health providers to obtain CME credits in child abuse. Connecticut
statute currently requires that child health providers also receive CME in the foliowing topics annually:
Infectious diseases, risk management, sexual assault, domestic violence and cultural competency.
Required hours for behavioral health education can be added to this list.

Strategy D.1.4 Ensure public and private insurance reimbursement for care coordination
services delivered by pediatric, behavioral health or staff from sites working on
behalf of medical homes.

To explore care coordination reimbursement for Medicaid enrolled children with behavioral health
needs. Such reimbursement will allow practices to connect children and families to helpful community-
based services at the earliest stage of behavioral health concerns.

Strategy D.1.5 Reform state confidentiality laws to allow for sharing of behavioral health
information between health and behavioral health providers.

Unlike other states, Connecticut’s confidentiality laws do not allow health and behavioral health
providers to share patient behavioral health information. This prohibition hampers communication and
coordination of care between the two providers. Although families express concern about confidentiality,
they also express frustrations with uncoordinated care between their children’s many providers. Allowing
health and behavioral health providers to share information would be a positive step toward improved
coordination, though we recognize this may be somewhat controversial in relation to rights of privacy.

E. Disparities in Access ally Appropriate Care. =
Section 1 of PA13-178 identifies a primary strategy for plan development in the area of “being
sensitive to diversity by reflecting awareness of race, culture, religion, language and ability.” The
planning process identifies the following needs of families, providers, and other stakeholders regarding

disparities in access to culturally and linguistically appropriate services:

* A need for additional staff who are from the same community and speak the same language as the
families seeking services;
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» A need for a culturally specific social marketing campaign within specific ethnic minority
communities to reduce stigma among families seeking behavioral health services;

» Lack of awareness of and access to culturally and linguistically competent services and supports
in the behavioral health system of care;

* A need for training among all behavioral health clinicians on delivering services in a manner that
respects the culture (e.g., family composition, religion, customs, sexual orientation, gender
expression) of each youth and their family;

* A need for training for school personnel, school resource officers (school-based police) and
behavioral health providers to reduce implicit biases that lead to disparities in youth of color
being overrepresented in CT’s juvenile justice sysiem and underrepresented in CT’s behavioral
heaith system;

+ Limited access to the closest available care for families in rural communities and areas along the
state borders, as appropriate care is often across state lines and not reimbursable by insurance;
and

¢ A need to reduce the underrepresentation of youth of cotor in CT’s behavioral health system and
their overrepresentation in CT’s juvenile justice system.

Although this section presents recommendations specific to building a system of behavioral health
care that addresses disparities in access to culturally appropriate services, additional recommendations
that address culturally and linguistically appropriate services are integrated into other sections of the
report as these were noted areas of concern heard across the input gathering process.

Goal E.1 Develop, implement, and sustain standards of culturally and linguistically
- appropriate care. : : T

Connecticut Public Act 13-217 calls for continuing education training for physicians in cultural
competency. The Connecticut Commission on Health Equity, established by the Legislature, has adopted
the National Standards for Culturally and Linguistically Appropriate Services in Health and Health Care
(i.e.. “CLAS standards™) and is working with state agencies to assess their compliance with the standards
and develop plans to meet them,

Connecticut’s behavioral health system of care must include formal adoption and monitoring of
CLAS standards in order to reduce disparities in access, service quality, and outcomes. Closely connected
to disparities in access to culturally appropriate behavioral health services are the well-documented issues
of racial and ethnic disparities in academic achievement and disproportionate minority contact in the
juvenile justice system. Two documents, 4 Blueprint for Advancing and Sustaining CLAS Policy and
Practice (Office of Minority Health, (J.8. Department of Health and Human Services; 2013) and The
Cultural and Linguistic Competence Implementation Guide (Martinez & Van Buren, 2008), are available
electronically to guide implementation.

Strategy E.1.1 Conduct an ongoing needs assessment at the statewide, regional, and local level
to identify gaps in culturally and linguistically appropriate serviees.

Needs assessments should include an assessment of workforce and recruitment and retention of
diverse staff into the behavioral health field to meet the need for services that are appropriate to the
cultural and linguistic characteristics of the service area. Implementation should include: (1) a stakeholder
analysis to identify formal and informal youth and family leaders, reflective of the population of focus, to
consider for leadership roles within the governance structure; (2) a review and incorporation of findings
from the Asian Pacific American Community Needs Assessment and other relevant needs assessments;
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(3) ongoing self-assessments to assess and monitor competencies and resources available to promote
governance and oversight related to eliminating disparities in access to culturally appropriate services.

Strategy E.1.2 Ensure that all data systems and data analysis approaches are culturally and
linguistically appropriate.

Data systems and processes should take into consideration examination of access, service quality, and
outcomes that are disaggregated by race, ethnicity, gender, language, culture, sexual orientation and
gender expression and other characteristics of diversity with known disparities. When disparities and
disproportionality are identified, these disparities must be Formally addressed through corrective action
plans and monitored for improvements.

Strategy E.1.3 Require that all service delivery contracts reflect principles of culturally and
linguistically appropriate services,

Funded behavioral health providers should be required to formally review and plan to strengthen
culturally and linguistically appropriate services within their organizations. Contracting agencies should
ensure that funding and supports are available so that service providers can achieve and maintain these
standards (e.g., higher salaries for bllmgual staff, fundmg/support for staff to become bilinguat).

Goal E.2 - Enhance availability, access, and delivery of services and supports that are
culturally and linguistically responswe to the unique needs of diverse
populations. :

The Enhanced National Standards for Culturally and Linguistically Appropriate Services in Health
and Health Care must be fully incorporated into the service system to improve availability, access, and
delivery of services and supports for all children and families regardless of demographic characteristics,
place of residence, or insurance status across the service array. A primary overarching strategy for
improving direct services is through workforce development that emphasizes recruiting, retaining, and
promoting a diverse workforce and leadership structure that reflects the demographics of the service area.
Findings indicate that families feel most comfortable seeking services from clinicians and service
providers from their own community, and who reflect their racial, ethnic, cultural, and linguistic
background. Families should be engaged as full partners in designing and implementing activities related
to cultural and linguistic competency. In addition, it is critical to integrate systems enhancements across
the array, including access to services and supports, prevention and education, screening and assessment,
early identification and early intervention, and transition planning. Services shouid be designed to address
known disparities related to factors such as race, ethnicity, gender, language, culture, sexual orientation
and gender expression and other characteristics of diversity.

Strategy F.2.1 Enhance training and supervision in cultural competency.

Training and supervision for staff should also include strategies to track accountability among system
partners and leadership to sustain enhancements in culturally appropriate care. This can be executed
through the implementation of a learning community focused on culturally and linguistically appropriate
service standards and competencies including ongoing education, training, support, and self-assessment.
In addition, cultural competence should be integrated into professional credentialing processes for
providers.

Strategy E.2.2. Ensure that ali communication materials for service access and utilization are
culturally and linguistically appropriate.

Communication materials should be developed and/or interpreted into the preferred language and
cultural perspectives of families served. Competent and professional language assistance services must be
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included at all points of contact to allow all youth and families to fully participate in services, and
selected and endorsed treatments must be deemed effective with the target populations to be served.

Strategy E.2.3. Provide financial resources dedicated to recruitment and retention to diversify
the workforce.

Financial incentives are required to support the recruitment of diverse professionals into the
children’s behavioral health field, in order to create a supply of clinicians that can meet the demand that
exists, improve quality of care, and reduce disparities. The children’s behavioral health system should
establish partnerships with university training programs, which play an important role in recruiting and
preparing a diverse and culturally competent workforce.

F. Family and Youth Engagement g
PA 13-178 identifies that a central strategy for the Plan is “engaging communities, families, and
youth in the planning, delivery, and evaluation of mental, emotional, and behavioral health care services”

and “in coliaboration with the Department of Public Health, increasing family and youth engagement in
medical homes.”

Youth and family members’ concerns and recommendations are integrated throughout all sections of
the report along with those of advocates, providers, and other stakeholders in the children’s behavioral
health system. There also is a need, however, to specifically identify- the topic of family and youth
engagement as a core area in the development and implementation of the system of care, and to outline
goais and strategies that ensure the ongoing and full parinership of youth and families in the
planning, delivery, and evaleation of services. Families and youth strongly requested this throughout
the input gathering process, but it is important to note the strong consensus among providers, advocates,
state agency representatives, and other stakeholders, Family and youth engagement in the children’s
behavioral health system of care will help ensure that their input is fully incorporated in the children’s
behavioral health service delivery system and that Connecticut continues to move toward the goal of a
family-driven and youth-guided system of care.”® Many families indicate that Connecticut has made
progress in this regard but more needs to be done.

At the systems-level, families and other stakeholders strongly urge that youth, family members, and
family/youth advocates have “a seat at the table” in the governance and oversight of the service delivery
system. In addition, families, youth, and family advocates identified the need for paid positions within the
governance structure of the children’s behavioral health system. Families and youth viewed this change in
the system as a significant validation of the importance and professionalization of their role within the
system. Families, youth, and advocates indicated that their participation in meetings and system
governance is frequently desired or expected but infrequently paid for. The implementation of this Plan
and the resulting expansion of the children’s behavioral health system of care present an opportunity to
fully recognize the important contributions of families and youth in the governance of the behavioral
health system by offering paid roles in that system. At the service delivery level, family-advocacy, parent-
to-parent and peer-to-peer support groups are highlighted as important elements of the service array and
workforce. Stigma reduction and anti~discrimination campaigns and comprehensive efforts to disseminate
information about behavioral health services are highlighted as strategies for ensuring that families have
awareness of and access to the service system. Opportunities for regular family and youth input and
feedback into service delivery, at the local and regional level, are also highlighted as extremely important.

This section addresses specific strategies for youth and family involvement in system development,
although family involvement in the system of care process itself is assumed as a basic principal (Section
I1I) as well as across all thematic areas.
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Goal F.1  Include family members of children with behavioral health needs, youth, and
' family advocates in the governance and oversight of the behavioral health
_system, Mgy a o™ | |

The realization of a family-driven and youth-guided system of behavioral health care requires the full
participation of families, youth, and advocates in the planning, delivery, and evaluation of behavioral
health services, at the systems and the local/regional levels. This should be coordinated with broader
efforts to engage families at the practice and medical home levels for all health services. Many families
requested ongoing opportunities to provide feedback into system development and evaluation using some
of the strategies from this Plan’s development as well as other feedback opportunities.

Strategy F.1.1 Increase the number of family advocates and family members who serve as paid
members on statewide governance structures of the children’s behavioral health
system.

Family and youth should have paid roles at all levels of the governance structure of the children’s
behavioral health system of care. Families and youth already make significant contributions to system
planning and development efforts, and this Plan calls for an expansion of their roles. Given this
expansion, the current Plan provides a unique opportunity to recognize and professionalize their role
within the system. Consideration should be given to compensation for family members to be full
participants at the table given that professionals are compensated for their time spent in these processes.

Strategy F.1.2  Expand the capacity of organizations providing family advocacy services at the
systems and practice levels.

Families point to family advocates as an important part of the service array, Family advocates are
increasingly called upon to offer guidance in system planning and development and their role within
system governance structure must also be sufficiently funded to support that expanding role. Family
advocates can also help to recruit youth and parent participants in system governance structures.

Strategy F.1.3 Increase the number of parents who are trained in parent leadership curricula
to ensure that families develop the skills to provide meaningful and full
participation in system development.

Parents consistently note their desire for opportunities to gain additional skills in fulfilling their role
in the system governance structure. A number of parent leadership training curricula is offered in
Connecticut including Agents of Transformation, Parent Leadership Training Institute (PLTI), Parent
Seeking Educational Excellence (Parent SEE), and People Empowering People (PEP). Funding should be
availabie to provide expanded opportunitjes for families to develop those skills. Trainings should be
offered in face-to-face and webinar formats to ensure multiple opportunities for participation,

Strategy F.1.4 Provide funding to support at least annual offerings of the Community
Conversation and Open Forums, and continue to sustain the infrastructure of
the Plandchildren website input mechanism to ensure ongoing feedback into
system development.

Funding should be identified for co-facilitation, ideally by a family member and a family advocate, of
community conversation and open forum sessions. Funding should also support an evaluation consultant
to assist families in the preparation of findings and recommendations from these input sessions. Funding
also should be included to provide the necessary supports to ensure inclusiveness of a diverse community
of parents and youth, including: sessions offered in English and Spanish; availability of Spanish and
American Sign Language translation services; convenient meeting times; centralized locations for
meetings in community locations (e.g., schools, community centers); child care and supervised child
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activities during meetings; and transportation. Findings from these input sessions should be used for
planning, delivery, and evaluation of services at the statewide and regional level, and summarized for
inclusion in the centralized governance structures of the system of care.

Another area of focus that emerged during the planning process was workforce development, which is
reflected in goals and strategies across most

of the thm:natic categories. A workforce Table 1V.G.1: Strategies Involving Workferce Development
zz'zi?umr;nt{;tffhzfs’g}sie?;eg?ga%zz:r;:stcr?be d A2l Desig_n and implement a Care Management Entity with
: . ; : attention to integration across initiatives and training.
in Section IV.A. Public Act 13-178, SeclOn A 44 [ncrease staff capacity to analyze data and report resuits
(4d) calls for “the Department of Children B.1.3 Expand the use of validated screening tools

and Families, in collaboration with agencies  B.3.1 Conduct statewide trainings on infant mental health

that provide training for mental health care C.1.2  Child mental health workers, clinicians, and psychiatrists

providers in urban, suburban and rural areas, across all seltings
shall provide phased-in, ongoing training for C.2.1 Increase EMPS clinicians
mental healthcare providers in evidence- C3.1 Increase school-based services

C.3.3 Mental Health professional development for school

based and trauma-informed interventions
personnel

and practices.” ic of : v : T
e dtlcesl TI;e tople d(_)fthe .WOrl}ifﬁ;ce D.1.2  Education for clinicians seeking to co-locate with primary
emerged in almost every discussion held as care providers

part of the planning process. D.1.3 Requite CME credits in mental health
It is clear from the input received during  E.2.1 Enhance training and supervision in CLAS
the planning process that the concept of E.2.3  Cultural competencies are integrated into professional

“workforce” is used broadly in Connecticut credentialing

with respect to children’s behavioral health. Folel  Famicipation c.'f Sl r?lembers HLEONEIancs
F.1.2 Expand capacity of family advocacy organizations

It ‘"Cif‘d‘”’ but is not hmt_ted to: Ilqen%d F.1.3  Parents trained in parent leadership curricula
behavioral health professionals; primary

care providers; direct care staff across child-serving systems; parent and family caregivers and advocates;
school personnel; and emergency responders including police. It also includes youth as they engage in

self-care and peer support.

