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Calendar. Is there any objection? 

Hearing none, so ordered. 

Representative Aresimowicz. 

REP. ARESIMOWICZ (30th): 

Thank you very much, Mr. Speaker. 

Mr. Speaker, I move we have Calendar 468 on the 

Consent Calendar, sir. 

I further move House Calendar 535 to the Consent 

Calendar. 

I'd like to move Calendar Number 537 as amended 

by Senate "A" to the Consent Calendar. 

I'd like to move Calendar Number 498 to the 

Consent Calendar. 

Item 499, as amended by Senate "A" to the Consent 

Calendar. 

Calendar Number 508, House Bill 5312, as amended 

by Senate "A" and Senate "B" to the Consent Calendar. 

Those would be the bills in their entirety, Mr. 

Speaker. 

DEPUTY. SPEAKER GODFREY: 

And -- and Representative Aresimowicz. 

REP. ARESIMOWICZ (30th): 

Yes, Mr. Speaker. Mr. Speqker, I'd like to --

no. Mr. Speaker, I'd like to remove Calendar Number 
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506 is removed from the Consent Calendar. 

Representative Aresimowicz. 

REP. ARESIMOWICZ (30th): 

Mr. Speaker, ci'd like to remove Calendar 508 from 

the Consent Calendar, please. 

DEPUTY SPEAKER GODFREY: 

Calendar 508 is removed from the Consent 

Calendar. 

Mr. Clerk, would you kindly call the Consent 

Calendar. 

THE CLERK: 

Mr. Speaker, Consent Calendar Number 1, 

consisting of Calendar Numbers 548; 512, as amended by 

Senate "A"; 450, as amended"by Senate "C''; 236, as 

amended by Senate "A"; Calendar 425; Calendar 518, as 

amended by Senate "A"; Calendar 452; Calendar 511; 

Calendar 5 excuse me -- 458; Calendar 491; Calendar 

467; Calendar 468; item under suspension, 535; Senate 

Bill 00114, as considered under suspension; Senate 

Bill 417, suspension; Calendar Number 537, as amended 

by Senate "A''; Calendar 498; Calendar 499, as amended 
. 

by Senate "A"; Calendar 5081 and, House Bill -- what 
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is it? Is off -- excuse me -- and House Bill 5312, 

which was done under suspension with Senate "A" and 

"B." 

DEPUTY SPEAKER GODFREY: 

Thank you, Mr. Clerk. 

Just -- just for my own clarification, was --

that was 326 not 236? 

THE CLERK: 

Three-two-six. 

DEPUTY SPEAKER GODFREY: 

Thank you·, sir. 

Representative Aresimo~icz, what's your pleasure 

on today's Consent Calendar? 

REP. ARESIMOWICZ (30th): 

Thank you very much, Mr. Speaker. 

Mr. Speaker, I move passage of the bills on 

today's Consent. 

DEPUTY SPEAKER GODFREY: 

Question is on passage of the bills on the 

Consent Calendar. 

Staff and guests please come to the well of the 

House. Members take their seat. The machine will be 

open. 

THE CLERK: 
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The House of Representatives is voting by roll. 

The House of Representatives is voting by roll, by 

on today's first Consent Calendar. Will members 

please report to the Chamber immediately. 

DEPUTY SPEAKER GODFREY: 

Have all the members voted? 

Ladies and gentlemen, before I call for the 

machine being locked, I need to note that the board is 

not completely in line with the motion. Calendar 520 

"A," which unfortunately is up on the board, was 

there was no motion to put that on the Consent 

Calendar. Unless there's objection, we'll just fix it 

ministerially and proceed on. Is there any objection 

to that solution? 

Thank you all. 

If all the -- if everyone has voted, the machine 

will be locked. Clerk will take a tally. 

And the Clerk will announce the tally. 

THE CLERK: 

Consent Calendar Number 1. 

Total Number Voting 148 

Necessary for Passage 75 

Those voting Yea 148 

Those voting Nay 0 
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Those absent and not voting 3 

DEPUTY SPEAKER GODFREY: 

(h~ Consent Calendar as moved, the bills on it 

are passed. 

And now, Mr. Clerk, we will do Calendar 528. 

THE CLERK: 

House Calendar 528, Favorable Report of the joint 

standing Committee on Insur~nce and Real Estate, 

Senate Bill 480, AN ACT CONCERNING LIFE INSURANCE 

PROCEDURE LICENSES AND REGISTRATIONS OF BROKER-

DEALERS, AGENTS, INVESTMENT ADVISERS AND INVESTMENT 

ADVISER AGENTS. 

DEPUTY SPEAKER GODFREY: 

The distinguished Chairman of the Insurance and 

Real Estate Committee, Representative Megna. 

REP. MEGNA (97th): 

Thank -- thank you, Mr. Speaker. 

Mr. Speaker, I move acceptance of the joint 

committee's Favorable Report and passage of the bill, 

in concurrence with the Senate. 

DEPUTY SPEAKER GODFREY: 

The question is on passage and concurrence. 

Would you explain the bill, please, Representative 

REP. MEGNA (97th): 
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machine will be closed. Mr. Clerk will you please 
call the tally? 

THE CLERK: 

Senate Bill Number 429 as amended. 

Total voting 36 
Those voting Yea 28 
Those voting Nay 8 
Absent not voting 0 

THE CHAIR: 

The bill passes. Mr. Clerk, do you have anything else 
on your Agenda? 

THE CLERK: 

On page 4, Calendar 300, Substitute for Senate Bill 
Number 417, AN ACT CONCERNING THE PROVISION OF 
PSYCHIATRIC AND SUBSTANCE USE TREATMENT SERVICES, 
Favorable Report of the Committee on Public Health . 
There are amendments. 

THE CHAIR: 

Senator Gerratana, good evening, madam. 

SENATOR GERRATANA: 

Good evening, madam. Good evening to you, Madam 
President. Madam President, I move acceptance of the 
Joint Committee's Favorable Report and passage of the 
bill. 

THE CHAIR: 

The motion is on acceptance and passage. Will you 
remark? 

SENATOR GERRATANA: 

Yes, Madam President. The Clerk has an amendment, LCO 
5254, if he would call and I be allowed to summarize . 

THE CHAIR: 

003147 
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LCO Number 5254, Senate "A" offered by Senator 
Uerratana and Representat1ve Johnson. 

THE CHAIR: 

Senator Gerratana. 

SENATOR GERRATANA: 

Thank you, Madam President. Madam President, this 
amendment is a strike-all amendment to the underlying 
bill, and I will explain why we are doing this. The 
underlying bill allows certain Connecticut licensed 
health care facilities to provide psychiatric or 
substance use disorder services and to provide these 
service at off-site locations. 

And in essence, the amendment does the very same 
thing. However, as we went along in the process we 
found some weaknesses to the underlying bill. So this 
amendment will clarify those and certainly strengthen 
the process in what we are trying to achieve here. 
The underlying bill was a little bit too loose, and we 
felt since this was behavioral health and providing 
the services of behavioral health that there needed to 
be some reference and protocol set out. 

Secondly, there was concern that by allowing patients 
to receive these services at off-site facilities, that 
perhaps their confidentiality and other protections 
would not be in place, and also that there would be a 
problem for Medicaid reimbursement that -- which was 
part of the conversation as we were working on the 
amendment . 

Now, I will just talk briefly about the amendment we 
have in front of us on lines 83 to 91. This describes 
multicare institutions, and these are institutions 
which provide outpatient behavioral health services, 
but more importantly they are licensed. And what we 
are doing here is we are extending, if you will, the 
aegis of the licensure to satellite locations and 
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othe~-locations so that patients receive these 
particular services. 

The other part that members might want to read is in 
lines 185 to 202. And that talks about that these 
patients receive services that are consistent with the 
patient's assessment and treatment, and also that the 
multicare institution that extends these services be 
--will have to submit-an application and be subject 
to the licensure, if you will, of the mother 
institution. So with that I certainly hope that the 
members will approve this amendment. Thank you. 

THE CHAIR: 

Thank you. 
you remark? 

Will -- I'm sorry, will you remark? 
Good evening, Senator Welch. 

SENATOR WELCH: 

Will 

Good evening, Madam President. I do rise in support 
of the amendment. I agree with Senator Gerratana that 
the bill that we have before us unamended, although 
good in concept, lacks in details, and I think this 
amendment seeks to really fill in some of those 
details and make it pretty clear what the Legislature 
intent is. And the intent would be for these off-site 
facilities to essentially be operating under the 
license, the umbrella license, as it were, of the 
original facility, but also be subject to the 
regulations of DPH inspection, et cetera, whatever 
those might be, in fact it asks DPH to come up with 
those regulations. If I may, through you, Madam 
President, ask a question to the proponent of the 
amendment? 

THE CHAIR: 

Please proceed, sir. 

SENATOR WELCH: 

Thank you, Madam President. I notice in the 
underlying bill this is no mention of the term 
multicare institution. Here beginning in lines 83, 
which I think, Senator Gerratana you referenced 
earlier, we are actually creating, I think, a new 
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d~finition, mu~ticare institution. Through you, Madam 
President, what what is the purpose of creating 
this definition of multicare institution? 

THE CHAIR: 

Senator Gerratana. 

SENATOR GERRATANA: 

Thank you, Madam President. Madam President, as I 
understand it multicare institution is already 
mentioned in the regulations regarding the facilities 
that we are talking about here. Or, I should say, in 
-- in interpretation of the statutes, as regulations 
certainly are. And it was necessary to do this so 
that we understood what we are talking about here, 
what kind of facilities. 

So in essence it congregates, if you will, and puts 
into one definition, and now we're putting it into 
statute what multicare institution means. And you can 
read that in the definition exactly what we are 
talking about, Madam President . 

THE CHAIR: 

Senator Welch. 

SENATOR WELCH: 

Thank you, Madam President. Thank you, Senator 
Gerratana for that answer. I think with respect to 
multicare institution, I take away two important 
points. The first is as we're talking about 
institutions that offer psychiatric or mental 
behavioral health services, we're not talking about 
institutions that don't offer those services. 

And I think the other important point that I take away 
is that these institutions have to already be licensed 
by DPH, which I think is a very important distinction. 

If I may, Madam President, through you, there was a 
number -- a number of people testified with respect to 
this bill at the public hearing. And I'm wondering if 
Senator Gerratana remembers maybe one or two of the 

003150 
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institutions that are -- have testified in favor of 
this, and might actually take advantage of this. 
Through you, Madam President. 

THE CHAIR: 

Senator Gerratana. 

SENATOR GERRATANA: 

Through you, Madam President. You know, offhand I 
don't recall exactly who testified in favor, but I did 
have conversations, Senator Welch, with a number of 
people who are part of our Behavioral Health Task 
Force and also the Behavioral Health Partnership. 

One person comes to mind from the Rushford facility 
and who would fit the description here who are trying 
to extend these services in locations, and under this 
bill, safe locations, but also, if you will, have the 
facility go to the patient rather than the patient 
have to travel, perhaps, an extensive distance to get 
to the actual facility . 

So the satellites and the other locations subject to 
the licensure are a good alternative. There are many 
individuals in behavioral health that spoke with me 
about, you know, having patients meet the times and 
the places and other parameters that are set upon them 
that sometimes are a deterrent to receiving these 
services. So that's my recollection of conversations. 

I would have to look on my computer to see who did 
testify exactly. But just so you know, I did have 
some conversations with some of these providers. 
Through you, Madam President. 

THE CHAIR: 

Senator Welch. 

SENATOR WELCH: 

Thank you, Madam President. Yes, Rushford, Wheeler 
Clinic, I think is another one, Catholic Charities, as 
well . 
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Essent·ially we have a crisis, not only in this -·state· 
but in many states, dealing with mental health, Madam 
President, and unfortunately a lot of patients with 
mental and behavioral health issues don't have access 
to transportation. 

They might be in communities where there is not 
already one of these institutions. And so I think 
it's a great benefit to-the State of Connecticut if we 
can allow these institutions to operate in communities 
without necessarily having the -- the full hospital, 
as it were, Madam President. So this is a very good 
amendment. 

I thank Senator Gerratana for bringing it forward, 
because I think it makes abundantly clear at least how 
we want to execute on the concept that was put forth 
in the underlying bill, and I would urge its adoption. 
Thank you, Madam President. 

THE CHAIR: 

Thank you. Will you remark? Will you remark? 
Senator Kane. 

SENATOR KANE: 

Thank you, Madam President. I rise for a question to 
the proponent of the bill. 

THE CHAIR: 

Please proceed, sir. 

SENATOR KANE: 

Thank you, Madam President. I'm a bit confused by the 
fiscal note attached to LCO 5254. The -- it says that 
the amendment strikes the language in the underlying 
bill and the associated fiscal impact. However, it 
does say potential. Through you, Madam President. 

THE CHAIR: 

Senator Gerratana . 

SENATOR GERRATANA: 
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Thank you, Madam President: You are correct, I read 
the fiscal note just before I brought out the 
amendment. It does say there may be potential, and 
that fiscal note reflects upon the fact that maybe 
there would be more utilization particularly under 
Medicaid by enacting this approach. 

Now, I would say to you, Senator Kane, that I was 
thinking about that, and I said, the good news is that 
there would be more access perhaps by having these off 
site, if you will, locations of these particular 
facilities. 

But also that regardless, when these services are 
ordered, medically ordered and appropriate, that 
patients still have to receive them, if not now, maybe 
later. But we do know that we can save a lot of money 
also by patients receiving these services in 
behavioral health care up front and a lot quicker, and 
that's the intent of this bill. Through you, Madam 
President . 

THE CHAIR: 

Senator Welch. I'm sorry, Senator Kane. On this one 
I'd rather give it to Senator Kane. 

SENATOR KANE: 

Thank you, Madam President. I -- it's an honor for me 
to be called Senator Welch, let me tell you. 

My follow-up question would be -- I lost my train of 
thought. My follow-up question would be is there any 
way for to us continue to view -- because your point 
was that there may be a fiscal impact because more 
people may take advantage of these -- access to 
services. So is there any way that the agency or 
anyone going to track the -- this as it goes along? 

I'm prepared to support the bill here today, but when 
we talk about the potential, meaning the future impact 
that this is going to take place, are we prepared to 
monitor that or view that or come back and say, yeah, 
it did. A happened or B happened or C happened. Is 
this a way to react to it, I guess in time? Through 
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you, Maclam President . 

THE CHAIR: 

Senator Gerratana. 

SENATOR GERRATANA: 

Thank you, Madam President. Well in general, I guess, 
many of these institutions have to, by law, track and 
report on what we call claims that are made so that we 
know that services are being received. But there's 
another way also, Senator Kane. 

You know, as Co-Chair of the Medical Assistance 
Program Oversight Council, we meet monthly with the 
departments and agencies, such as DMHAS and DSS, and 
in this case, the fiscal note is really talking about 
Medicaid recipients. And so we meet with DSS, and 
they report to us, and we ask questions. In fact, 
this has been of concern both in the Behavioral Health 
Partnership Oversight Council as well as MAPOC and 
asking DSS to give us this kind of information . 