Some participants noted Connecticut’s strengths related to its workforce, which included:
compassionate and dedicated staff at the direct care, managerial, and leadership levels; a strong group of
parent and family advocates; state operated training academies; and the numerous private non-profit
organizations and associations that offer training and consultation. Despite these strengths, many specific
concerns about the workforce were raised frequently throughout the planning process. These concerns
included, for example: shortages of key professionals or skills in the current workforce; lack of training
capacity, including required follow-up coaching, monitoring, and reinforcement in order to maintain
gains; insufficient knowledge among many parents as to recognizing behavioral health concerns;
secondary traumatic stress or vicarious trauma; and the lack of adequate knowledge among every sector
of the workforce about children’s behavioral health conditions and resources to address them. These
discussions centributed directly to the development of strategies above (Table IV.G.1) which together
seek to improve the recruitment, training, and effective practice of those who provide services and
supports to children, adolescents, and families with behavioral health needs.
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V. Implementation Plan

In order to turn this Plan into reality, legislative action is highly recommended to fully authorize DCF
and other key agencies and systems to ensure that the most urgent plan components are implemented in
the short term and a detailed workplan, financing strategy and timeline are in place to implement the
longer term strategies. We recommend the creation of a Children’s Behavioral Health Implementation
Team to guarantee integrated, coordinated efforts as well as full transparency and meaningful engagement
of all stakeholders, including families and youth. This team should draw on lessons from implementation
science that can be applied to complex systems reforms.” Fach core initiative could be documented on a
searchable web site with clear goals, progress benchmarks, and reporting of all actions and results. These
individual component reports could then be “rolled up” into a Children’s Behavioral Health Dashboard
that will clearly report progress on a range of system and outcome measures.

State level implementation will include connection to DCF regional offices and to the 26 regional
System of Care collaboratives for guidance on implmentation. In the substance use area, implementation
will connect to the 13 Regional Action Councils established by DMHAS under their federal prevention
grant that are crafting regional strategies to prevent substance use. In the early childhood area,
implementation will connect to the 46 community collaboratives that are crafting or implementing earty
childhood plans within their communities with support from the Graustein Memorial Fund’s Discovery
Initiative and the Office of Early Childhood.

An early task will be to design the longer-term governance structure charged with building the
System of Care. The governance structure needs to have the authority to advance the ambitious agenda
laid out in the plan, to devetop the RBA templates to hold the initiative accountable, and a commitment to
study the cost-effectiveness of service delivery types within the state.

The proposed timeline for implementation (Table V.1) focuses on the development of the
infrastructure and the planning of the array of services that will comprise the System of Care. In keeping
with the statutory mandate, DCF would convene the Children’s Behavioral Health Implementation Team
in the Second Quarter of SFY 2014-15 to begin the implementation process. An early step would be to
create the detailed work plan and timeline to carry out the remaining strategies in the Plan related to:
services, integration of pediatric and behavioral health care, addressing disparities, and Family and Youth
Engagement. As implementation proceeds, the Team also would identify needs for legislative statutory
and budgetary actions required for implementation.
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Table V.1 Timeline for Implementation of the Connecticut Behavioral Health Plan

O=Initiate a process _*=ongoing operation / work < = plan/report ®= legislation
I.  Tasks hy Geal SFY 2014-15 SKY 2015-16 SFY | SFY | SFY
i Q3 1 Q4 1 QI Q4 | 16-17 | 17-18 | 18-19

Convene Implementation Team (A.1.1) (with regular reports) Ol | & | s | & | & 3 e o e
Develop overalt work plan and timeline for all goals/strategies o

Develop web-based tools for presenting plans and data in dashboards | O o * . * . * . .
Launch system redesign process (A.1.1) Of & .

Complete initial report on system redesign S

Implement system redesign 1 . . * * . .
Form Workforce Committee of Implementation Team (A.1.1) Cl] & | ¢

Compiete initial report on workforce o

Implement workforce recommendations ] * * . - * *
Secure Legislation necessary to Implementation ® @® ®

Issue “State of implementation™ Report

T

“ Complete deéign of p};)posezl éém Management Entity (CME)
(A2.1)
Implement CME (A.2.1) O] « *

Integration of family support clearinghouse function (A.2.2} Ol + . . * * * *

£ S 4 e

Initiate process to address concerns re commercial insurance A.3.1
Apply findings from A.3.1 to self-insured 0| e | o
E i

Convene a statewide Data-Driven Accoantabilify (DDA) committee

* .
(A4.1) 0
Complete initial assessment and plan for data system integration and oo
teporting and capacity devclopment (A.4.1) *
Implement data system recommendations I . * .

Develop plans to expand preventive soctal-emotional learning an
support interventions (3.1.1)

Implement plan for universal screening (3.2.1) (1] * | | ¢ . | ¢ o <
Develop and 111_1piement mechanisms to ok children with positive - o] el & & o
screens to services (B.2.2)

b JSESES

al.C.b Build and :
Create plan for expansion of servicss and ongoing needs assessment Ol e e |
(C.1.1 2
Monitor needs and adjust plan annualty (C.1.1) * e | o ol o o

Create short term plan to address highest priority gaps in SFY 2015- . EARNO!
17 biennial budget (C1.2) ¢

Create longer term financing plan ] ¢+ 1% @®
Ja iy i :

Expand EMPS(C2.1) O || ®
Enhance linkages between EMPS and EDs (C.2.2) [ * | B e | D o o3 <]
Expand crisis stabilization resources (C.2.3) [ RO
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Develop and implement plan for school-based services (C.3.1)

SFY 2014-15

SEY 2015-16

Q2

Q2

SFY SIY

Create a blended funding strategy to support expansion of school-
based hehavioral health services (C.3.2)

i

implement 2014 Statowide Suicide Prevention Plan (C.4.1)

V1. Conclusion

Children and families in Connecticut currently experience significant barriers to accessing quality
behavioral health care. Throughout every ¢lement of the information gathering process, it was clear that
Connecticut can, and should, do better to meet those needs. The process for developing the Plan yielded a
comprehensive set of goals and strategies that will require a significant commitment of time and resources
with the full participation of all key partners in the public and private sector and a deep commitment from
state government, communities, families and youth to reach full implementation over the next five years,
It is our hope that this Children’s Behavioral Health Plan provides the foundation for fulfilling the vision
of PA 13-178, that together we can meet the mental, emotional and behavioral health needs of all children
in the state, and prevent or reduce the long-term negative impact of mental, emotional and behavioral

health issues on children.

L,

47




Connecticut Childven’s Behavioral Health Plan

Appendix A. Summary Table of Goals and Strategies

October 2014

Cost; Symbols are assigned based on Low Cost ($), Modarate Cost (35), High Cost ($35 and $$58)

Goals and Strategies Cost Measures
A, Systetn Organization, Financing, and Accountsb
Geoal A.1 Redesign the publicly financed system of mental health care for
children to direct the allocation of cxisting and new resources.
Strategy A.1.1 Establish a process to guide the redesign of the publicly financed system. $ * Redesign plan developed

Public financing pooled

Goal A.2 Create a Care Management Entity to streamline access to and
management of services in the publicly financed system of behavioral
health carc for children.

Strategy A.2.1 Design and implement a Care Management Entity (CME) to create an
effective care coordination model based on proven Wraparound and child and family
teaming models, with altention to integration across initialives and training.

583

CME created and operational
# of families engaged with CME for care coordination

Strategy A.2.2 Develop a family support clearinghouse to increase access ¢ information
about available behavioral health services and improve supports for behavioral health
system navigation,

Clearinghouse operational on web and in person
Materials developed mnd disseminated

Coverage of clearinghouse

# of families using clearinphouse 1o navigate systems

Goal A3 Develop a plan to address the major areas of concern regarding
how commercial insurers meet children’s behavioral health needs

Strategy A.3.1 Conduct a detailed, data-driven anatysis of each of the five issues
identified in the information gathering process and recommend sclutions

-

Commercial insurance pian issues defined and guantified
Plan to address issues is completed

Strategy A.3.2 Apply findings from the commescial insurance report to self-
funded/employee-sponsored insurance plans.

Seif-insured employer plan issucs defined and quantificd
Plan to address issues is completed

Goal A4 Develop an agency- and program-wide integrated behavioral
health data collection, management, analysis and reporting infrastructure
across an integrated public mental health system of eave.

Strategy A.4.1 Convene a stalewide Data-Driven Accountability (DDA) committee
grounded in new fegislative authority to design a process to oversee all efforts focused on
data-driven accountabifity for access, quaiity, and outcomes.

$$

Integrated data capability developed
Repular system reports available

Strategy A.4.2 Utilize reliable standards to guide the new data collection, management
and reporting system.

Standards developed
Standards adopted across systems
Adherence to standards across systems

Strategy A 4.3 Improve current data collection systems to serve in an integrated system
across all agencies involved in providing chifd mental health scrviges.

$$

Integrated data available for system planning { see Appendix C re
Measures)
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Goals and Strategies

Cost

Measures

Strategy A.4.4 Increase State capacity to analyze data and report results.

$3

-

Ierease in funding dedicated to building capacity to analyze data
and report results at systems and practice levels
Production of usable reparts for the puspuses of system and

B.. Hoalth Promistion, Prevention, and Barl

dentification

program thonitoring and quality fmprevement

Goal B.1 Implement evidence-based promotion and universal prevention
models across all age groups and settings to meet the need statewide.

Strategy B.1.1 Enhance the ability of caregivers, providers and school personne! to
promote healihy social and emotional development for children of all ages and develop
plans to coordinate existing evidence-based efforts to take them to seale to meet the need
statewide.

§$

Number and percent of children receiving effoctive social-
emotional learning in schools and community by model used

Goal B.2 All children will receive age-appropriate perindic standardized
sereening for developmental and behavioral concerns as part of a
comprehensive system for screening, assessment, and referral for services.

Strategy B.2.| Expand the use of validated screening tools to assist parcnts and other
caregivers and health, education and home visiting providers to promote social and
emotionzl development, identify behavioral heafth needs and congerns, document results,
and communicate findings with other relevant caregivers and providers in a child’s life.

Number of entities actively promoting and using validated
screening tools and repotting data

Number of children with completed validated screening
Number of children identified as requiring follow up and petting
SSrvices

Strategy B.2.2 Link all children who screen posilive for developmental and behavioral
concerns o further assessment and intervention using existing statewide systems (o
identify appropriate resources when needed.

Percent of chiidzen referred who are connected to services

Goul B.3 Ensure that all providers and caregivers who work with young
children and youth demonstrate competency in promoting social and
emotional development in the context of families, recognizing risk factors
and early signs of social-emotional problems and in connecting all children
to appropriate services and supports.

Strategy B.3.1 Expand statewide trainings on infant mental health competencies and
increase the number of providers across all refevans systems who receive Endorsement in
Infant Menial Health. )

+ {of people trained
+ # of people eamning CT-AIMH Endossement (IMH-E®)

Goal B.4 Develop, implement, and monitor effective programs that
promote wellness and prevent suicide and suicidal ideation.

Strategy B.4.1 Continue cross agency coilaboration and coordination with planned
evaluation agtivities of the Connecticut Suicide Advisory Board.

Evaluation of suicide preveation activities completed
Number of suicide prevention efforts active
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Goals and Strategies

Cost

Measures

Goal C.1 Build and adequately resowrce an array of behavioral health care
services that has the capacity to meet child and family needs, is accessible
to all, and is equally distributed across all areas of the state.

Strategy C.1.1 Establish & process for initial planning of the array of services and supports
and ongoing needs assessment, across local, regional, and statewide levels,

Completion of initial assessment of array of services and supports
Completion of web-based presentation of array of services for
information and analysis

Completion of at least annual needs assessment {locat and
Tegional).

Strategy C.1.2 Finance the expansion of the services and supports within the array that
have demonstrated gaps

$3$

[ucrease in funding

Increage in capacity across critical componeat so Conlimmm of
Services, e.q.

More child and adolescent psychiatrists wotking in Connecticut
Additional in-patient and intensive oulpatient treatment slots as
needed

Reduction in average lime from referral fo treatment initiation
Reductions in emergency deparfiment uiilization and inpatient
hospitalization

Demonstration of positive outcomes

Goal C.2 Expand crisis-oriented behavioral health services to address high
utilization rates in emergency departments

Strategy C.2.1 Expand EMPS by adding clinicians across the statewide provider network
to meef the existing demand for services

$$

# of clinicians in EMPS
# of cases handled

Strategy C.2.2 Enhance partnerships between EMPS clinicians in EDs to facilitate
effective diversions and linkages from EDs to community-based services

# of EMPS clinicians co-located in EDs
Develop additional measures re: EMPS

Strategy C.2.3 Explore alternative options to ED's, through short-term (e.g., 23 hour)
behavioral health assessment centers and expanded crisis stabilization units.

# of crisis assessment centers
# of crisis stabilization beds
Utilization of erisis assessment centers and stabilization heds

Goal C.3 Strengthen the rofe of schools in addressing the behavioral needs
of students.

Strategy C.3.1 Develop and imptement a plan to expand school-based behavioral health
services.

$8$

*

# of clinics, # students served, # with clinicians % screened, # of
positive referred
# of schools with personnel trained in EBPs

Strategy C.3.2 Create a blended funding strategy to support expansion of school-based
behavioral health services

Funding for school-based services, by scurce

Strategy C.3.3 Develop and implement a mental health professional development
curricylum for school personnel

Curriculum developed
# /% of staff trained

Strategy C.3.3 Require formal celtaborations between schools and the community,

# of MOUs executed between schools and providers
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Goals and Strategies

Cost

Measures

Goal C4 Tntegrate and coordinate suicide prevention activities across
the behavioral health service array and multiple sectors and settings.

Strategy C.4.1 Continue to identify and fosier attitudes and behaviors within agencies
and programs thad support the evaluation and adoption of new initiatives for prevention,
interventtion and postvention,

. # ol {nitiatives for suicide prevention

¥ of suicides

D: Pediatric Primary Care’and Mental Health Care Integration.