Ever since we had our Bipartisan Task Force last year 
in 2013 after, of course, what happened in our state, 
and the reason for that. We-- many of us in public• 
health and mental health and behavioral health who are 
concerned in that arena, who are concerned very much 
about the access to health care had been formulating, 
and I know through the Behavioral Health Task Force, 
they are coming up with recommendations, and we have 
been concerned about that and asking for more date. 

We know MAPOC tracks through DSS this kind of data, 
and I know the Behavioral Health Partnership, this was 
a topic of discussion, and I know that they also track 
and are concerned with the day data. Thank you, Madam 
President. 

THE CHAIR: 

Senator Kane. 

SENATOR KANE: 

Thank you, Madam President. I thank Senator Gerratana 
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for answering my questions. Especially clarifying the 
fiscal note and the ability to track potential costs 
in the future. Appreciate it. Thank you. 

THE CHAIR: 

Wi~l you remark? Will you remark? If not I will try 
your minds. All of you in favor of Senate "A" please 
say aye. 

SENATORS: 

Aye. 

THE CHAIR: 

God, was that sick. 

SENATORS: 

Aye. 

THE CHAIR: 

All those opposed say Nay. Senate "A" is passed. Oh, 
my god. Will you remark further? Will you remark 
further? Senator Gerratana. 

SENATOR GERRATANA: 

Thank you, Madam President. Madam President, if there 
is no objection I would like to have this item placed 
"on our Consent Calendar. 

THE CHAIR: 

Seeing no objections, so ordered, madam. 

SENATOR GERRATANA: 

Thank you. 

THE CHARI: 

Mr. Clerk, do you have anything on your Calendar? At 
this time we'll stand at ease . 
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Right now since the matter is before us again, Madam 
President, I would move to mark it passed temporarily. 

THE CHAIR: 

So ordered, sir. 

SENATOR LOONEY: 

Thank you, Madam President. Now if the Clerk would 
call those Consent Calendar items so that we might 
move to a vote on the Consent Calendar, and then we 
migne proceed to the 1tems that were marked go. 

THE CHAIR: 

Mr. Clerk. 

THE CLERK: 

On page 2 Calendar 166, Senate Bill 427. 

Page 4 Calendar 300 Senate Bill 417. 

Page 6, Calendar 331, House Bill 5248. 

Page 7, Calendar 340, House bill 5273. 

On page 10, Calendar 416, House Bill 5407. Calendar 
415, House Bill 5518. Calendar 396, Senate Bill 114. 

On page 11, Calendar 419, House Bill 5477. 

Page 12, Calendar 426, House Bill 5023. 

On page 18, Calendar 489, House Bill 5227. Calendar 
470, House Bill 5506. Calendar 490, House Bill 5113. 

On page 19, Calendar 494, House Bill 5573. 

Page 20, Calendar 498, House Bill 5467. Calendar 499, 
House Bill 5419 . 
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And on page- 22 Calendar 51-3,- House Bill 5353 . 
Calendar 515, House Bill 5361. 

And on page 24, Calendar 526, House Bill 5556. 
Calendar 524, House Bill 5219 .· 

Page 25, Calendar 4--- sorry, Calendar 530, House Bill 
5368, page 27, Calendar 546, House Bill 5061. 
Calendar 543, House Bill 5037. 

On page 28, Calendar 550, House Bill 5514. 

Page 29, Calendar 554, House Bill 5148. 

Page 30, Calendar 563, House Bill 5554. 

Page 31, Calendar 567, House Bill 5229. Calendar 565, 
House Bill 5028. 

And on page 42, Calendar 384, Senate Bill 442. 

THE CHAIR: 

Senator Looney, do you have any more good news for us? 

SENATOR LOONEY: 

Yes, thank you, Madam President. One additional item 
to add before we call for the actual vote on the 
Consent Calendar, and that is item an Calendar page 
33, Calendar 575, House Bill 5359. With that one 
addition it would call for a vote on the Consent 
Calendar. 

THE CHAIR: 

Mr. Clerk, please call for a vote on the Consent 
Calendar, and the machine will be open. 

THE CLERK: 

Immediate roll call has been ordered in the Senate. 
Immediate roll call on the second Consent Calendar 
today has been ordered in the Senate. 

THE CHAIR: 
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If all members have voted? All membered voted, the 
machine will be closed. Mr. Clerk, will you please 
call the tally. 

THE CLERK: 

On the second Consent Calendar for today. 

Total number voting 35 
Those voting Yea 35 
Those voting Nay 0 
Absent not voting 1 

THE CHAIR: 

Consent Calendar passes. Senator Looney. 

SENATOR LOONEY: 

Thank you, Madam President. If the Clerk would call 
the first item marked go to follow the Consent 
Calendar . 

THE CHAIR: 

Mr. Clerk. 

THE CLERK: 

On page 33, Calendar 579, Substitute for House Bill 
Number 5348, AN ACT CONCERNING THE PAYMENT OF 
DELINQUENT PROPERTY TAXES. Favorable Report of the 
Committee on Planning and Development. 

THE CHAIR: 

Senator Kelly. 

SENATOR KELLY: 

Thank you. Thank you, Madam President. Pursuant to 
Rule 15 of the Joint Rules, I am recusing myself from 
consideration of this bill. 

THE CHAIR: 

Thank you, sir. Please leave the Chamber. 
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These families, if the proposed bill is passed, 
can have an improved quality of life, not only 
for their family but for the individual and the 
families, mom and dad, sisters and brothers, 
will be able to do what they•re supposed to do, 
give loving care to their child. 

In addition, by putting through this bill there 
will be other additional opportunities for these 
families to be inv9lved in the community. Lots 
of these families currently cannot go out in the 
community. ·They cannot go out to dinner. They 
cannot go to the'niece•s birthday party because 
the support is not there for their child 
affected with autism to participate in these 
activities. 

So again, by putting through this bill it will 
bring back the quality of life for all these 
individuals and families affected by the autism 
disorder. 

SENATOR GERRATANA: Thank you. Thank you for coming 
here today. Were you delayed by traffic? 

AIMEE HARAY: Yes, traffic and parking. 

SENATOR GERRATANA: Okay, that•s quite all right. 
But we•re glad that you gave your testimony. 
Does anyone have any questions? If not, thank 
you very much. 

AIMEE HARAY: Thank you. 

SENATOR GERRATANA: We do appreciate your coming 
before our Committee. 

AIMEE HARAY: Thanks. 

SENATOR GERRATANA: Next we go on to Senate Bill 417 
and Jeff Walter. Good morning. Welcome. I'm 
sorry, afternoon. 

JEFFREY WALTER: Afternoon now. Good afternoon, 
Senator Gerratana, Representative Johnson and 

'. ' 
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members of the Co~mittee. My name is Jeffrey 
Walter and I'm here to urge adoption of Bill 

.417. 

I recently.retired from Rushwood Center after 34 
, years running one of Connecticut's largest and 
most comprehensive behavioral health · 

) orga~izations. 

And now I have the great pleasure and privilege 
of working on integrated care \'?i th our heal'th 
system's accountable cure organiza~ion, Hartford 
HealthCare Accountable Cure Organization. 

Bill 417 is critical to the effort to integrate 
behavioral health in the primary care setting. 
Currently, the situation is that behavioral 
health outpatient clinics~ substance use clinics 
as well as psychiatric clinics for adults are 
licensed for the site specific to their address. 

So if they want to provide a behavioral service 
in a primary care.office or any other setting, 
they have to get fully licensed in that setting, 
even if it's going to be consultation one 
afternoon a week, which is_not realistic, not 
efficient. It's not realistic for clinics to go 
and get licensed for these spots. 