Goal D.1 Strengthen connections between pediatrie primary eare and
behavioral health services,

Strategy D.1.1 Support co-location of behavioral health providers in child health sites by
ensuring public and commercial reimbursement for behavioral health services provided in
primasy care without requiring a definitive behavioral health diagnosis,

Number of pediatric primary care practices with memtal heaith
practitioners on site or written memorands of wnderstanding
retween hieatih! behav health. health providers

Strategy D, 1.2 Support the development of educational programs for behavioral heaith
clinjcians interested in co-locating in pediatric practices

Delivery of education programs at graduate and postgraduate
levels: Number of mental heaith clinicians trained fo work in
pediatric practices

Strategy D.1.3 Require child health providers to obtain Continuing Medical Education
(CME) credits each year in a behavioral heatth topic..

Documentation of CMI obtained in mental health topic for ali
child health providess licensed by DPH

Strategy D.1.4 Ensure public and privale ibsurance reimbursement for care coordination
services delivered by pediatric, behavioral health or staff from sites working on behalf of
medical homes.

5%

Payrment approved and used for care coordination in, or on behalf
of, primary care efforts to cormect children 1o services

Strategy D. 1.5 Reform state confidentiality laws to allow for sharing of behavioral health
information between health and mental health providers,

Legislation atlowing health and mental health providers to share
mental health information

E. ‘Disparities in Access to Culturally App

Goal E.1 Develop, implement, and sustain standards of culturally and
linguistically appropriate care,

Reduction in disparities m aceess and outcomes
Increase in patient satisfaction acress ractal/economic groups

Strategy E.i.1 Conduct a needs assessment at statewide, regional, and local level to
identify gaps in culturally and linguistically appropriate services.

Completion of needs assessment evesy other yr {state, repional,
and local), completion of annuat self-assessments {state, regional,
and focal);

Strategy E.1.2 Ensure that all data systoms and data analysis approaches are culturally and
tinguistically appropriate

Data systerns are adjusted to facilitate analysis of equity issues

Strategy E.1.3 Require all service deiivery contracts to reflect principles of culturally and
linguistically appropriate services

# and % of contracts incorporating CLAS principies

Goal E.2 Enhance availzbility, access, and delivery of services and
supports that are cultueally and linguistically respoasive to the unique
needs of diverse populations.

Strategy E.2.1 Enhance training and supervision in cultural compstency,

Development and exceution of new or adapied training programs
All credentialing contains requirements for cultural competencies




Connecticut Children’s Behavioral Health Plan October 2014

Goals and Strategies Cost Measures

Strategy E.2.2 Ensure that all communication materials for service access and utilization All material meet this requirement

are culturally and linguisticaily appropriate.

=5
"

Strategy E.2.3 Provide financial resources dedicated to recruitment and retention to $$ Additional funds are provided for (his strategy

diversify the workforce. '

F.. Family and Youth Engagement

Goal .1 Include family members of children with behavioral health needs,
youth, and family advocates in the governance and oversight of the
behavioral health system.

Strategy F.1.1 Increase the number of famity advocates and family members who serve as $ + # of family members and advocates on governance bodies
paid members on satewide governance structures of the children’s behavioral health

system,

Strategy F.1.2 Expand the capacity of organizations providing family advocacy services at $% » it of FTE3 working in advocacy organizations

the systems and practice levels.

Strategy F.}.3 Increase the number of parents who are trained in parent leadership $ « # of parents trained
curricula to ensure that families develop the skills 1o provide meaningful and full
participation in system development.
Strategy F.1.4 Provide funding to support at least annua! offerings of the Community g "+ # of commumity conversations / forums
Conversation and Open Forums, and continue to sustain the infrastructure of the Plan » # of attendess
website input mechanism to ensure ongoing feedback into system development. « # of unique website visitors
» Evaluation vesults from forums
G.;Werkf@r'c‘e_ TR kel e

-

Workforce strategies are included across other thematic areas as noted in Plan See measures for strategies listed in Table [V.G.1
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Grant Application.
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Connecticut Healthcare Innovation Plan (July 2014). Report prepared under the State Innovation Model
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application submitted July 2014).
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Appendix C Connecticut Behavioral Health Utilization and Quality Measures

Below is an initial draft set of sample utilization and quality measures for Connecticut’s children’s behavioral
health system as discussed with ValueOptions and members of the CT Behavioral Health Partnership. The governance
body overseeing plan implementation will develop and promulgate, with extensive input, the measures that will guide

system development.

Each measure will be available in aggregate from and will be disaggregated by the following factors to aid in

assessing equitable outcomes:
s Age cohort 0-6, 7-12, 13-18
* Non-Hispanic Black/African American Caucasian Asian Native American
e Latino or Hispanic
e Other A
* By geography {levels to be determined)
s By system (public, private comlﬁercial, private self-insured)
Utilization Measnres

Number of members, 18 and younger, who were continuously enrolled in the health plan for at least six
months during measurement period

Unduplicated Number/Rate of members who received any behavioral health services during measurement
period

Unduplicated Numbet/Rate of Behavioral Health ED Admission during measurement period

Unduplicated Number/Rate of Behavioral Health Hospital Admissions during measurement period

Unduplicated Number/Rate of Development or BH Screenings during measurement period

Unduplicated Number/Rate of members who had at least one primary care visit during measurement period

Unduplicated Number/Rate of members with at least two outpatient BH services during measurement period

Unduplicated Number/Rate of members with at least two home-based therapeutic services during
measurement period

Behavioral health general hospital inpatient average length of stay during measurement period

Undupticated Number/Rate of members with a diagnosis of autism spectrum disorder during measurement
period

Unduplicated Number/Rate of members with a diagnosis of autism spectrum disorder who received an
assessment specific to ASD service needs during measurement period

For consideration:
A measure related to the juvenile justice system, e.g. Number of children discharged from a behavioral health

program, service, placement who are arrested or referred to court within 6 months or number of kids in detention

Quality Measures

Measure Reference”
Behavioral health hospital re-admission 7 and 30 days during NCQA- 1937
measurement period
Follow up after behavioral health hospitalization during measurement | NCQA-0576
period

Initiation and engagement of alcohol and other drug dependence NCQA-0004
treatment during measurement period
Use of Multiple Concurrent Antipsychotics in Children and HEDIS-0552

Adolescents during measurement period
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Measure Reference*
Children’s and Adolescents’ Access to Primary Care Practitioners HEDIS-0724
during measurement period
Asthma Admission Rate during measurement period NQF/AHRQ- 0283
Development screening in the first three years of life during NCQA-1399
measurement period
Metabolic Monitoring for Children and Adolescents on HEDIS-0552
Antipsychotics during measurement pertod
Child and adolescent major depressive disorder- Diagnostic NQF-1364
Evaluation during measurement period
Percentage of discharges for members age 6 and older who were NCQA/HEDIS-0576

hospitalized for treatment of selected behavioral health disorders and
who had an outpatient visit, an intensive outpatient encounter, or
partial hospitalization with a behavioral health practitioner during
measurement period

Discharge Follow-Up: Percentage of beneficiaries with 30 days NCQA-0576
between hospital discharge to first follow-up visit during
measurement period

Percentage of patients aged 12 years and older screened for clinical NQF/CMS-0418
depression on the date of the encounter using an age appropriate
standardized depression screening tool AND if positive, a follow-up
plan is documented on the date of the positive screen during
measurement period

Follow-Up after Hospitalization for Mental Illness during NCQA-0576
measurement period

* from Center for Medicaid and Medicare Services (CMS), National Center for Quality Assurance {NCQA), National
Quality Forum (NQF), and Healthcare Effectiveness Data and Information Set (HEDIS)
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Connecticut 2014 Mental Health Natlonal Outcome

Measures (NOMS): SAMHSA Uni
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{Utilization Rates/Number “of Gonsumers Served ST ST State “§ Rate | States |
’Penetratson Rate per1,000 population 7,296, a2 25.82 22.78 59
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State “{iospital Utilization per 1, §00 population e B P V<R 0.35 5451 BT
‘Other Psychiatric Inpatient Utilization per 1,000 population ' 349,628 0.16 : 1.32 39
‘Adult Employment Status LS. T State 0.5, Rate "states
Employed (Percent in Labor Force)* 617,174 48.8% 39.0% 57 :
Emp|oyed (percent with Employment Datay™ ’ i 61? 174" 22.8% 17 5% g
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Posﬂwe About Outcome 71.3% 51
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Posntwe About Cutcome 78.1% 67.3% 48
Readmnssnon ‘Rates:(Civil* "hon-Forensic’ ‘clients) N LS. T State P08 Rate | States |
State Hospitat Readmlsssons 30 Days 32 8,203 2.2% 8.2% 51
State e T LT R e e [ S M G
ienim R T S A S

State Hospital Readmissions: 30 Days! Adulls § 7.648 2.2% 8.4% 50 ‘
State Hospital Readmissions: 180 Days: Adults o § T 385 TUUEE% URGA% SR M
State Hospital Haadmissions: 30 Days: Children m : 498 0.0% 6.3% 7 ;
§State Hospital Readmissions: 180 Days: Chitdren ; 1,286 0.0% EE T 22 T
‘Living Sttuation U.S. State U.S. Rate States
Private Residence 4,792 455 83.9% 78.8% 58
'HomeiesslShelter - 176675 2.6% 3.2% 55

0.5% 186% 54

‘Adult EBP ‘Sorvices T

=Sup;:tor’nc',-:ﬂ Housing

Suppoﬁed Employment
Assertwe " Eommunity Cfreatment
Famﬂy Psychoeducation

Dual Diagnosis Treatment

205,706

itlness Salf Management

242,621

;Medlcatlons Management

369,008

iThera'peuti'c Foster Care

‘@Multlsystemlc Therapy

e R A R O A T PR

Cham;g;ﬂ in Social Connecte
Adult improved Socnal Connectedness

ChndfFamlly improved ‘Social Connectednesé o

T T A e T

HT— it R A

*Denominater i the sur of consumers employed and unemployed.
wpanominator is the sum of consumers employed, unempioyed, and not in lapar force.

et ? -

T, 8%

|

U8 Rate 8

s |
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SAMHSA Uniform Reporting System - 2014 State Mental Health Measures

STATE: Connecticut

R e e R s e Y
Penetration Rate per 1,000 population 92,857 25,82 7,296,842 2278 89
Community Utilization per 1,600 population 91,791 2553 7,148,971 22.33 58
State Hospital Utilization per 1,000 poputation 1,261 0.35 144,695 0.45 53
Medicaid Funding Status 55,278 64% 4,453,600 64% 57
Employment Status (percent employed) 9,829 23% 617,174 18% 57
State Hospital Adult Admissions 1,027 0.93 110,845 0.83 53.
Community Aduft Admissions 44,624 0.76 11,138,443 2.32 55
Percent Adults with SMI and Children with SED 63,920 69% 5,048,543 69% 58
Utilization - _ State Rate U.8. Rate States
State Hospital LOS Discharged Adult patients (Median) _ - 66 Days 68 Days 51
State Hospital LOS for Aduit Resident patients in facility <1 year (Median) 66 Days 67 Days 50
Percent of Chent who meet Federal SMI definition 67% 7% 56
Adults with Co-occurring MH/SA Disorders 3% 22% a1
Children with Co-oceurring MH/SA Disorders 6% 5% 48
‘Aduit Consumer Survey Moasures " State Rate U.8. Rate "Stafes
Access to Services 90% 82% ()
Quality/Appropriateness of Services 93% 89% 50
Outcome from Services 81% 71% 51
Participation in Treatment Planning 92% 82% 50
iGeneral Satisfaction with Care 92% 89% 50
ChildiFamily Gonsumer Survey Measures State Rate U.5, Rate States
Access to Services 96% 83% 47
General Satisfaction with Care 93% 88% 48
Outeorne from Services 78% 67% 48
Participation in Treatment Planning 94% 87% 48
Cultural Sensitivity of Providers 98% 93% 47
Consumer Living Situations State Number | State Rate us. U.S. Rate : States |
Private Residence 63,312 83.9% 4,292,455 78.8% 58
Jail/Correctional Facility 392 0.5% 86,078 1.6% 54
Homeless or Shelter 1,958 2.6% 176,675 3.2% 85
Hospital Readmissions . State Number . | State Rate Uu.s. U.S. Rate ; States
State Hospital Readmissions: 30 Days 8 22% 8,203 8.2% 51
State Hospital Readmissions: 180 Days 17 4.6% 18,762 18.8% 53
Readmission to any psychiatric hospital: 30 Days - = 27,706 13.4% 24
State Montal Health Finance {FY2013) . State Number ; State Rate U.8. U.S. Rate | Stafes
SMHA Expenditures for Community MH * $542,700,000 69.8% $28,397 464 444 74.5% 50
SMHA Revenues from State Sources ** $702,300,000 94.3% $14,435,904 841 38.7% 50
Total SMHA Expenditures $777,700,000 - $38,098,637,217 - 50
Adult Evidence-Based Practices . ¢ - State Number | State Rate U.8. U.S. Rate : States
Assertive Community Treaiment 274 0.7% 61,445 2.0% 38
Supported Housing 1194 T TS0% 87422 2.9%, 36
Supported Employment 2,840 7.1% 81,511 20% 41
Family Psychoeducation - ~ 23,228 1.4% 16
Integrated Dual Diagnosis Treatment 2,439 6.1% 205,709 10.9% .25
Hiness Seli-Management and Recovery - : - 242,621 15.8% 20
Medications Management - - 369,008 24.5% 18
Child Evidonce Based Practices - State Number : State Rate LS. U.S. Rate | States
Therapeutic Foster Care 1,058 3.7% 8,859 1.1% 24
Multisystemic Therapy 122 0.4% 17,988 2.6% 16
Funciional Family Therapy 585 2.0% 20,996 3.7% 13
Ouicome State Number !State Rate! U8, U.5. Rate | States
Adult Criminal Justice Contacts - - 22 817 4.4% 36
Juveniie fustice Contacts 521 3.7% 5,834 3.6% 38
School Attendance (Improved ) - N 12,072 36.5% 25
* Includes Cther 24 -Hour expenditures for state hospitals.
** Revenues for state hospitais and community MH
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Mental Health Community Services Block Grant: 2014 State Summary Report

STaE URE Gontact Bargan.