So in this new world of healthcare reform and 
everybody's universal desire to bring these 
silos that we've ha~ in healthcare, behavioral 
health and physical medicine together to work on 
team-based care, we need to remove barriers to 

·doing that, both regulatory and financial 
barriers that exist to make this happen. 

This bill works on a regulatory side by allowing 
licensed clinics to basically extend their 
license so that their practitioners, their 
licensed psychologists and socia~ workers and 
alcoholic and drug counselors can work in the 
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primary care setting as part of the primary care 
team. 

This, I would also ask that the Committee 
consider an amendment, which would add hospital 
clinics to this bill. This bill as it's written 
right now, will only affect community-based, 
non-hospital clinics. We need to add the 
hospital clinics as well so that they could all 
participate in this siting· initiative. 

SENATOR GERRATANA: Good. We do appreciate you 
coming to·testify. There are a number of 
members who have questions for you. Did you 
want to summarize your testimony a.t all? 

JEFFREY WALTER: I think that I, that that basically 
summarizes the bill. There's other folks that 
will be testifying this bill that will have 
things to add, I'm sure. 

SENATOR GERRATANA: Okay. Representative Miller, 
followed by Representative Sayers. 

REP. MILLER: Thank you, Madam Chair, and thank you 
for your testimony and I also want to thank you 
for your long-time chairing the behavioral 
health partnership where I think we've made some 
really good progress for the people of 
Connecticut. 

The question I have for you is, if you could 
give us one or two examples of how this works on 
a practical basis. I know from my own 
experiences that when we try to encourage people 
to get help, it can be intimidating for them and 
sometimes they look at that building down the 
street there where people go to get mental 
health services as a pl~ce that they don't want 
to go and that this would maybe then allow a 
specialist to see them in a place that they're 
comfortable with, like their physician's office 
or something . 
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Can you give ~s one or two concrete examples, 
please. 

JEFFREY WALTER: You really hit the nail on the head, 
and I have a colleague that's speaking this 
morning, this afternoon as well, Steve Lee, 
who '·s a physician's assistant and he h'as a lot.: 
of experience with this kind of model of 
providing care. 

I think that probably members of the Committee 
know, but if you don't, I'll tell you that the 
majority of behavioral health care is provided 
in a primary care setting. What do I mean by 
that? 

More than half of all of the psychiatric 
medic~tions prescribed in the United States a~e 
prescribed by primary care doctors. Most p~ople 
with behavioral health issues are going to be, 
they're going to be seen by a primary care 
doctor. 

More than half of the people who get referred 

• 

out ~o specialists in the community, and I • 
represent organizations that have been 
specialists in the community. -They don't make 
it there, for various reasons. 

So this model of embedding behavioral health 
specialists in the primary care setting is 
tremendously effective and has been proven to be 
effective across the country where i-t's been 
done. 

Where has it been done? Kaiser is a good 
example of where it's been done very well. 
There's other examples as well. 

But you're absolutely right. When you have 
somebody that's working shoulder to shoulder 
with physicians, with other, with medical 
assistants and other mid-level providers, they 
can, it can be more comfortable for people to be 
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able to deal with the behavioral issues that'are 
undercutting their effectiveness of their 
treatment for other diseases. 

REP. MILLER: Thank you, and that's exactly what I 
was looking for and I also wanted to thank you 
for the many years you've worked with Rushwood. 
You've helped thousands upon thousands of our 
people in Connecticut and thank you again. 

JEFFREY WALTER: Thank you. 

SENATOR GERRATANA: Representative Sayers. 

REP. SAYERS: Thank you. Welcome, Jeff. And as a 
person who spent a good deal of time licensing 
many of these psych outpatient clinics, what, 
how would this be different from what we now 
call satellite programs, for instance? 

If a psych outpatient clinic might have a 
satellite program, I've gone into church 
basements where there's just one room that is 
leased to the psych outpatient clinic and they 
may only provide services there, say one 
afternoon a week, but it's called the satellite 
program. 

How would this differ? 

JEFFREY WALTER: Thank you, Representative Sayers. 
That's a very good-question. The model that 
we're working off of is, there's already 
precedent in statute for this model, and that is 
through the licensing of outpatient clinics for 
children by the Department of Children and 
Families. They have what's, they have a 
category within their licensure called off-site 
services·. They also have a category for 
satellite. 

The difference between a satellite and off-site, 
is that actually satellites, and I should also 
say on the adult side as you know, the 
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Department of Public Health does not really have 
a provision for licensing satellites. 

If you have what a clinic might consider that 
they have a satellite, but it's really fully 
licensed as a full clinic, so that's the 
problem. It's very onerous to license a ·sit~ 
where you're going to be a couple of afternoons 
a week, whether it's a church or a school-based 
health clinic or a primary care center. 

-Off site is a different concept and what it 
really does is, it becomes an extension of their 
license. So for instance, I've been talking 
with a private practice group, a multi-specialty 
private practice group in a suburb of Hartford 
that has many patients overlapping with a 
primary care site in our health system and it's 
right down the road. 

They're interested in sending their clinicians 
right to the primary care site. Well, we don't 
wan~ to, right now they have to get a full 
license to do that. Easier if they consider it 
a satellite. This would allow them to just 
basically have their clinicians that are working 
in their licensed site work in this off site, so 
it'~ an off-site ki~d of a concept. 

REP. SAYERS: And in listening to what you're saying, 
I think that the current regulations might be 
able to.be tweaked, and you're correct, because 
I can remember going to visit an off-site 
satellite program where .one person was the only 
person that ever occupied that o~~ice, but the 
requirement was that they do quarterly fire 
drills. So that person had to ring a beli and 
do a fire drill all by themselves, which when 
you think of that context was rather foolish, 
and had that documentation there. 

And a lot .of times they would have a mechanism 
for keeping their clinical records and 
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frequently because the satellite program would 
be somewhere like a church basement, where there 
wasn•t always a good place to store within the 
confidentiality concerns, the medical records. 
They frequently carried them back and forth to 
that site and I know as someone who had a 
license, I had to go somewhere else to review 
records. 

But I think that what you present, there should 
be a way that you at least tweak the regulations 
or at least add additional regulations that 
would address that situation that you•re talking 
about, so thank you. 

JEFFREY WALTER: If I could, I know there wasn•t a 
question there, but if I could have a moment to 
address license in part because we have had 
discussions with the Department of Public 
Health, which is my understanding through those 
meetings that they are in the process of 
tweaking, as you say, of really, of overhauling 
these licensing requirements regulations that 
are 20 years old to adopt to the common world . 

This law, this bill if it•s enacted, will allow 
this collaboration that we•re looking to form 
and happen more quickly, because the regulation 
review process is a little bit longer. 

But ultimately, I believe that DPH will have 
regulations that will support this concept of 
collaborative care. It makes a whole lot of 
sense. Thank you. 

REP. SAYERS: Right. And currently, many facilities 
that are primarily licensed as substance abuse 
facilities such as Rushford, also offer 
psychiatric services. 

JEFFREY WALTER: Uh-huh. 

REP. SAYERS: But in the context of this actual 
psychiatric services most of those facilities 

003748 



003749 
82 
pat/gbr PUBLIC HEALTH COMMITTEE 

March 19, 2014 
10:30 A.M. 
. 

offer, it's only to treat someone who has a 
substance abuse problem that also might have a 
psychiatric problem as well, rather than someone 
who is primarily and only has psychiatric needs, 
so I think'there's really a need to really look 
at a lot of those regulations and probably 
update them to today's practices. 

JEFFREY WALTER: Right. 

REP. SAYERS: So thank you. 

JEFFREY WALTER: Exactly. 

SENATOR GERRATANA: Thank you. Actually, Jeff, I 
wanted to just ask you very quickly. What is 
the license? Is the license for like an 
outpatient clinic or? 

JEFFREY WALTER: There are, Bill 417 relates to two 
licensures, two licenses. One is a license --for 
adult psychiatric, adult outpatient clinics, 
adult psychiatric outpatient clinics. 

SENATOR GERRATANA: Okay. 

JEFFREY WALTER: And the second is a .license for 
facilities for the treatment of substance 
abusing individuals. 

SENATOR GERRATANA: Yes, I read the bill so I'm 
familiar with what we're talking about. I was 
just asking you off the top of my head how the 
department licenses these kind~ of facil~ties, 
try to think of poor old licenses, these kinds 
of facilities. And so this would mean that 
within a health system, I mean, what I'm trying 
to understand is, who holds the license in these 
cases and also, I'll get it in now, I was going 
to ask you if you have any recommendations 
please submit them in writing --

JEFFREY WALTER: Okay. 
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SENATOR GERRATANA: -- and hopefully within the next 
24 hours. That would be helpful. But go ahead. 

JEFFREY WALTER: Sure. Well, I think you•re asking a 
complicated question about when a behavioral 
health specialist is operating say in the 
primary care office, whose license are they 
operating under. Is that? 

SENATOR GERRATANA: -No. No. 

JEFFREY WALTER: No? 

SENATOR GERRATANA: We•re trying to allow. I 1 m 
saying who would be the primary license holder, 
I guess in a == 

JEFFREY WALTER: This bill --

SENATOR GERRATANA: -- of course a physician•s office 
it•s the physician who owns the license. 

JEFFREY WALTER: Uh-huh. 

SENATOR GERRATANA: If you will. In a different 
clinical setting there•s an entity for instance, 
you know, school-based health centers are 
licensed as clinics. 

So I•m trying to understand, I guess, who would 
own the license and how then would the services 
be offered off site. Under whose license or 
what license would that be? 

JEFFREY WALTER: Right. The service delivery 
landscape is getting more and more complicated. 

SENATOR GERRATANA: Yes, it is. 

JEFFREY WALTER: So to stick with this bill, this 
bill covers the scenario in which a licensed 
outpatient clinic, substance abuse or 
psychiatric or both, are operating within their 
license of sending a specialist into a primary 
care setting . 
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So while they're,providing s~rvices to the 
pat;ients of the,prima·ry care office, they're, 
doing it under their clinic license. That's 
this bill. 

There are other ways that these services c9uld 
be provided under differen~ licenses, but we're 
talking about, you know,· this scenario. 

SENATOR GERRATANA: Okay, so it's under the clinic's 
license. 

JEFFREY WALTER: Right.' 

SENATOR GERRATANA: Okay. That's really all I wanted 
to know. Thank you. 

JEFFREY WALTER: And there are clinics that are reagy 
today, that are talking with primary care 

/ offices right now that.would love to go in and· 
provide these services today 

SENATOR GERRATANA: Right. 

JEFFREY WALTER: if their license allowed it. 

SENATOR GERRATANA: Sure. That makes total sense ~o 
me. okay, thank you. Representative Sayers. 

REP. ·SAYERS: May I add one more comment to that. A 
:physician's license per se is not, a physician's 
office, per se is not lic~nsed. So were they-to 
offer for instance, we have doctors that ban 
together and that have a practice, like I go to 
East Granby Family Medicine and there are a · 
number of physicians in there. 

If they were to provide psychiatric services on 
that site in today's, with today's regulat~qns, 
they wou~d have to have·one room designated 
where that would be offered and that room would 
have to have a license from the Department of 
Public Health as a psych outpatient clinic or.a 
substance, whichev~r license it obtained. 
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JEFFREY WALTER: Uh-huh. Yes. Thank you. Thank you 
very much. 

SENATOR GERRATANA: Thank you very much, Jeff. Next 
is Brunilda Ferraj. There we go. 

BRUNILDA FERRAJ: Hi. 

SENATOR GERRATANA: Hi . 

BRUNILDA FERRAJ: Good afternoon, Senator Gerratana -

SENATOR GERRATANA: Good afternoon. 

BRUNILDA FERRAJ: -- and distinguished members of the 
Public Health Committee. My name is Brunilda 
Ferraj. I'm a public policy specialist at the 
Connecticut Community Providers Association and 
I'm here to provide testimony actually in place 
of Morna Murray who submitted written testimony. 

SENATOR GERRATANA: Oh, okay . 

BRUNILDA FERRAJ: CCPA represents community-based 
organizations that provide health and human 
services for children, adults and families in 
multiple areas including mental health and 
substance abuse disorders and-developmental 
disabilities. Our members serve more than 
500,000 people each year. 

I am here today to speak in support of.Senate 
Bill 417 AN ACT CONCERNING THE PROVISION OF 
PSYCHIATRIC AND SUBSTANCE·ABUSE TREATMENT 
SERVCICES S.B. 417 would allow community-based 
behavioral health organizations to provide 
psychiatric and substance abuse treatment 
services in primary and other healthcare 
settings. 

Current DPH licensure regulations, as you've 
already heard from Jeff, restrict clinic 
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practice to physical locations specifically 
approved by the department. There is no 
provision short of full licensing of any site 
for the development of clinical resources from a 
licensed clinic to an off-site location. 

This bill promotes comprehensive, integrated 
healthcare. It would allow providers to break 
down barriers between behavioral health and 
primary care services by providing them with the 
opportunity to facilitate the coordination of 
care and delivery of services in the most 
appropriate setting for the patient, resulting 
in better outcomes. 

S.B. 417 not only breaks down silos between 
behavioral health and primary care, but it also 
supports the whole person centered approach to 
wellness and health. 

Today, individuals are increasingly being 
diagnosed with co-occurring physical and 
behavioral health conditions . .S. B. 417 aligns 
this reality with practice. 

Furthermore, this collaborative model in which 
behavioral health services are provided ·in 
primary care settings has shown to reap 
measurable benef~ts and long-term· cost savings 
by reducing avoidable hospitalization. 

These principles are in line with current health 
initiatives being undertaken by the state, such 
as behavioral health homes, the SIM model and 
health neighborhoods. Thank you for your time. 

REP. MILLER: Thank you. Did you submit your 
testimony to us? 

BRUNI LOA FERRAJ: Yes. It was unde·r Morna Murray'· 
President and CEO of CCPA and she could not be 
here today. 
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REP. MILLER: Okay, thank you. Are there questions 
from the Committee? No. Thank you for 
testifying. Next we'll hear from Enrique 
Yuncadilla, followed by Alyssa Go~uti. Welcome. 
Could you turn on your microphone, sir. There 
should be a button right in front of you. There 
we go. Thank you. 

ENRIQUE YUNCADILLA: Okay. Thank you for the 
opportunity to be here today and I want to 
speak. My name is Enrique Yuncadilla. I am the 
Director of CommuniCare, which is a community 
mental health agency in the greater New Haven 
area. 

As an operator of the South·Central Crisis 
Service, a Latino behavioral health program and 
we also are pioneers with 11 other agencies 
around the country in a health integration 
program five years ago funded by a SAMHSA grant. 

So I'm here today and my notes basically address 
the benefits of integration in terms of the 
benefits to the consumers and higher quality of 
care and outcomes and I would like to use my 
limited time to bring to your attention a couple 
of aspects that have not been mentioned by my 
colleagues. 

One of them is the fact that integration does 
have a capability to create jobs, and I think 
that when you deliberate and you think about the 
advantages and disadvantages of your options, 
keep in mind that this is a dynamic engine of 
our economy and that you should do as much as 
you can to facilitate that growth opportunity. 