Karin Haberlin

410 Capitol Avenue Hartford, CT 06134

(860} 418-6842

karin.haberlin@ct.gov

Connecticut
State Revenue Expenditwre Data T Amount
(FY 2013 Mental Health Block Grant Revenues 54,000,000
{FY 2013 SMHA Community MH Expenditures $542 700,000
" iFY 2013 Per Capita Community MH Expenditures $151.26

FY 2013 Community Percent of Total SMHA Spending 64.78%

FY 2013 Total SMHA Mental Health Expenditure $777,760,000

FY 2013 Per Capita Total SMHA Mental Health Expenditures £916.76

Statewide Mental Health Agency Data*

feasure " Number of Clients Utilization Rate Per 1,000 Population
Total Clients Served by SMHA System 92,857 o 258

:Clients Served in Community Settings 91 791 . 25.5

Clients Served in State Hospitals 1,281 0.4
Gender “Percent Age " Percent
Female 48.5% Oto 19 1858,
Male 51.5% i3to 17 17.0%
Mot Available - i8%0 20 4.4

211024 4.5%
Race/Ethnicity . Percent 2510 44 23.3%

American Indian or Alaska Native 0.5% 45 1o 64 27 9%
Asian 0.8% 6510 74 3.3%
Black or African American 17 5% 79 and over 1.1%
Native Hawaiian or Other Pacific Islander 0.2% Not Available 0.2%
White 61.2%

Hispanic or Latino 0.0% y
More Than One Race 16% ; iLiving Situation (with Known Status) Percent
Not Availabie 18,1% i Private Residence 83.9%
Foster Home 1.7%
Employment With Known Status {Adulis) Percent | Residential Care 3‘5?’
Emploved 55 g Cnss_s Re_sldence 0.2 oA)
Unemployed 53507 i Regldgntlal Treqtment Center 0.5%
0,
Not In Labor Eoree T institutional Setting 1.8%
' 1 Jail (Correctional Facility} 0.5%

; . |Homeless (Shelter) 2.6%
Medicaid Funding Status of Consumers Percent ' Oiher & 3%
Medicaid Only 52.7% .1 [NaolAvaiiable "
Non-Medicaid 36.4% -
Both Medicald and Other Funds 109% &+

‘Consumer Perception of Care: (Children/Adolescents) Percent

:Consumer Perception of Care: (Adults) Percent Access 1o Services 96.0%

: Access fo Services 90.0% Qverall Satisfaction with Care 93.1%
Quality/Appropriateness of Services 92.6% Oufcome from Services 78.1%
Outcome from Services 81.4% Participation in Treatment Planning 94.2%
Participation in Treatment Planning 92.2% Cultural Sensitivity of Providers 97.8%
Overall Satisfaction with Care 02 2%
impiementation of Evidence-Based Practices “Percont | {Qutcome Measures Developmental Percent
Assertive Community 1reatment 0.7% | iAdults Arrested this Year S
Snpporied Housing 5 0% . :Youth Arrasted this Year 3.7%
Supported Employment 7.1% iimproved School Attendance :
Family Psychoeducation -

Integrated Dual Diagnosis Treatment 6.1% —— e o e

liness Seif.Management and Recovery = Haspital Readmissions (Civil Status Patients) Percent
Medications Management 2 State Hospital Readmissions; 30 Pays 2.2%
Therapeutic Foster Care 356 [ State Hospital Readmissions: 180 Days 4.6%
Mutisystemic Therapy 0.4% ¢ Readmission to any psychiatric hospital: 30 Days -
Functional Family Therapy 2.0% i

KIS, IYEPUTTPARIAT QF HEALTE ANID FGIMAN SERVICHS
FadwdTa s OIS G Biantat bhealrh Serdons SEinicisLnazion.
g

* Based on 2014 URS data provided by US States and Territories per annual reporting guidelines. |*«§f: TERER S

The Community Mental Health Block Grant is administered by the Center for Mental Health Services within the Substance Abuse and Mentai Health
Services Administration of the US Department of Health and Human Services
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Access Domain: Demographic Characteristics of Persons Served by the State Mental Health Authority, FY 2014

Connecticut

- Total Served T Penetration Rates
: States
: States us . o _{per 1,000 popuiation) »
Demographics n % n % . State Northeast uUs Reporting
Total 92,857 100.0% 7,296,842 100.0% 25.8 345 228 59
0-12 17,145 18.5% 1,122,137 15.4% 316 31.0 213 £9
1317 15,751 17.0% 867,639 11.9% 65.0 56.6 418 59
18-20 4,057 4.4% 332,349 4.6% 250 37.2 254 59
21-24 4,208 4.5% 435,212 8.0% 232 374 237 58
25-44 21,632 23.3% 2,241,835 30.7% 24.4 39.4 269 59
45-64 25 881 27.9% 1,950,353 26.9% 25.0 36.0 23.6 £9
65-74 3,031 3.3% 224,035 3.1% 10.3 176 8.9 59
{75 and over 997 1.1% 108,373 1.5% 4.0 124 56 57
IAge Not Available 155 0.2% 5,909 0.1% - = ) 26
‘Female 45,028 48.5% 3,772,848 51.7% 24.4 34.6 23.2 59
Male 47,800 51.6% 3,515,504 48.2% 27.2 34.2 22.3 59
Gender Not Available 29 0.0% 8,490 01% - = ) 36
Q‘;}?j;ca” IndianAlastan 498 0.5% 88,019 1.2% 26.9 25.1 227 52
Asian 708 0.8% 87,758 1.2% 46 6.8 5.3 85
Black/Afiican American 16248 17.5% 1,435,048 19.7% 39.8 52.1 345 53
R plen Pacific 213 0.2% 15,541 0.2% 57.1 48.9 218 55
White 56833 61.2% 4,520,482 62.0% 19.4 27.1 18.4 57
Hispariic or Latine Race 31 0.0% 66,977 0.9% 0.1 ) 3.8 1
Multi-Racial 1489 1.6% 176,328 2.4% 19.3 23.9 239 51
Race Not Available 16837 18.1% 805,789 12.4% E ) - 53
Hispanic or Latino Ethnicity 23,552 25.4% 961,361 13.6% 447 41.0 17.9 53
gt"]:n';'ciﬁga“ic griatiio 65,036 70.0% 5,458,877 77.5% 212 316 213 58
Ethnicity Not Available 4,263 46% 627,296 8.9% - 5 ) 49
Note:
Number of States with Unduplicated Counts 43

Are Client Counts Unduplicated?

Unduplicated

Duplicated between children and aduits

This table uses data from URS/DIG Tabie 2a, Table 2b and from the US Census Bureau. All denominators use US Census data from 2613

US totals are calculated uniguely for each data element based on only those states who reported clients served.
Regional groupings are based on SAMFHSA's Block Grant Regions.

State Notes:

Table 2a
Age
Gender
Race
Overall
Table 2b
Age
Gender
Race
Overall

LoD~

Age is calcuiated at midpoint of the State's elected reporting period (i.e., December 31, 2013). See General Notes on duplication.

See General Noles
See General Notes
See General Notes

None
None
See General Notes
See General Notes
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Access Domain: Persons Served in Community Mental Health Programs by Age and Gender, FY 2014

Connecticut

-~ Served in Community Penetration Rates
State s ) -8 . {rate per 1,000 population}) States
Demographic n I n_ % State us Reporting
Age 0-17 32,728 35.7% 1,963,839 27.5% a41.7 28.7 68
Age 18-20 3,967 4,3% 323,835 4.5% 244 24.7 58
Age 2164 50,975 1 BE % 4.536,361 e3E% T 243 pry 58
Age 65+ 3,967 4.3% 319,424 4.5% 7.3 6.5 57
Ege Nk i 757 (758 LY AP KA : : 33
Age Total 91,791 100.0% 7,148,971 100.0% 255 22.3 58
Female 44722 48.7% 3,711,358 51.9% 243 228 58
Male 47,042 51.2% 3,429,670 48.0% 26.8 21.8 58
Gender Not Availabie 27 0.0% 7,943 0.1% e 35
Total 91,791 100.0% 7,148,971 100.0% 25.5 223 58
Note:
US totals are based on states reporting.
This table uses data from URS/DIG Table 3.
US penetration rates are calculated uniquely for each data element based on only those states who reported numerator (clients served) data.
State Notes:
Age
Gender See General Notes
Qverall See General Notes
2014 SAMHSA Uniform Reporing System (URS) Output Tables Page 5 of 28
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Access Domain: Persons Served in State Psychiatric Hospitals by Age and Gender, FY 2014

Connecticut

Served in State Psychiatric Hospitals

Penetration Rates

US totals are based on states reporting.

This tabie uses data from URS/DIG Table 3.

{rate per 1,000 population) States
Demographic n - % - n % - State us Reporting

Age 0-17 151 12.0% 10,896 7.5% 02 5.2 41
Age 18-20 49 3.9% 6,247 4.3% 0.3 4.5 53
Age 21-64 975 77.3% 120,179 83.1% a5 G.7 53
:Age B85+ 86 6.8% 7.370 51% 0.2 0.2 53
EAge Not Available - - 3 0.0% - e 2
Age Total 1,261 100.0% 144,695 100.0% 0.4 0.5 53
Female 370 29.3% 49,636 34.3% 0.2 0.3 53
Maig 891 70.7% 95,035 65.7% 0.5 0.6 53
gGender Not Available - - 24 0.0% - - 9
éTbtaI 1,261 100.0% 144,685 100.0% 0.4 0.5 53
Notes:

US penetration rates are calculated uniquely for each data element based on only those states who reported numerator (clients served) data.

State Notes:

Age MNone

Gender See General Noles
Overall See General Notes
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Access Domain; Demographic Characteristics of Adults with SMI and Children with SED Served by the State Mental
Health Authority, FY 2014

Connecticut

Total Served ' Penetration Rates
) : ’ o : States
State CoE us . (per 1,000 population)
Damographics n % oo ok State Northeast us Reporting |
Totat ‘63,920 100.0% 5,048,543 100.0% 17.8 222 15.8 58
0-12 TEE 1 13,007 20.3% 817,974 16.2% 230 24.5 15.5 58
13-17 5 11,066 17.3% 647,416 12.8% 457 429 31.0 58
1820 2422 3.8% 208,767 4.1% 14.9 21.2 16.8 58
2164 34,527 54.0% 3158903 ;  626% 16.4 229 17.4 58
65-74 - 2,272 3.6% 153,788 3.0% 77 11.0 6.1 58
75 and over 508 0.9% 62,429 1.2% 2.4 6.5 35 55
Age Not Available : 28 0.0% 1,266 ;. 0.0% - - - 19
Female ' 31,650 49.5% 2,602,515 51.5% 17.2 21.8 16.0 58
Male L 32,256 50.5% 2,443,006 48.4% 18.4 228 15.5 58
Gender Not Available 4 0.0% 3022 0.1% - - - 33
Qm?”ca” indian/Alaskan 325 0.5% 57,235 1.1% 178 136 14.6 52
ative

Aslan ' 500 0.8% 66,479 1.3% 3.2 48 4.0 54
Black/African American 11,188 17.5% 1,050,479 20.8% 27.4 36.2 262 52
e HawalanRgalc 151 0.2% 9,740 0.2% 405 36.3 135 55
White: 39,207 61.3% | 3,062,185 60.7% 13.4 17.0 12.5 55
Hispanic or Latino Race 17 0.0% 33,007 0.7% 0.0 - 06 10
Multi-Racial 1,017 1.6% 127,822 2.5% 13.2 186 16.5 51
Race Not Available 11,535 18.0% 641,506 12.7% ) - : 52
Hispanic or Latino Ethnicity 17,002 26.6% 736,273 15.2% 32.3 28.7 136 52
Et";n'i";;sa"ic o Latino: 44,542 69.7% 3,653,475 75.4% 145 202 13.9 57
Ethnicity Not Available 2,376 3.7% 454,506 9.4% - : , 48
Note:

This table uses data from URS/DIG Table 14a, Table 14b and from the US Census Bureau. All denominators use US Census data from 2013

US totals are calcuiated uniquely for each data element based on only those states who reported clients served.
Regional groupings are based on SAMHSA's Block Grant Regions.

State Notes:

Table 14a

Age None

Gender None

Race None

Overall See General Notes
Table 14b ‘

Age None

Gender None

Race None

Gverall See General Notes
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Access Domain: Adults with SMI and Children with SED Served in Community Mental Health Programs
by Age and Gender, FY 2014

Connecticut
. Served in Community " +_Penetration Rates
5 : i State S I - __{rate per 1,000 population) States
i Demographic n % ; n = % State us Reporiing
;Age 017 : 23,985 38.0% 1,344,658 28.7% 305 16.0 56
Age 18-20 2,387 3.8% 189,120 4.0% 4.7 18.8 56
%Agé 2164 33,978 53.7% 2.055,579 63.1% 164 168 56
VAge 65+ : 2,825 4.5% 196,482 4.2% 52 4.2 56
Age Not Available i 28 0.0% 1,192 0.0% - - 17
éAge Total . : 63,143 100.0% 4,687,039 100.0% 17.6 15.2 56
;Fgmale ) 31,398 49.7% 2,418,863 51.6% 17.0 16.5 56
Male ‘ 31,733 50.3% 2,265,273 48.3% 18.1 14.9 56
Gender Not Available 12 0.0% 2,903 0.1% - = 30
Total 63,143 160.6% T4 B87 038 100.6% Y8 183 58
Note:

US totals are based on stales reporting.
This table uses data from URS/DIG Table 15a.

US penetration rates are calculated uniquely for each data element based on only those states who reported numerator (clients served) data.

State Notes:

Age None

Gender None

Overall See General Notes
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Access Domain: Aduits with SMI and Children with SED Served in State Psychiatric Hospitals by Age and

Gender, FY 2014
Connecticut
Saorved in State Psychiatric Hospitals - Penetration Rates 1
State - Us (rate per 1,000 population} - States
Demographic n % n S State us Reporting
Age 0-17 149 14.3% 8,241 77% 0.2 0.1 32
Age 18-20 35 3.3% 4133 3.5% 0.2 0.3 47
‘Age 2164 795 76.1% 88,794 83.7% 0.4 05 47
:Age 65+ 66 6.3% 5 A41 51% 0.1 0.1 46
Age Not Available - - 211 0.2% s . B
‘Age Total 1045 100.0% 106,820 1000% | 0.3 0.4 48
Female 342 Po32.7% 36,266 34.0% 0.2 0.2 48
Male 703 67.3% 70,534 66.0% 1 04 05 e
Gender Not Available . ; 20 0.0% : p 8
Total 1,045 100.0% 106,820 100.0% 0.3 04 48
Notes:

US totals are based on states reporting.
This table uses data from URS/DIG Table 15a.