In addition, I want to mention that the 
additional licensing requirement is an 
administrative and financial burden on 
organizations. If that's true, the future 
integration, which is going to happen anyway 
because it is mandated by ACA, the Accountable 
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Care Act and it's basically virtually speaking 
an unfunded mandate because the care 
coordination and other collateral services.are 
not really billable. 

That cost will only be affordable to very ~arge 
integrated systems, and so a decision you make 
in terms of the licensing requirement, makes 
also a decision as to whether only the big 
players are going to participate in this·market 
or you will open participation to small, 
independent community-based agencies. 

And given that the demand for mental health 
services is going to grow, you should keep in 
mind that to maintain access to care, you should 
try to maximize t~e opportunity for the public 
to have as many providers as possible. 

In addition, as Jeff pointed out earlier, the 
integration has proven effective by systems like 
Kaiser or Vivier for decades, so we know this 
works. 

The only problem has been that the externalities 
in which the cost is incurred by one party but 
the benefits accrue to another, has prevented 
this from becoming universally adopted. 

Now the health reform is giving us that chance, 
and I think you should do as much as possible to 
minimize ~he barriers of entry to other · 
providers so that they can contribute to this 
important progress in the quality of our 
healthcare. Thank you. 

REP. MILLER: Thank you for your testimony. Are 
there questions from the Committee? Thank you, 
sir. 

ENRIQUE YUNC~ILLA: Thank you. 

REP. MILLER: And next up is Alyssa Goduti followed 
by Stephen Lee. Welcome. 
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ALYSSA GODUTI: Good afternoon. I'm Alyssa Goduti . 
I'm the Vice-President for Business Development 
and Communications at CHR Community Health 
Resources. CHR is one of the most comprehensive 
behavioral healthcare providers in Connecticut 
offering a wide range of services including 
mental health and addiction treatment services 
for children, adults and families, substance 
abuse services, child welfare and supportive 
housing. 

We serve 16,000 individuals a year. We've seen 
dramatic growth in the need for our services on 
about 40 percent in the last year alone. We 
have 32 locations, provide services throughout 
half the state and have more than 650 
exceptional staff. 

I'm here 
support. 
helps to 
barriers 
know and 

today to support S.B. 417 and urge your 
As you've heard earlier, this bill 

address some of the administrative 
that prevent integrated care. We all 
believe that the best healthcare is 

healthcare that addresses a per~on•s total 
needs. · 

I want to provide an example that really 
highlights what Representative Miller had asked 
Jeff earlier. John visits his primary care 
doctor. He has his annual physical and he talks 
to his primary care doctor about a number of 
physical needs, but he also mentions that he's 
struggling with sleep deprivation and he can't 
fall asleep and he's having a lot of days where 
he's feeling sad, lonely. He's recently 
experienced the loss of a loved one. 

John's doctor talks with John, assesses that he 
might be struggling with depression and maybe 
could use the help of an out-patient therapy. 
With this bill, instead of sending John along 
the way down the street with the referral slip, 
he's able to walk John down the hall, introduce 
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him to Maria, who's ~HR·~ lic~ns~d social 
worker. Maria can sit with John, develop a 
rapport, talk with him and Q~sically start him 
on that path toward help recovery wellness right 
then and there. 

As it is now, John may,have walked out the door. 
He may.not get treatment. He may never decide 
he wants to make that tr'ip into the behavioral 
health clinic. There is also the stigma issues, 
which have certainly improved, but there are 
some barriers .to John recei_ving care, but that 

-integration really allows for treatment to 
happen in a much more fluid process that really 
addresses his whole wellness. 

So I urge you to please consider this and try to 
address some of the barriers that ~eally prevent 
us from providing quick, immediate, thorough 
treatment to .. people that need behavioral 
healthcare. 

REP. MILLER: Thank you for yo~r testimony and also 
for your work with Community Health Resources. 
Are there questions from the Committee? Thank 
you for your testimony. Next up is Stephen Lee 
and Steven will be followed by Holly Martin. 
Welcome. I think your mike's on. If you could 
state your name and we'll take your testimony. 

STEPHEN LEE: Thank you. 

REP. MILLER: Thank you. 

STEPHEN LEE: First off, I apologize. I didn't get a 
<Yt~'1 chance to upload on my testimony on line, but I 
cl£2~-~ will do that as soon as I'm able to. 

My name is Stephen Lee. I'm a board certified 
physician assistant practicing both psychiatry 
and addiction medicine for Rushwood Behavioral 
Health System. 
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I•m also an assistant professor at Bay Path 
College teaching clinical medicine as well as I 
am also a full-time doctoral student studying 
behavioral health. Therefore, this bill is 
directly linked to my profession and my 
training. 

After review of this provision, I believe this 
bill is an important step to help pave the way 
for integrated behavioral healthcare. 

Why is behavioral health care important? Well, 
about 60 to 70 percent of medical patients 
presenting·to their PCP complain of physical 
symptoms with no objective findings by means of 
objective testing such as lab work, consults and 
imaging. It is noted that 60, 80 percent of 
these patients who suffer from anxiety and 
depression present with some kind of physical 
symptom. 

Why? Patients are translating their effective 
symptoms into somatic ones. 

Increasing the ability of rapid and effective 
psychotherapy reduces medical costs at at least 

I 

40 percent. Why? Somatizers increase medical 
cost at an estimated 6 to 14 times. 

Often treated for physical symptoms that involve 
multiple testing and consultations, physicians 
and other providers overlook behavioral problems 
at the root of physical symptoms. 

Furthermore, 70 percent of patients referred for 
psychotherapy refuse. Studies demonstrate that 
81 percent of somatizing patients will accept 
these services if in a primary care setting. 
This reduces cost and improves patient well 
being by increasing the patient•s adherence 
treatment plans. 

The behavioral health provider, which is the 
ideal picture where, our direction that we•re 
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going to, would also work with patients and 
modify their.unhealthy lif~style; which is at 
th~ root of ~any diseases that we are- curre~tly 

facing today, .including obesity. 

Some of the other things that we also will work 
with is patients who are suffering from 
diabetes, chroni€ pain, obesity, hypertension 
and me'dication,compliance. 

so·how can integrated care benefit patients, 
physicians and medical community? Patie~ts will 
have a continuity of care with behavioral.health. 
provider that is familiar with their medical and 
behavioral problems. And I'll keep this brief, 
so I'll summarize. 

Research demonstrates that utilizing behavioral 
health providers in a primary care center 
improves adherence to medical health and mental 
health treatment plans, improves patient 
outcomes with chronic disease and ~educes the 
use of medical resources. 

Therefore, I beli~ve by passing a bill that 
would allow primary care and behavioral health 
entities to combine their resources would 
generate improved care for the people of 
Connecticut. Thank you. 

REP. MILLER: Thank you for your testimony. Are 
there questions from the Committee? Thank you 
very much. 

STEPHEN LEE: Thank you. 

REP. MILLER: Next up is Stephen Lee. Oh, I'm sorry, 
that was Stephen. 

STEPHEN LEE: Yeah. 

REP. MILLER: Next up is Holly Martin· followed•by•Ken 
Ferrucci. Is Holly here? I think the mike is 
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The previous experiments with integration show that co-location and other forms of delivery of mental 
health services in a medical setting are effective in increasing the quality of care and outcomes. 
Integration enhances the patient experience by improving communication between providers, and it 
minimizes gaps in the coordination and continuity of care. 

There are virtually no negative effects or pitfalls from these arrangements. They have been thoroughly 
tested in pediatric practices for many years. Consumers appreciate the convenience and receive their 
healthcare in a holistic manner, in which they are considered as a whole person, a cornerstone of the 
patient centered medical home model. 

Requirements for licensing of facilities make sense in an institutional setting, for organizations that rely 
on scale and volume of services, and where the health conditions of consumers are addressed in one 
dimensional isolation. The integration of care is more about people and systems than it is related to 
infrastructure defined by real estate and facilities. 

The mandates of the ACA are driving the changes in the health care services are delivered. We must 
facilitate the evolution and not hinder it if we are going to reap the rewards from this progress. 

Enrique Juncadella 
CommuniCare, Inc. 
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My Name is Stephen Lee and I am a physician assistant practicing in both psychiatry and 

addiction medicine. I am also an assistant professor at Bay Path College teaching clinical 

medicine as well as a full-time doctoral student studying behavioral health. Therefore, this 

Bill directly linked to my profession and my training. After review of this provision, I believe 

this Bill is an important step to help pave the way for integrated behavioral health care. 

Why is Behavioral Health Integration important? 

1. 60 - 70% of medical patients presenting to their PCP complain of physical symptoms 

with no objective findings noted by means of objective testing such as labwork, 

consults, or imaging (Cummings & Follette, 1968). It is noted that 60-80% of patients 

who suffer from anxiety or depression present with some kind of physical symptom 

(Boles, Pelletier, & Lynch, 2004). Why? Patients translating affective symptoms into 

somatic ones. 

2. Increasing availability of rapid and effective psychotherapy reduces medical costs by at 

least 40% (Cummings & Follette, 1968; Jones & Vischi, 1979; Friedman, Sobel, Myers, 

Caudill, & Benson, 1995; Blount et al., 2007). Confirmed by NIMH research. Why? 

Somatizers increase medical cost an estimated 6- 14 times! 

3. Often treated for physical symptoms that involve multiple testing and consultations. 

Physicians and other providers often overlook behavioral problems at the root of 

physical symptoms (McGlynn et al., 2003). Furthermore, 90% of those patients referred 

out for psychotherapy refuse. Studies have demonstrated that 81% of somatizing 

patients will accept these services if in the primary care office (Cummings & Cummings, 

2012). 

4. Reduces cost and improves patient wellbeing by increasing the patient's adherence to 

treatment plans. 

5. BHP works with patients to modify their unhealthy lifestyle. Proven to be helpful in: 

a. OM 

b. Chronic pain 

c. Obesity 

d. Hypertension 

e. Medication compliance 

How can Integrated care benefit patients, physicians, and medicine? 

1. Patients: 

a. Have continuity of care with Behavioral Health Provider in their Primary Care 

Office that is familiar with their medical and behavioral problems. 

b. Can return for treatment at any time (throughout one's lifecycle) which has 

shown to increase patient satisfaction and improve access. 

1 

------·-···--------- --------
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2. Physicians: 

a. PCP Stress Reduction. BHP absorbs problematic patients who monopolize PCP 

clinical time (borderlines, somatizers, and anxious patients). 

b. BHP assists PCP with plan development and makes oneself available for "hallway 

handoffs". 

c. BHP values a physician-guided-team approach philosophy. 

d. Aids the PCP in screening patients for behavioral and social problems. 

3. Medical Community: 

a. Follows emerging PCMH and ACO model 

b. Improves communication between behavioral and primary providers 

c. Utilizes Evidence-Based Psychotherapeutic 'Interventions to improve somatic 

symptoms which result in lower amount of unneeded consults to over~urdened 

specialists 
. 

BHP Interventions that assist in the management of disease and mental health 

1. 

2. 
3. 
4. 
5. 

6. 

Conduct group disease programs for those with diabetes, asthma, hypertension, 

fibromyalgia, and other chronic conditions . 

Conduct psychotherapy groups for those with anxiety, mood, and personality disorders. 

Conduct addiction groups whicti include tobacco, alcohol, and food. 

Generates revenue by attending to multiple patients in a small timeframe. 

Allows ability for patients to find social support with those with similar problems and 

disease processes. 

Groups are interactive and educational. Will include social support and homework 

which is assigned at each session. Stress management and coping skills are reviewed as 

well as self-monitoring tools to improve the patients wellbeing (Cummings, & 

Cummings, 2012). 

I am enrolled in Doctor of Behavioral Health Program which teaches BIODYNE psychotherapy: 

1. Amalgam of over 40 years of evidence-based research 

2. Brief intervention (2Q-30 minutes) 

3. Patient-centered therapy 

4. Utilizes patient feedback to improve outcome, decrease drop-outs, and improve 

effectiveness. 

5. No termination but interruption of care which reduces patient anxiety and decreases 

the total amount of sessions. Model utilizes effective methods taken from cognitive, 

behavioral, psychodynamic, strategic, and Gestalt perspectives (Cummings & Cummings, 

2012) . 

2 
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Research demonstrates that utilizing behavioral health providers in primary care 
centers improves adherence to mental health treatment plans, improves patient 
outcomes with chronic disease, and reduces th~ use of medical resources. Therefore, I 
believe by passing a ~ill that would allow primary care and behavioral health entities 

to combine their resources would generate improved care for the people of 

Connecticut. THANK YOU. 

Blount, A., Schoenbaum, M., Kathol. R. Rollman, B. L., Thomas, M., O'Donohue, W., & Peek, 

C. J. (2007). The economics of behavioral health services in medica] settings: A summary 

of the evidence. Professional Psychology Research and Practice, 38, 290-297. 

Boles, M., Pelletier, B .• & Lynch, W. (2004). The relationship between health risks and work 

productivity. Journal of Occupational and EnVIronmental Medicine, 46, 737-745. 

Cummings, N. A. (2002). Medical cost offset as a roadmap to behavioral entrepreneurship: 

lessons from the Hawaii project. In The impact of medical cost offset on practice and 

research makmg it work for you (pp. 27-45). Reno, NV: Context Press . 

Cummings, N. A., & Cummings, J. L. (2012). Refocused psychotherapy as thejirstline 

intervention in behavioral health. New York. NY: Routledge. 

Cummings, N A., & Follette. W. T. (1968). Psychiatric services and medical utilization in a 

prepaid health plan setting. Med1cal Care, 5, 31-41 

Fnedman, R., Sobel, D .• Myers, P .• Caud11l, M , & Benson. H. (1995). Behavioral medicine, 

clinical health psychology. and cost offset. Health Psychology, /4. 509-518. 

Jones, K. R., & Vischi, T. R. (1979). Impact of alcohol, drug abuse and mental health treatment 

on medical care utihzatlon: A review of the research literature. Medical Ca1·e, 17, 1-82. 

McGlynn, E. A., ~sch, S. M., & Adams, T. (2003). The quality ofheaJth care delivered to adults 

in the United States. New England Journal of Medicine, 348, 2635-2645. 

O'Donnell. R. R .• Cummings. N. A., & Cummings, J. L. (2009). Balancing vaJue and cost. 
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(2006). Integrated behavioral health ca1·e Amherst, NY: Humanity Books. 

Signed: Stephen E. Lee, M.S, PA-C 

stlee@baypath.edu 

413-565-1231 
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Mental Health 

Ass~~ 

Testimony of Luis B. Perez President/CEO of MHAC 
In Support of SB-41.7: An Act Concerning The Provision Of Psychiatric And 

Substance Use Treatment Services 
PHC.Testimony@cga.ct.gov 

For questions please contact: lperez@mhact.org or (860) 529-1970 Ext. 117 

Good Morning Senator Gerratana, and Representative Johnson and members of the 

Public Health Committee. My name is Luis B. Perez LCSW. I am the President and CEO 

of the Mental Health Association of Connecticut, Inc. an organization dedicated to working 

and advocating for everyone's mental health for over 106 years. I would like to thank you 

for the opportunity to speak in support ofS.B. -417: An Act Concerning The Provision Of 

Psychiatric And Substance Use Treatment Services. 