US penetration rates are calcutated uniquely for each data element based on only those states who repored numerator (clients served) data.

State Notes:

Age None

Gender None

Qverall See General Notes

2014 SAMHSA Uniform Reporting System (URS) Qutput Tables Page 9 of 28



Appropriateness Domain: Percent of Adults and Children Served Who Meet the Federal Definition for
SMI/SED and Percent of Adults and Children Served Who Have Co-Occurring MH/AOD Disorders, FY 2014

Connecticut
o . : " States

Adults and Children who meet the Federal Def:mtuon of SMIISED : State -US Average US Median Repoiting
Ee:rgﬁnnlt of Aduits served through the SIVIHA who meet the Federal deﬁnltlon 66.5% 71.4% 71.5% 55
Percent of Children served lhrough the SMHA who meet the Federal ’
definition for SED . 78.8% 72.5% 76.0% 57

g - ; A States
Co-occurrmg MH and Substance Abuse Consumers . ©_. ; State US Average = US Median Reporting |
Percent of Adults served through the SMHA who had a co occurnng MH ancf ;
AOD disorder 36.6% 21.9% 20.0% 51
Percent of Children served through the SMHA who had a co- occurrlng MH:
and AOD disorder 6.0% Tl S 50
Perceni of Adults served through the SMHA who met the Federal def mtions o
of SMI who also have a substance abuse diagriosls _ 5:7% 223k 1.0 5
Percent of Children served through the SMHA who met the Federai . »
definitions of SED who also have a substance akiuse diagnosls - 80 " 438 Sk =
Note
This table uses data from URS/DIG Table 12.
State Notes
None
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ACCESS DOMAIN: Persons Served by SMHA System through Medicaid and Other Funding Sources by Race, Gender, and Ethnicity, FY 2014

STATE: Connecticut

Siate E US Averages
Nitmbear Served . % Served g Humber Served ' 5 Setved
Demographic . Nen- Both  i{Total Served with | - Non- Both i Non.- Both  :Total Served with
- Medicald | Medicald . [&tedicald & | Known Funding i :Meclcald § Medicald Medicald & ; Madicatd " odicatd iMedicald & 2 Known Funding Non-Madicald Both Medicaid |  States
Only only Other - Stalus Only: Only 1 Other Oply - - Only Other Status | Medicald Only Cniy B Other | Roporting
Female 2a06 1 ie TS 4730 42,501 5% 3% 1% 566,680 | 1230720 1 603,088 3887 287 FE E T £
Maie 23,867 15,350 4,780 43,997 84% 38% 19% 1334731 § 1,235,508 § 756,032 3,325,958 0% 7% Ny 58
Gender Not Avaliable 4 10 § k1 i) [543 7% 7857 3398 1318 6,785 3% % % 35
Total 45777 31,635 9,50t 86913 53% 38% 11% 2,893,262 ; 2460,220 § 1,560,333 6,822,820 wjl?% 6% 23% 56
American Indiat o Aaska Nativa 233 142 i 442 8% 2% 1% 423891 76,883 12750 1,923 3% 53 6% 3
Agian 268 M5 B5 B46 41% 48% 10% 37,578 30,807 14,750 83,141 45% I 18% 5
iBlak or Afrfcan American 608 4,343 1583 14,800 619 20% 0%y 847,808 | 4487708831 1,368 057 479 30% B30 51
Native Hawalian o Other Pacific 768 [H i 18§ % 7% 5% TR0 4,766 ERZE) 4655 8% % 4% 51
Islander
White 258 R GeE e 53,194 6% i3 V3T RET 6T BT A8 T T 099, F 4,303,040 S 7% L 11
Hispanic or Latine 4 ¥ = ¢ p : g 28,61 77,358 3584 ] [ ) [ L]
More Than One Race EKE) BT s 1,521 T 2% % FEETEAE T 34,760 166,464 6% 34 26% 51
Race Not Available 10,462 3,454 1,262 16,179 B5% 20% % 367,080 | 209,857 168,925 845 806 438 7% 26% 51
TTotal CL i T 9,501 kR 3% 5% 1% Y8 B85 B6E 2465 350 660 338 T8 Ba s (723 f:o 2% 56
Hispanic or Laiino X 5,568 1,445 25558 [ 3 % Fe e RV T R T $18319 Ei EE i &Y
Not Hispanic or Lating XYY 7755 0537 i 1% T3 AR ES B0 367 TV 58 5 5566 743 7 S S [
Ethnicily Not Available 1550 1,458 508 3414 5% A3% % 86 Ed AR Y e 60,854 8% 0% 2% 8
Totat GBI S Bb B.513 [ £ THETTTT AR G64 T G408 5401 T BER R S 604 384 FE () S

* Reported under Hispanic Ethnicity.

Nate;

This table uses data from DIG Tables 5a, and 5b (Hispanic Origin).

Type of Medicald Hata Reported

Data based on Medicald Efgibiity, nol Medicaid Paid Services.
People Sarvad by Both includas people with any Medicaid

See Ganeral Notas,

Slate Notes

52 Age Nore
5a Gender None
5a Cusrall

8p Overall

See General Notes.

o€
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APPROPRIATENESS DOMAIN: NUMBER OF ADMISSIONS DURING THE YEAR TO STATE HOSPITAL INPATIENT AND COMMUNITY-BASED PROGRAMS, FY 2014

STATE: Connesticut

State _ us Admission Rate
Setting Demographic { Admissions [Total Served At: TotalServed ! Admissions .Total Served At] Total Served State us States
. During Year Start of Year During Year .During Year Start of Year During Year ) Reporting
Totat 1,248 713 1,281 120,912 42,121 144 695 0,99 .84 53
State Psychialric Hospitals Children 221 189 151 10,065 1,585 10,837 1.48 0.83 37
Aduits 1,027 524 1110 110,845 40,461 133,796 0.93 0.83 53
Age NA g g - 2 75 2 E 1.00 1
3 Totat 830 63 562 457 874 38,754 348,822 0.94 1.31 38
Cther Inpatient . Children - - 12 65,184 2,275 51,464 - 1.27 30
! Adults 528 63 643 392611 36 403 297 187 0.97 1.32 38
Age NA 2 - - 79 . i) 71 - 142 [¢]
Total 235 222 1,546 £9,805 13,130 41,038 0.5 1.48 3
Residantial Treatment Centers Chilgran 235 222, 168 41,538 5,252 18,635 140 2.23 38
Adtilts - - 1,377 18,241 B B74 20,938 - 0.87 30
Age NA - - 1 26 4 23 - 1.13 1
Toial 74,160 65,789 91,791 19,160,103 4,362,424 6,635,383 0.81 2.88 56
Community Programs Children 28,976 12,598 32,728 8,011,616 1,130,744 1,837,226 0.89 436 54
. Adults 44,624 53 007 58,909 11,138,443 3 228,864 4,792 729 0.78 232 55
Age NA 560 183 164 10,045 2816 5,075 384 1.08 15

Note:

Admissian Rate= number of admissions divided by totat served during the year

U8 Admissions During Year uses data from states reporting cata only. States ace only included in "US Total Served” if they also reportad data on admissions.

US Tolal Served During Year is caleUiated using data in URS/DIG Table 3.

This table uses data from URS/DIG Tabled and 8.

Tahle 3 State Notes:
Age

Gyarall

Gender

Table 6 State Notes;
Hospital

Qther Inpatieni
Residential
Community

Overall

0

Nane

Soe General Noles
See Generat Noles

None
Nane
None
Mone
None

2014 SAMHSA Uniform Reporting System (URS) Output Tables
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APPROPRIATENESS DOMAIN: Length of Stays in State Psychiatric Hospitals, Other Psychiatric Inpatient and Residential Treatment Centers for
Chitdren Seftings, FY 2014

STATE: Connecticut

Note:

Resident clients are clients who were receiving services in inpatient settings at the end of the reporting period,

This table uses data from URS/DIG Tabie 6.

Tabie 6 State Notes:

Hospital

Other Inpatient

Residential

Community

Qverall

)

None
Mone
MNone
Mone

None

2014 SAMHSA Uniform Reporting System (URS) Output Tables

- L State | o g S
Length of Stay (Days) Length of Stay {(Days)
Setting ‘Bemographic Discharged  -{ Resideiit Giients : Resident Clients Discharged Resident Clients ; Resident Clients
Clients in Fagility 1 year | in Facility more Clients n FacHity 1 year : in Facility more
) ~orfess & than1year orless than 1 year States
Average {Median] Average iMedian! Average Median| Average [Median: Average (Median! Average :Median! Reporting
Al - - = - = . 167 57 S8 74 1,483 B8o7 12
State Hospitéls. )  Childven 79 &1 107 102 468 468 g7 70 78 66 492 498 32
’ " Aduits 181 66 101 €8 988 622 213 68 91 67 1,688 1,072 52
© Age NA £ - - - - - 2 - 147 - - 5 1
A - - - - - - 411 117 50 37 1,802 832 5
Other Inpatient Children - - - - 13 9 27 23 811 621 23
Adults g 6 10 6 — - 85 33 45 36 1,080 759 31
Age NA 1 11 11 1L - = 14 9 30 29 - - 5
. T AR - - - - - - 181 190 113 111 486 445 3
Residentia! Treatmeft Centers{  Children « : . N Ny < 149 | 124 | 106 | 98 | 642 | 662 | 31
Adults - - - - * - 232 165 132 118 1,185 §29 21
Age NA SN RIS SN SN ST TRIU DU T T O NN R N
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Appropriateness Domain: Evidence-Based Practices Reported by SMHAs, FY 2014

Connecticut
. -Sfate " . us . ‘Penetration Rate: % of Consumers Measuring Fidality
3 3 -Receiving EBP/Estimated SMi
. } . . : S B o ) Siates
Aduit EBP Services EBP N SMIN i EBPN . SMIN: State US Average 1 . State us Reporiing
Supported Housing 1,194 38,937 81,422 3,296 592 3.0% 2.9% Yes i T 38 g’
Supported Employment ; 2,840 39,937 81,511 3,296,592 A% 2.0% Yas 18 A1
Assertive Commurity Treatment 274 36,637 61,445 3,296,592 G.7% 2.0% Yos 19 38
Famiiy Psychoaducation - - 23,228 3,296 592 - 1.4% . 3 18
Dual Diagnosis Treatment 2,430 30937 205,709 3,296,592 B,1% 10.8% Yes 11 25
fingss Seif Managemant - - 242,621 3,296,592 " 15,8% : - 5 20
Medication Management - - 369,008 3,206,502 - 24.5% g - 4 18
State us Fenetration Rate: % of Consumers Weasuring Fideliity

' Raceiving EBP/Estimated SED
Child/Adolescent EBP . ) States
Services EBP N SED N EBP N SEDN State ..US Average State us Reporting
Therapaulic Foster Care 1,050 28,290 8,859 1,156,588 3.7% 1% i Yag 2 34
Multi-Systamic Therapy 122 28,390 17,988 1,159,689 0.4% 26% Yes 8 16
Family Functional Therapy 565 28,390 20,908 1,159 589 2.0% 7% Yesg <] 13
Nota:
US totals are based on siates reporiing.
This tabia uses data fram URS/OIG Tables 18 and 17,
LS averages are calculated uniqusly for each data element based on only those states who reportad numerator (clients served) data.
State Notes:
Table 16;  DMHAS "Otrer” and "Unknown” are grouped logather in URS "Unknown" race category.
Table 7. DMHAS "Ctker" and "Unknown" are grouped together in URS "Unknown” race categary,
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Outcomes Domain: Employment Status of Adult Mental Health Consumers Served in the Community by Age and Gender, FY 2014
Connecticut

: Employed as Percent of those in Labor :Employed as Percent of Known
State : % Force ; Emptoyment Status
: ’ With Known States
Demaographies Employed | Unemployed In Labor Force* - i Employment Status™ State S State US Reporting
Age Not Avaitabie 5 5 17 55% 73% 35.3% 42.2% 7
Age 21 ta 64 9,238 9,580 18,818 . 38,770 L 39% 23 8% 18.8% 57
Age 85 and over 178 270 448 2,845 40% 37% 6.3% 8.6% 56
Age 18 to 20 407 444 861 1,486 48% 38% 27.4% 14.2% 57
Age TOTAL 9,829 10,299 28,128 43,118 49% 39% 22.8% 17.5% 57
5,529 5,137 i 10,686 23,1358 52% 40% 23.9% 18.3% 57
4,299 5,169 9,458 19,978 45 37% 21.5% 17.3% 57
1 3 4 8 25 42% 2.5% 17.8% 28
8,828 10,299 20,128 43,118 A9 39% 22.8% 17.9% &7
What populations are reported? Number of States Raporting Alt Clients. 41 Number of States Reporting Some Chents: 16
When Is Employment Status Measured? At Admission At Discharge Monthly Guarterly Other
cT Yes Yes - - 6-month assessment
ius 3e 28 3 ‘4 38

Note;

*In Labor Force is the sum of consumars employed and uremployed.

“With Known Employment Status is the sum of consumer employed, unemployad and not in labor force.

Consumers employed as a % of those in labor force uses adults employed and unemployed as the dénominator.

Consumers empicyed as % of known employment status uses the sum of persons smployed, unem ployed and not in labar force as the denominator.
This tabie uses data from URS/DIG Table 4.

State Notes;

Age None
Gender None
Overall OCF does not collect employment data, DMAS: recent status is reported unless Unknown/Not Available and a search for valid empioyment status within a 12-month period

ars inftiated. This accounts for a higher number with emplioyment stalus other than NA. See General Notes.
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Outcomes Domain: Employment Status of Aduit Mental Health Consumers Served in the Community by Diagnosis, FY 2014

Connecticut
‘State Empioyed as a % of | Employed as % of Known % of Consumers with
B Labor Farce bx
: With Known e ! Sitos:
Diagnosis Employed : Unemptoyed : InLabor Force® Employment State us State | us
; Status™ Reporting
Schizoptirenia and Related 830 1135 1,965 7 890 422% | 25.6% 10.6% 6.4% 83% 1 13.8% a8
Disorders : )
Bipolar and Maoed Disorders 5,046 5298 10,394 21,328 49,0% 37.2% 23.9% 14.3% 49.5% 47.7% 48
Other Psychoses | . 172 217 3ge 448 44.2% 28.1% 18.1% 7.1% 2.2% 3.4% 45
Al other Diagnoses E 2,362 1,763 4,136 7,716 56.9% 47.8% 30.5% 18.8% 17 8% 27.2% 48
Ho Blagncels ard Deferred 1379 1,866 3,245 5,237 425% | 2412% 26.3% 12.8% 124% | 7.8% 4
iagnosis . ; .
TOTAL 9,829 10,289 20,128 43,118 48.8% i 39.2% H 22.8% 14.1% 100.0% ) 100.0% 48
Note:
"I Labos Foroe is the sum of consumers employed and unemployed.
1With Known Employmsnt Status is the sum of consumer employed, unemployad and not in labor force.
Consumers ampioyed as a % of those in lebor force uses adults amployed and unemployed as the dencminator.
Consumers empicyed 83 % of known employment status uses the sum of persons employed, unemployad and notin labor force as the dencminator.
This table uses data for URS/DIC Table 4a.
State Notes:
OCF does nof coliect empioyment data. See General Notes.
2014 SAMHSA Uniform Reporling System (URS) Output Tales Paga 16 of 28
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APPROPRIATENESS DOMAIN: Living Situation of Consumers Served by State Mental Health
Agency Systems, FY 2014

STATE: Connecticut

e . . , State . T "
Age Group Setting "1 Percentin’ {Percent with _ Percent with .
: ' . Living _Living - KnownLiving! Living - Percentin  Known Living; States
. Situation - | Situation Situation Situation :Living Situation; Situation Reporting
Private Residence 63,312 68.2% 83.9% 4,292 455 55.8% 78.8% 58
“Foster Home ' 1,258 14% 1.7% 28,652 1.4% 1.6% 49
Residential Care 2643 2.8% 3.5% 208,478 32% 3.8% 53
Crisis Residence 136 0.1% 0.2% 8,703 0.1% 0.2% 31
Residential Treatment 380 0.4% 0.5% 17,133 0.3% 0.3% 35
d . iCenter
All Persons Served tnstitutionat Setting 1,374 1.5% 1.8% 95,645 1.5% 1.8% 52
* LJail (Correctional Facility) 392 0.4% 0.5% 86,078 1.3% 1.6% 54
‘Homeless (Shelter) 1,958 2.1% 2.6% 176,675 2.7% 3.2% 55
Other . . 4,000 4.3% 5.3% 475,868 7.3% B7% 44
Not Available 17,394 18.7% ’ 1,072,891 16.4% = 45
Taotal ‘ 92,857 100.0% 100.0% 6,522,578 100.0% 100.0% 58
Private Residence 24.479 74.4% 92.5% 1,172,078 87.7% 82.3% 58
Foster Home ' 1,080 3.3% 41% 53919 3.1% 3.8% 49
Residentlat Care 2 0.0% 0.0% 20,046 1.2% 1.4% 46
Crisis Residence 26 0.1% 0.1% 1,960 0.1% 0.1% 25
Residential Treatment - - 9,820 0.6% 0.7% 33
: : ‘ Center il
Children under age 18 iinstitutional Setting 472 2.0% 2.5% 11,096 0.6% 0.8% 45
Jait (Correctional Facility) 38 0% 0.1% 4,407 0.3% 0.3% 49
Hometess (Sheften) 142 0.4% 0.5% 7,488 0.4% 0.5% 51
Other ' 37 0.1% 0.1% 143,310 £.3% 10.1% 43
Not Available 6,420 19.5% : 306,290 17.7% - 42
n Total 32,896 100.0% 100.0% 1,720,414 100.0% 100.0% 58
Private Residence 38,820 64.9% 79.3% 3,113,361 85.1% 77.5% 58
Foster Home 179 0.3% 0.4% 34,331 0.7% 0.9% a7
Residertial Care 2,638 4.4% 5.4% 187 431 3.9% 47% 53
Crisis Residence 110 0.2% 0.2% 6,742 0.1% 0.2% 29
Residential Treatment 380 0.6% 0.8% 7,309 0.2% 0.2% 27
Center :
Adults over age 18 tnstitutional Setti_ng 701 1.2% 1.4% 83,788 1.8% 2.1% 52
' . iail (Correctional Facility) 354 0.6% 0.7% 81,581 17% 2.0% 53
Fomeless (Shelten) 1,816 0% 3.7% 160,416 3.5% 4.2% 54
Other - 3952 TV g% 331,500 6.9% 8.3% FER
: Not Availatie 10,856 - 763,042 16.0% - 45
Total 59,806 | 100.0% 4,779,101 100.0% & 100.0% 58

This table uses data from URS/DIG Table 15.

State Notes:
See General Notes

IS
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APPROPRIATENESS DOMAIN: Persons Who were Homeless by Age, Gender, Race, and

Ethnicity, FY 2014

STATE: Connecticut

. Homeless or Living in Shelters . Percent of Totat with Known Living Situation
_ state T us state us States
Demographic . N % ‘N % % %W _ Reporting
iAge Oto 17. 142 7.3% 7,488 4.2% 0.5% 0.5% 51
%Age 18 to 64 4,779 90.9% 165,093 93.4% 3.9% 4.4% 54
;Age B5+ 37 1.9% 4,023 23% 1.1% 1.6% 51
e Mot Avaiable : : 71 0.0% : 07% 10
Age Total - 1,858 100.0% 176,675 100.0% 2.6% 3.2% B§
Female 690 35.2% 69,169 35.2% 1.8% 2.5% 54
Mate 1268 64.8% 107,348 80.7% 3a% 41% 54
Gender Hot Avakable : : 188 0.4% : 28% 19
Gender Total 1,958 100.0% 176,675 100.0% 2.6% 3.2% 55
H
American indiart or Alaska Native 16 0.5% 2454 1.4% 24% . 34% 48
Asian ' 12 0.6% 1,325 0% 2.0% 6% 46
Black or African American 591 30.2% 57,144 32.3% 4.6% 5.2% 51
Native Bawaiian or Other Pacific Islander 10 0.5% 364 0.2% 5.8% 3.2% 34
White 977 49.9% 93,620 53.0% 21% 2.9% 52
Hispanio.or Latino * * 940 0.5% i 1.7% 6
More Than One Rgce 11 0.6% 4,342 2.5% 1.0% 2.8% 43
Race Noi A\raﬂab‘le 347 17.7% 16,486 9.3% 2.5% 2.3% 45
Race Totat 1,358 160.0% 176,676 160.0% 2.6% 3.2% 55
Hispanic.or Latine 467 23.9% 29,389 16.6% 2.6% 2.7% 49
Mot Hispanic 51‘ Latino 1,420 72.5% 432,750 75.1% 2.8% ‘ 3.4% 54
Not Avallable 7 3.6% 14,556 B.2% 2.3% 3.1% 43
Ethnicity Total 1,958 100.0% 176,675 100.0% 2.6% ; 3.2% 55

* Reportad under Hispanic ethnicity.

Note:
S totals are based on states reporting.

This table uses data from URS/DIG Table 15,

4JS totals are calculated uniguely for each data element based cn anly those states who reported numearator Iclients served) data.

State Notes:
See General Notes

F e
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CONSUMER SURVEY RESULTS, FY 2014

STATE: Connecticut

AWl

2014 SAMHSA Uniform Reporting System (URS) Output Tables

indicators “IChildren: State | Children: U8, | States | Aduits: State | Adults: U.S. IStates . |
el : o Average Reporting - ) Average Reporting
Reporting Positively About Access 96.0% 82.8% 47 90.0% 85.1% 50
Reporting Positively About Quality and i E B 92.6% 88.5% 50
Appropriatenass _ _
Reporting Positively About Outcomes 78.1% 67.3% 48 81.4% 69.7% 51
‘Reporting on Participation in Treatment 94 2% §7.0% 48 92.2% 80.1% 50
Planning
Famity Members Reporting High Cuitural 97.8% 82.7% 47
Sensitivity of Staff " _ -
Reporting positively about General Satisfaction 93.1% 87.2% 48 92.2% 89.0% 50
'with Services _
Note: U.S. Average Children & Adult rates are calculated only for states that used a version of the MHSIP Consumer Survey
This table uses data from URS/DIG Table 11.
‘Children/Family ' State Bs,
: Type of Survey Used YSS5-F YS5-F=38 |
Type of Adult Consumer Survey Used "28-ltem MHSIP | Other MHSIP ~ Other Survey
state - Yes -
us. 26 i 24 1 _
:Sample Size & Response Rate Children: State ; Children: U.S. States | Adults: State | Aduits: U.S. States
; _' ‘Reporting Average Reporting
Response Rate 17.9% 40.0% 39 - 42.0% 41
Number of Surveys Attempted (send out) 28,322 171,107 39 - 234,854 40
Number of Surveys Contacts Made 28,322 142,208 37 - 179,944 39
Gomplete Surveys 5,063 64,648 42 24,233 126,490 45
{Populations covered in survey Thildren: State - | Children: U.S. Aduits: State Aduits: U.S.
All Consumers Yes 4 - 1
Sample - 43 Yes 50
Sampie Approach “Children: State - Children: U.S. Aduits: State Adults: U.S.
Random Sample - 7 - 7
Stratified Sample - 15 - 17
Convenience Sample - 18 Yes 22
Other Sample - 5 T 4
Who is Sampled? Children: State "Chiidren: U.S. Aduits: State Adults: U.S.
“Current Glients Yes 45 Yes 50
Former Clients - 16 : 18
Populatians inciuded In sample: {e.g., all Children: State . - Children: u.s. Adults: State Adults; U.S.
adults, only adulfs with SMI, otc.) i R _
All Children or Adults Served Yes 26 Yes 32
Sl Adults or SED Children = 18 Yes 23
Persone Covered by Medicatd e 11 Yes 13
Other - 7 - 7
State Notes:
None
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OUTCOMES DOMAIN: Consumer Survey Results, by Race/Ethnicity FY 2014
STATE: Conrecticut

; """ Adult Consumer Survey. tors: Reporting Posftively Aboui.. ™
Acgass . Guallty & Appropristeness | Quicomes PRarticlpation In Tx .Pl“".!‘i’m‘.ﬂ General Satisfaction | Social Connegtedness | Improved Functoning ; ;

State Us Average Stats US Avdrage State- YS Average State US Average : State Js Average Slale US Average State US Average  States |
Total 90% 36% 93% B9% Bi% 70% 92% 82% 92% 88% T5% 70% 83% 1% 42 ;
Amegrican indian or
Alaska MNative B2% 84% B8% 5% 78% 69% B5% 78% 89% B8E% 74% 1% 74% T0% 3B
Asian 80% 88% 2% 87% 82% 72% 92% 81% 95% 91% 82% T1% 88% 73% 34
iBlack or African
Amarican 91% 87% 93% 89% 85% 74% B3 82% 83% 88% 81% T3% 87% 4% 58
Nalive Hawalian or
Qther Pacific
f’glgnder 92% 84% 6% 7% 8% 73% 98% 32% 92% 0% 70% 83% T1% 72% 26
\White 9% 5% 93% Q0% 80% 70% 92% 83% 2% §9% T2% 70% 82% 70% 3%
Hispanic or Latino 92% 88% 94% 9% 86% 73% 93% 84% 93% S0% 79% 73% 86% 74% 32
More Than One
Raca 81% 52% 88% 86% 78% 67% Ba% 78% 87% BY% 81% 56% 83% 69% a2
Not Availabie 50% 84% 9% 88% Bd% 72% 9% 81% i g% BEY% 78% 0% 84% T1% 37

Family of Childran Survey indicators: Heporting Positively Atout... o
Generat Satisfaction with ; ) ) Gultural Sensitivity of
Access s Serdess Qutcomas Participation In Tx Planning .14 Soclal Connected g Functioning

Race/Ethnicity State US Average Statg US Average State US Average Stats Us Average State US Average Stata US Average Stats US Avarage : Gt
Total B% 86% 93% 7% T8% B8% 94% 8% 8% 94% 82% 87% 79% Y%
American Indian or
‘Alaska Native 94% 84% 83% 85% 81% 69% 94% 86% 94% 92% BS% B7% 8% 70% i
Asian 100% 82% 7% 86% BE% T 1% 94% 88% 100% 92% 91% B82% 89% 6% : 27
Black or Afrlcan
American 98% 25% 94% BE%, 79% 68% 93% 58% 7% 95% 94% B7% 79% 69% 35
Native Hawafian or
Other Pacific

100% 86% 100% 20% 100% 79% 100% 84% 100% 50% 100% a7% 83% 75% 20
White 96% 87% 2% 87% I7% 87% 94%, 0% 9% 85% 1% 87% 78% 88% 3%
Hispanic oriatine | 97% 84% 95% 85% 82% 70% 4% 84% 28% 91% 92% 87% 82% 168% 29
Wore Than One
Race - 83% - 85% - 65% - 87% - 94% - 84% - 89% 27
Not Available 97% BE% 93% B5% 7% 1% 94% 86% ga%, 94% 82% 86% P T8% 74% 35
Notes;
This table uses data from URSDIG Table 11a.
Siate Notes:
Neng

2014 SAMHSA Uniform Reporting System (UURS) Output Tables Page 20 of 28

5



Outcomes Domain: Change in Social Connectedness and Functioning, FY 2014

Connecticut

Children’ “Aduits

g States States
Indicators _ State ! US Average - : US Median @ Reporting State US Average :US Median: Reporting
Percent Reporting Improved Soclal " 5
Conneciadness Fom Servieas 91.7% 83.9% 85.5% 46 75.5% 72.8% 70.0% 51
Percent Reporiing Improved % g = 7 3 o
Functioning from Services 78.8% 69.5% 54.3% 48 83.5% 70.9% 70.2% 50
Note:
This table uses data from URS/DIG Table 8.
US State Averages and Medians are caiculated onfy with states which used the recommended Social Connectedness and Functioning guestions.
Adult Social Connectedness and Functioning Measures State Us
Did you use the recommended new Social Connectedness Questions? NO 48
If No, what Measure did you use? MHSIP 20,21,24,28
iDid you use the recommended new Functioning Domain Questions? No 48
If No, what Measure did you use? MHSIP 17-19,22,23,25,26
Did you coilect these as part of your MHSIP Adult Consumer Survey? Yes 50
Children/Family Social Connectedness and Functiohing Measurés State us
Did you use the recommended new Social Connectedness Questions? Yes 44
bid you use the recommended new Functioning Domain Questions? Yes 45
{Did you collect these as part of your YSS-F Survey? Yes 45

State Notes:

None

I
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OUTCOMES DOMAIN: Givil (Non Forensic) & Forensic Patients Readmission within 30 Days by Age, Gender, and Race, FY 2014

STATE: Connecticut

Readmissions within 3¢ days tu-st_ale;sgcl?a!ric hospitals: "Civil" {Non:Forensle) - ‘Readmissions within 30 days to state pay ic pitats: F ic Patients
atients . ¥
State il s : State us
Deographic bl h %, Readmissions Discharges: % States issl i ges % G % States
2] N 2 N . N Reporting N N N ] ‘Reporting
Age 01012 o 2 N 145 1844 76% 11 ) : u' { 100 10% 1
Age 1310 17 ] - . 353 5,387 5.5% 16 0 - - 20 833 2.4% 8
-Agé 18 10 20 1 21 8% 394 51581 e 37T 12 0.0% 101 1508 6.3% 15
Age 21to64 5 308 1.6% 7,068 82,213 8,6% 49 1 234 0.4% 1,440 20,281 7% 36
Agebbite 74 2 28 6.8% 158 2,711 5.5% 27 2 15 0.0% 34 597 58% 14
‘higé 75 anc over ] [ 0.0% R BT 3.0% 18 [ ] 0.0% 8 186 2% [
@;&m Avaiteble [ = - 57 1,085 5.3% 2 Q - - 2 194 P 1]
Age Total [] 366 2.2% 9,203 36982 1 hgw | 81 i 267 gy 4,604 7es T 6.q% 40
Famale 4 124 3.2% 3,178 40,726 7.8% 46 1 43 P 23% 512 4,925 10.4% 28
i{}a!e 4 242 1.7% 4,978 54,388 8.5% 48 o 224 0.0% 1,084 18,630 5.8% bl
Gendar Mot Avaliable o - & 47 1,011 4% 3 0 - - 8 213 3.8% 1
Gender Total 8 366 2.2% 8,203 99,992 8.2% 51 1 267 0.4% 1,604 23,768 ! &T% 40
American Indian or Alaska Native 0 z - 205 1.897 10.8% i6 0 4 0.0% 3z 288 11.1% 7
Agian o 8 0.0% e 1.034 7.2% 19 o 4 0.0% 34 384 8.8% 8
Black or Affican American 4 08 4,5% 2,080 23,688 8.8% 38 0 92 0.0% 368 8839 4.29% 30
Native Hawalien of Other Pecific Islander Q - - 22 171 12.9% & e = - 13 48 27.1% 3
White ' 4 234 1.7% 5,366 66,484 B.1% 45 0 138 0.0% 945 11,768 B.0% 37
Hispanic or Lafne b : CR B58 5.8% 7 3 : . 8 Bl 1.0% i
More Than Cne Race e 3 - 138 2,017 8.8% 18 0 E - 48 525 9.1% 9
Race Not Avaitable 4 36 0.0% 268 3091 6.7% 24 1 32 349% 188 1102 142% : 1
Race Total 8 366 2.2% 8,203 99,682 B.2% 51 1 267 0.4% 4604 23,768 B.7% 40
Higparic or Latino a 47 0.0% B35 8,923 7.1% 2B 1 146 2532 5.8% 14
Hot Hispanic or Lating 8 ¥4 25% 8527 VI 4B @ 1,268 TE5TA T a 0% 33
Nol Avaliable 2 8 0.0% 1,641 17,608 9.3% 26 1] 174 5429 3.2% 16
Ethnicity 8 366 2.2% 8,203 95,992 8.2% 5t 1 1,585 23,335 6.8% 39
'Repnrl; = é}HispanicEtl;hichy. s B b, omlo YT L TIVTTLA TR s . s I o R R ek R R
Forensics includad in "non forenslc” data? No
Note:
UE tolals are based on states reporting.
This table uses data from URS/DIG Tables 20a and 20h,
Sl lotes;
Bi ol iting to client ing te a diferent unit of the state hosplitalto another state hospital were axcluded from the count of dissharges. Consequently, fransfer agmissions were nol counted as readmission. See
General Notes
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OUTCOMES DOMAIN: Civll {Non Forensic) & Forensic Patients Readmission within 180 Days by Age, Gender, and Race, FY 2014

STATE: Connecficut

Readmissions within 180 days to slat;p;yctgatric hospitals: "Civil"” (Non-Foransic) ' Readmissions within 180 days to state psychiatric hespitals: Forensic Patients
: atien ¥
State ) us - State us
Demographic Reatimisslons Discharges. Yo Readmisslons Dischargées % States Readmissions Discharges; ;fm i ges % States ¥
N ] N N Reporting N N N N porting
Ags e 12 1} - & 369 1,914 19.3% 18 ol - - B 100 B.0% 5
Age 1316 17 [ : ; 917 X T ATy 20 [ - N 47 833 56% 11
Age 1810 20 1 21 4.8% 850 5,158 16.5% 43 2 12 18,7% 275 1,806 17.1% 25
Age 2110 64 13 508 4.2% 16,088 82,213 19.6% 52 3 234 1.3% 3,608 20,261 17.3% 44
Age 65 fo 74 3 29 10.3% 360 2,711 13.3% 35 4 15 - 75 587 12.8% 22
Age 76 and ovér [} 8 0.0% 77 924 5.3% 22 0 [ - 21 190 11.1% 15
Age Not Avallable [ B & 1,085 B.4% [ [ p . ] T3 1.2% 1
Age Total 17 366 4.6% 18,762 99,992 18.8% 53 5 267 1.9% 3918 23,768 16.6% &
Female 8 24 6.5% 7.374 40,726 18.1% 49 z 43 [4T% 1,086 4,925 2238 38
Maje 8 242 3.7% 11,318 BB.255 .1 19.4% 50 3 BT A 2,817 18830 | 151% 45
Gender Not Available - = 70 1,011 8.9% 3 a - - 25 213 11.7% 2
Gender Total 17 366 4.6% 18,762 99,952 18.8% 53 5 267 £.9% 3,938 23,768 16,6% 47
Amarican Indlan or Alaska Native 9 - - s07 7 1,897 26.7% 23 0 4 - 88 288 22.6% 15
Asian 1 8 12.6% 174 {1,084 18.1% 22 a 4 - 78 384 20.3% 17
Black or African Amerioan 5 88 5.7% 4,718 23,689 19,9% 44 3 82 3.3% 1.202 8,839 13.6% 38
Matlve Hawajian-or Other Pacific lslander Q B - 33 171 18,3% 1 a - = 23 48 47.9% 4
White 41 234 47% 12,403 66,484 18.7% 49 1 135 0.7% 2,109 11.768 17.9% 44
Hispanic or Latino " * » 19 659 18.4% 8 3 v . 48 814 8.0% T
More Than One Race H = B 247 2,017 12.2% 24 0 = - 99 525 18.9% 1t
Race Nat Avallable c 36 0.0% 564 3,991 14.1% 28 1 3z 3.1% 313 1,102 28.4% 4
Race Totak 17 J6s 1.6% 18,762 99,892 1B.8% £3 5 287 1.9% 3,938 23,768 16.6% 47
Hispanic or Latin o 47 0.0% 1438 8923 | 16.1% 3 1 B 3 7532 1 15.2% 21
Not Hispanie or Latino 17 314 54% 13918 73,461 18.9% 49 4 219 1.8% 2,882 15,374 18.8% 41
Not Avaitable 0 5 0,.0% 3,408 17,608 19.4% 33 0 3 - 578 5,429 10.6% 22
Ethnicity Total o 17 36 A WByes " UTe8EeT | ieay, | 63 267 1% 3468 B35 | 1e.5% | 48
* Reported under Hispanic Ethnicity,
Forensics inciuded In "non forensic” data? No
lote;
tJS totals are based on states reporting.
This table tses data from URS/IDHG Tables 20a and 200,

State Nates:

Discharges resulfing o client transferring to a ditterent unit of the state hospitaifto another stale hospltal were exeluded from the count of distharges. Consaquently, transfer admisslons were not counted as readimission. See

Generat Notes
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Structure Domain: Federal Mental Health Block Grant Expelnditures' for Non-Direct Service Activities, FY 2014

Connecticut

Senvice - Non-Direct Black Grant Expenditures | % Total |  US % Total
;_Technicai Assistance Activities 51'3..:50 T - 1_9.%. 40.4% T
Planning Councii $2,974 - 3.1% 42%
Adrinistiaton T . 24.0%

Data Collection/Reporting $15,099 16.5% 7.3%

Gther Ackivities $76,256 78.6% 24.2%

Lokl $97,079 100.0% 100.0%

Note: This table use data from URS/DIG Tabte 8.
State Notes:

CT BMHAS $76,256.00 - Year 2 of young adult enline engagement contract (http:/fwww. TumingPointCT.org) with Southwest Regional
Mental Heaith Board.
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STRUCTURE DOMAIN: State Mental Health Agency Controlled Expenditures for Mental Health, FY 2013

STATE Connecticut

" Expenditures: State ~ | PorcentofFotal | Expenditurés:US. | Percent of Total Expenditures:
: B o ‘Expenditures: State ; C U.8.
State Hospitals-Inpatient $484,100,000 24% $8,891,294 399 23%
Qther 24-Hour Care ' $234,000,000 30% $7,208,685,272 19%
Ambulatory/Community $308,700,000 40% $21,188,869,172 56%
Tetal 2 $777,700,000 . = $38,088,637,217 -

Note:

Other 24.Hour Care inciudes state psychiafric hospital and community based ather 24-hour as well as communily based inpatient expendiures.
Ambuiatory/Community includes expenditures for iess than 24-hour care servicas provided at state psychiatric hospitals. It excludes communily based cther-24 hour and
comimtunity based inpatient expenditures.

Tola{ also includes additional SMHA Expenditures for research, training, administration, and other central and regional office expenditures.
Data from NR{'s Funding Scurces and Expenditures of State Mental Health Agencies, FY 2013 reports - Table 18 "SMHA-Controlled Expsnditures for Mental Health Services.”

U.S. totals are based on 5 states reperting.

Mere information on the State Mental Health Agency's Revenuas & Expenditures as well as State Footnotes can be found on the NR( website:
hitpifwww.nri-incdata. oeg/
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STRUCTURE DOMAIN: State Mental Heaith Agency Gontrolled Revenues by Funding Sources, FY 2013

STATE Comnecticuf

Funding Source

State Hospitat

Aribulatory/Community

) Perient Total- § N § I Percent Total
State Revenues (State) " Percent Total (US) State Revenues : {Siate) Percent Total {US)

Medicgid $1.200,000 0.2% 59.2% $4,600,000 2.3% 22.2%
Community MH Block Grant $4,000,000 0.7% 1.3% o 5 g

Other SAMHSA $800,000 0.1% 0.3% - : - <

other Federal(ron-SAMHSA §14,800,000 27% 25% $8,600,000 43% 42%

State ' $520,200,000 96.4% BTy "878%.100,000 91.2% 66.0%
Other £4,300,000 0.8% 5.6% $4,400,000 22% 4.5%

Tatal $545,300,000 100,0% 100.0% $159,700,000 100.0% 100.0%

Daia fram NRi{'s Funding Sources ang Ex|

24,26, and 26,

This table doas not show Revenues for state central office including Research, Training, and Administration expenses.

Mora Information on the State Mental Health Agency's Revanues & Expenditures as well as State Footnotas can be found on the NR| website:

hitp: fhwww . nri-incdata.orgf

g

2014 SAMHSA Urifarm Reporting System {URS) Quiput Tablss

penditures of State Mental Health Agencies, FY 2013 reports - State Mental Health Agency Controlled Expenditures and Revenus, Table
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Structure Domain: Mental Health Programs Funded By the Federal Mental Health Block Grant, FY 2014

Connecticut

Adult Programs = 18

Child Programs = 8

Total Programs = 27

Adult Total: $2,900,380

Child Total: $1,205,772

Total: $4,108,152

. Biock Grantfor : Block Grant for
Apency e . ” Addrees g Area Served Adults with SMI | Children with SED
FAVOR, Inc. 7138 Silas Deane Hwy, Suite 103, Rocky Statewide $0 $504,407
Hilt, CT 08087
Hospital of Saint Raphael Adult Outpatient Psychiatric Services, South Central $107,231 50
1284 Chapel St. New Haven, CT D8511
immactiate Conception Shelter 560 Park Street, Hartford, CT 06126 MNorth Central $51,834 $0
Sound Community Services 155 State Street, P.O. Box 2170, New " "Eastern $178,674 30
London, CT 06320
Inter-Community, inc. 281 Main Street, East Hartford, CT 06118 North Centrai $136,713 0!
Kennedy Center, Inc. 2440 Reservoir Avenue, Trumbull, CT Southwest $26,162 $0
06611 !
Kuhn Employment Opportunities, Inc., 1530 North Colony Road, Meriden, CT South Cantral $26,162 $0
06450
‘Mercy Housing and Shelier Corp. 211 Wethersfield Avenue, Hartford, CT North Central $21,284 $0
06114 )
NAMI of Connecticut, Inc. 241 Main Street, Hartford, C7 06106 North Central $67,576 50
i Regional Mentai Health Boards Statewide, Statewide, CT Statewice 548,920 $0
Rushsord Center, Inc/ Midstate 883 Paddock Avenue, Meriden, CT 08450 South Central $427,045 $0
South Central Behavioral Health Network, Inc. 1435 State Street, New Haven, CT 06511 South Central $104 648 $0
United Services, inc. P.0. Box 838, 1007 North Main Street, Eastern $490,769 $0
Dayville, CT 08241
Waterbury Hospital Heaith Center 84 Robbins Street, Waterbury, CT 06721 Morthwest $249.763 %0
Family and Lhkdren's Agency, Inc. &' Moft Avenue, Norwaik, CT 06850 Euo-State Pianning Area §0 §71,000
Farmily and Children’s Aid, Inc. 75 West Street, Danbury, CT 06810 Sub-State Planning Area $0 $43,206
Jewish Family Services, Inc. 1440 Whalley Avenue, New Haven, CT Sub-Siate Planning Area 30 $53,458
06515
Kiingberg Family Center, Inc. 370 Linwood Street, New Britain, CT Sub-State Planning Area 50 $115,497
06052
United Way of CT 1344 Silas Deane Hwy, Rocky Hill, CT Statewide 30 $18,125
06087
YMCA of No. Middlesex County a9 (njon Street, Middletown, CT 06457 Sub-State Planning Area $0 $52,393
éChiId Health and Development institute of CT 1270 Farrmingion Ave, Farmington, CF Statewide 30 $331,112
06032 .
{Family and Children's Ald, Inc. {Therapeutic 75 West Sireet, Danbury, GT 06810 Statewide $0 $18,573
Activity Groups - EDT)
Coordinating Council for Childres in Crisis, inc. 1131 Dwight Street, New Haven, CT 08511 South Central $52,324 : $C
Charlotte Hungerford Hospital E40 Litchfield Street, Tarrington , CT Northwest $143,324 0
06790
Community Health Resources inc. Genesis 995 Day Hill Road, Windsor, CT 06095 North Central $215,476 $0
i Community Mentai Health Affiiates, inc 570 John Downey Drive, New Britain, CT North Central $258,464 $0
H 08051
Danbury Hospital 24 Hospital Avenue, Danbury, CT 06810 Northwest $294,001 50
2014 SAMHSA Uniform Reperting System (URS) Output Tables Page 27 of 28
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Generat Notes FY 2014

Connecticut

URS Table
Number

. General Notes

All

DCF: There is some duplication in the tables of the clients receiving community services, restiting from
characteristics of the CT Department of Children and Families' Programs and Services Data Collection System
(PSDCRS).Client data entered into PSDCRS is unduplicated within each provider. Normally data is
de-duplicated across providers by assuming that clients are the same if they have the same first and last name,
DOB, and gender. For most of the tables in this report (those not involving SED) we aiso require that they have
the same race, Hispanic/Latino origin status, health insurance coverage and living situation, so if any of these
data elements are reported differently between providers this client would be counted more than once. This is
done because all of the data elements just listed are used to classify clients in one or more tables in the MHBG
report, so if they were not included in the de-duplication process as just described, the totals in the tables would
be inconsistent with each other. There is also possible duplication by simple data entry errors, such as different
spellings of a client's name by different providers.

' 2A, 2B, 3,
4, 4A, 14A,
14B, 15A,
15, 20,
20B

DMHAS: DMHAS: This table has been popuiated using MH-TEDS data files for adult clients. The data source,
methodology, and basic assumptions used in populating the 2014 URS Tables may account for significant
differences from earlier state Tables.

2A, 2B, 3,

4, 4A,14A,

14B, 15A,
15

Demographic values (age, gender, race, ethnicity) - value was based on the last record except when the value is
Unknown and search for a valid value from admission records more than 12 months prior the beginning of the
reporting period.

Duplication in client count between the Children MH System and Aduits MH System is limited to 100 individuals
based on a procedure conducted to identify clients served by both agencies.

Pregnant women - pregnancy status search was limited within the reporting period for clients 15 years and older,
which is the earliest age used by CDC to report teen pregnancy.

DMHAS: DMHAS coflects an "Other” category for race. These clients have been recoded to the "Unknown"
category.

DCF continues to reduce the number of dependents in congregate care. The number of clients in RTCs for 2013
was underreported

The reduction in non-direct service activity spending from FY13 is due to the federal budget recission, as it was
the MHA's policy to prevent cuts to direct service funding.

16

DCF: Family Functiona! Therapy (FFT): In accordance with FT protocol, our agency monitors fidelity through the
clinical lead. Fidelity is also monitored on an ongoing basis by FFT, Inc. through a variety of measures including
the national supervisor who monitors our site. Adherence information are recorded on the web-based FFT Client :
Service System and is measured weekly by the on-site clinical lead and monthly by FFT, Inc., through our
national consultant.

16

DCF: Multi-Systemic Therapy (MST): Therapist Adherence Measures {TAM), Supervisory Adherence Measures
(SAM) and Program Implementation Reports are used to monitor fidelity by Advanced Behavioral Health, Inc.
{vendor) on weekly and monthly basis.

17

There was an error in the reported the number of patients receiving IDDT treatment in FY13. The correct number
of patients receiving this services was 1,975 not 3,149,

19A

DCE: At this time DCF's data system, Programs and Services Data Collection and Reporting System (PSDCRS)
does not provide the data necessary for T1 time period, because it asks whether the client has been arrested
during the six months prior to admission, and T1 requires whether the client has been arrested in the previous
twelve months. For T2 the data comes primarily from a PSDCRS question asked at discharge, which asks
whether the client was arrested during the episode, and the table addresses whether the client has been arrested
in the previous twelve months. Plans are being developed to correct this error to enable full reporting for FY
2015.

198

DCE: At this time DCF's data system, Programs and Services Data Collection and Reporting System (PSDCRS)
does not provide the data necessary for T1 time period, because it asks whether the client has been suspended
or expelied from school during the six months prior to admission, and T1 requires whether the client has been
suspended or expelled from school in the prior twelve months. For T2 the data comes primarily from a PSDCRS
question asked at discharge, which asks whether the client was suspended or expelied during the episade, and
the table addresses whether the client has been expended or expelied in the previous twelve months. Efforts are

underway to correct the problem.
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Mental Health Is Main Cause Of
Hospitalizations in CT, New Data
Show

By Lisa Chedekel

YALE-NEw Havew

Hosemay,

YNFHH.org Photo

Yale-New Haven was among the hospitals reporting a large increase in patient hospitalizations for

mental health disorders.

4290

Mental disorders surpassed respiratory problems and all other ailments as the leading cause
of hospitalization in Connecticut in 2012 for children ages 5 to 14, teenagers and younger
aduits, according to a new state health department report.

were hospitalized surged 5.3 percent between 2011 and 2613, to nearly 260,000 patient
days. Other categories of hospitalizations, including cardiac and cancer care, declined during
that time.

The data show five
hospitals had increases of
more than 12 percent in
the number of days that

Yane-New Haves

Haseioag, patients with behavioral
o health problems were
hospitalized. The biggest

increases were at Yale-
New Haven Hospital,
which saw the number of
patients rise 61 percent,

YNHH.org Photo

Yale-New Haven Hospital reported a large increase in patient

hospitalizations for mental health disorders. ; 2 g
and inpatient days jump

51 percent; and
Waterbury Hospital, with 26 percent more patients and a 37 percent increase in inpatient
days. The increase at Yale-New Haven is partly due to its merger with the Hospital of St,
Raphael’s in 2012.

Some hospitals, such as Hartford Hospital and MidState Medical Center, saw a decline in
the number of patients admitted for mental health problems from 2011 to 2013, but
increases in the number of inpatient days, indicating longer lengths of individual patient

http:#ic-hit.org/2015/04/19/mental-health-is-main-cause-of-hospitalizations- in-ct-new-data- show/#
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stays. A few hospitals, including Greenwich and Norwalk, saw a decline in both patients and
hospitalization days.

The report — the “Statewide Health Care Facilities and Services Plan, 2014 Supplement,”
compiled with input from a large group of health providers — does not speculate on why
hospitalizations for mental health have climbed in recent vears. But it does make
recommendations for improving behavioral health treatment options, including ereating an
“inventory of distinct service levels” related to mental health and pursuing better
coordination or co-location of mental health services within primar-y care offices and other
settings.

Carl Schiessl, directory of regulatory
advocacy for the Connecticut Hospital
Association, said the association’s own
data show that in 2014, more than 25
percent of all inpatient and emergency
department visits to hospitals were to
treat patients with a primary or
secondary behavioral health disorder,
including those related to substance
abuse. Between 2010 and 2014,
hospitals saw a 31 percent increase in
patients with a behavioral health

Waterbury Hospital had a 37 percentincrease in inpatient
days. diagnosis.

“That’s a big number,” Schiessi said.
“Our hospitals are doing the best we can with the limited resources we have, butitisa
situation that is getting worse in the state of Connecticut.”

He said some possible factors fueling the increase include a “heightened awareness” of
behavioral health, particularly among children, which could be a consequence of the Sandy
Hook Elementary School shooting in December 2012; greater access to insurance under
Obamacare; and a shortage of residential or outpatient treatment placements for children
and adolescents in need of specialized care.

The haospital association is supporting a proposed bill (https:/ /legiscan.com/Cl'/text/SB01080/2015)
that would make grants available to providers to expand acute and emergency mental health

services, and to establish hospital-based “intermediate” care units that would provide 30-45
day evaluation and treatment. The association also is seeking state support to create
community care teams in every region, which would have hospitals and local agencies
meeting regularly to discuss patients with chronic mental health problems.

Dr. Harold Schwartz, psychiatrist-in-chief at the Institute of Living and vice president of
behavioral health for Hartford HealthCare, said the clearest explanation for the increase in
mental health visits is the expansion of Medicaid and other insurance options under the
Affordable Care Act. Some patients are identified with mental health issues after coming io
the hospital with other conditions, he said.

Anecdotally, Schwartz said, “We seem to be dealing with a more highly stressed population,”
with “more serious suicide attempts™ among people not receiving regular mental health
care.

The state report shows that for children younger than 5 years old, asthma and other
respiratory probiems were the leading cause of hospitalization in 2012, Mental disorders
were the leading cause of hospitalization for males and females ages 510 14, 15 to 24, and 25
to 44. For men ages 45 to 64, a diagnosis for mental disorders was the leading cause of
hospitalization, while for females in that age group, digestive system issues, such as hernias
and colitis, were the leading cause.

hitp:/fe-hit.org/2015/04/19/mental -heaith-is-main-cause-aof- hospitalizations-in-ct-new-data-show #
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The réport also shows that of about eight
million visits made to Connecticut
emergency departments from 20096 to
2013, one million were for psychiatric or
drug- or alechol-related mental
disorders. Most of the psychiatric visits
(58.3 percent) were made by white
patients; about 40 pereent were people
ages 18 to 39. The primary reasons for
visiting the emergency room were for
“nonpsychotic disorders” such as anxiety
or depression.

Among children, common diagnoses
included mood disorders, depression,
attention deficit disorder and disruptive
behaviors.

Almost one-third of patients who came to
emergency rooms with psychiatric
problems needed to be admitted for

inpatient treatment, the report says.

Dr. Harold Schwartz

Administrators of some hospitals,
inchiding Connecticut Children’s
Medical Center and Yale-New Haven, have reported (hihy://e-hit org/2014/07/10/long-ex-stays-for-
kids-in-crisis-on-the-rise/) increasing numbers of children with mental health problems

showing up in emergency rooms, sometimes staying multlple nights before residential
placements or support services can be found.

Both Schwartz and Schiessl said the emergency room crunch and Iong lengths of inpatient
stays were exacerbated by a lack of residential treatment beds for children and adolescents
— a preblem that Schwartz said the state Department of Children and Families needs to
remedy, not worsen.

“With so many fewer state beds available for adolescents, we have kids who might spend
weeks or even months in our unit, waiting for placement,” he said.

Several task forces and state agencies have released reports since the Sandy Hook shooting
calling for better coordination of mental health services to children and young adults to
reduce fragmentation, improve screening, and expand emergency response teams and
aceess to care. Few recommendations have been implemented so far, though many are
being considered. -

On May 7, C-HIT will host a community forum on teen mental health at The Lyceum, 227
Lawrence St., in Hartford. The event, which features an expert panel, is being held in
collaboration with ConnectiCare and Hartford Hospital’s Institute of Living. For
information and to purchase a ticket, go_here (hip:

c-hit.org/sign-up-uncovering-our-kids,

LI
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Greer, Leslie

From: Walker, Shauna

Sent: Tuesday, January 03, 2017 8:02 AM

To: Growingpotentialservices@gmail.com

Cc: Riggott, Kaila; Armah, Olga; User, OHCA

Subject: CON Application # 16-32083

Attachments: 16-32083-CON Notification of Application Deemed Complete.docx

Good Morning,
Please see attached. Your application has been deemed complete as of 12/30/2016.

Shauna L. Walker

Office of Health Care Access

Connecticut Department of Public Health
410 Capitol Avenue

Hartford, CT 06134

Phone: (860) 418-7069

Email: Shauna.Walker@ct.gov
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STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH

Dannel P. Malloy
Governor
Raul Pino, M.D., M.PH. =

i Nancy Wyman
Commissioner y Wy

Lt. Governor

Office of Health Care Access

December 30, 2016
Via Email Only

Marcy Taliceo, CEO

Growing Potential Services: Therapeutic and
Behavioral Health Solutions, PC

141 Hazard Ave.

Enfield, CT 06082
Growingpotentialservices@gmail.com

RE: Certificate of Need Application; Docket Number: 16-32083-CON
Establishment of a Psychiatric Outpatient, Day Treatment and Substance Abuse or
Dependence Treatment Clinic for Adults in Enfield

Dear Ms. Taliceo:

This letter is to inform you that, pursuant to Section 19a-639a (d) of the Connecticut General
Statutes, the Office of Health Care Access has deemed the above-referenced application
complete as of December 30, 2016.

If you have any questions concerning this letter, please feel free to contact me at (860) 418-7070.

Sincerely,

Olga Armah
Associate Research Analyst

Phone: (860) 418-7001 o Fax: (860) 418-7053
410 Capitol Avenue, P.O. Box 340308
D P H Hartford, Connecticut 06134-0308
www.ct.gov/dph
Affirmative Action/Equal Opportunity Employer

Connecticut Department
of Public Health
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Greer, Leslie

From: Marcy Taliceo <growingpotentialservices@gmail.com>
Sent: Tuesday, January 03, 2017 8:43 AM

To: Walker, Shauna

Cc: User, OHCA; Armah, Olga; Riggott, Kaila; Bauer, Sandra
Subject: Re: CON Application # 16-32083

Great. Thank you

On Jan 3, 2017 8:02 AM, "Walker, Shauna" <Shauna.Walker@-ct.gov> wrote:

Good Morning,

Please see attached. Your application has been deemed complete as of 12/30/2016.

Shauna L. Walker

Office of Health Care Access
Connecticut Department of Public Health
410 Capitol Avenue

Hartford, CT 06134

Phone: (860) 418-7069

Email: Shauna.Walker@ct.gov
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