1. SB-417 promotes the integration of behavioral health and primary care by allowing 

community based behavioral health providers to provide psychiatric and substance use 

disorder treatment services in primary and other health care settings. 

l. Current DPH licensure regulations restrict clinic practice to physical locations 

specifically approved by the department. There is no· provision- short offulllicensing ora 

new site- for the deployment of clinical resources from a licensed clinic to an "off-site" 

location . 
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3. Integration through co-location provides improved care for individuals with co-

occurring physical and behavioral health conditions, resulting in better outcomes. 

Psychotropic medications for conditions such as depression, anxiety, and post traumatic 

stress disorder (PTSD) are more commonly prescribed by primary care physicians than 

psychiatrists. We must support primary care physicians by providing them access to 

behavioral health specialists that can safely and effectively treat patients and to make 

appropriate referrals 

4. Integration breaks down silos and promotes a whole-person approach to wellness 

and health. The coiJaborative model, in which behavioral health services are pro~ided in 

the primary care setting, has been shown to reap measurable benefits in both patient 

outcomes and long-term cost savings, by reducing avoidable hospitalization. These 

principles are in line with the ACA and current heath initiatives being undertaken by the 

state, including behavioral health homes, the state innovation model, and health 

neighborhoods demonstration project. 

Thank you • 

'· i 
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To: Members of the Public Health Committee 

From: Enrique Juncadella, CommuniCare, Inc. 

Re: Public Health Committee Public Hearing on SB-417: An Act Concerning The Provision Of 
Psychiatric And Substance Use Treatment Services 

Date: March 19, 2014 

The previous experiments with integration show that co-location and other forms of delivery of mental 
health services in a medical setting are effective In increasing the quality of care and outcomes. 
Integration enhances the patient experience by Improving communication between providers, and it 
minimizes gaps in the coordination and continuity of care. 

There are virtually no negative effects or pitfalls from these arrangements. They have been thoroughly 
tested in pediatric practices for many years. Consumers appreciate the convenience and receive their 
healthcare in a holistic manner, in which they are considered as a whole person, a cornerstone of the 
patient centered medical home model. 

Requirements for licensing of facilities make sense In an institutional setting, for organizations that rely 
on scale and volume of services, and where the health conditions of consumers are addressed in one 
dimensional isolation. The integration of care is more about people and systems than it is related to 
infrastructure defined by real estate and facilities. 

The mandates of the ACA are driving the changes in the health care services are delivered. We must 
facilitate the evolution and not hinder It if we are going to reap the rewards from this progress. 

Enrique Juncadella 
CommuniCare, Inc . 
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Good afternoon, Senator Gerratana, Representabve johnson, Senator Welch, 
Representative Srinivasan and members of the Public Health Committee. For the 
record, I am Vicki Veltri, State Healthcare Advocate with the Office Healthcare 
Advocate ("OHA"). OHA is an independent state agency with a three-fold mission: 
assuring managed care consumers have access to medically necessary healthcare; 
educating consumers about their rights and responsibilities under health insurance 
plans; and, informing you of problems consumers are facing in accessing care and 
proposing solutions to those problems. 

Thank you for the opportunity to comment on SB 417, AAC The Provision of 
Psychiatric and Substance Use Treatment Services. Reasonable and timely access to 
appropriate behavioral health and substance use services remains an ongoing issue for 
Connecticut residents in need, and SB 417 represents an important and practical 
measure to begin to mitigate this deficit. 

By enhancing provider's ability to treat to areas beyond the facility or clinic, we can 
significantly increase the likelihood that behavioral health providers will offer their 
services in settings and areas of the state where they can be most easily accessed and 
where there is a need Many individuals are reluctant to receive services in behavioral 
health settings due to stigma or other barriers, but will take advantage of such services 
in general medical settings. 

In addition, many of the most needy in our state lack adequate resources or capability 
to travel long distances to receive care, a situation that, given the state of our behavioral 
health network, is often necessary in order to receive treatment. SB 417 reduces the 
impact of these barriers by allowing providers to go duectly into a variety of settings 
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and communities with the greatest need. This comports with the philosophy that 
Connecticut has adopted towards reforming our behavioral health !t)'Stems of care and 
it facilitates the integration of behavioral health and primary care, which is a central 
element of the reforms proposed in Connecticut's Health Care Innovation Plan 
developed under the State Innovation Model Initiative. 

I thank you for providing me the opportunity to deliver OHA's testimony today. If you 
have any questions concerning my testimony, please feel free to contact me at 
\ 11'1111"1,1 \l'llli"CI 11 \1\. - -- -- --. --·- __ , ... __ 

----------------- - ----- -



• 

• 

• 

~Wheeler 
To Public Health Committee 

From Susan Walkama, LCSW 
President and Chief Executive Officer 
Wheeler Clinic, Inc. 

WHEELER CLINIC 
Fostenng pos1tive change 

Re Testimony on Raised Bill417 An Act Concerning the 
Provision of Mental Health and Substance Abuse Services 

004187 

My name IS Susan Walkama I am the Pres1dent and Ch1ef Execut1ve Officer of Wheeler Cllmc, Inc Wheeler 
Cllmc IS a large pramary care, behavioral health, spec1al education and prevention serv1ces prov1der serv1ng over 
30,000 1nd1v1duals each year We are committed to reduc1ng health d1spant1es and have recently opened two 
health and wellness centers that prov1de Integrated pnmary and behavioral healthcare to adults and families that 
have h1storacally been seraously underserved 1n the trad1t1onal healthcare system 

I am here today to support Ra1sed 8111 417. An Act Concermng the Prov1s1on of Mental Health and Substance 
Abuse Serv1ces Th1s bill would facilitate pramary care and behavioral health 1ntegrat1on, and 1mprove access and 
outcomes for adult healthcare consumers Th1s bill would change DPH regulation and allow adult providers like 
Wheeler who are licensed by the Department of Public Health to extend the1r ex1st1ng mental health and 
substance abuse licenses to "off s1te" locat1ons such as primary care phys1c1ans' off1ces to prov1de co-located and 
Integrated behavioral healthcare services The current DPH adult llcens1ng regulation requ1res each locat1on be 
licensed and rev1ewed under a separate DPH process Prov1ders must go through redundant and duplicative 
llcens1ng rev1ews and processes A new license may take many months to fully process for approval This 
makes 1t practically impossible for free standing cllmcs to co-locate adult behavioral health serv1ces w1th1n adult 
pnmary care sett1ngs 

Under our outpatient cllmc licenses for children, wh1ch are regulated by DCF, we are permitted to establish our 
serv1ces 1n the offices of ped1atrac1ans and offer behav1oral health screemng, consultation and treatment to 
children and the1r families Wheeler has co-located behav1oral health cllmc1ans 1n the off1ces of Bnstol Ped1atnc 
Associates for a number of years In a study of the proJect 1n 2007, and subsequent publication in the • Journal of 
American Psychological Assoc1at1on" 1n 201,2, Wheeler has demonstrated that th1s type of co-locat1on model 
lmprQves access to serv1ces, generates pos1t1ve cllmcal outcomes, and advances pract1ce and systems changes 
an the pnmary care setting 1 2 

There IS a need for new approaches to reach the s1gmf1cant number of adults w1th unmet behavioral health needs 
Best pract1ce 1n healthcare 1ntegrat1on IS to co-locate and 1ntegrate behavioral healthcare w1th1n the pnmary care 
sett1ng The promot1on of collaborative care IS cons1stent w1th Connecticut's focus on healthcare reform, the 
proposed State Innovation Model and should not be delayed by outdated regulation that 1s slow to change 

1 
SuthiTe.M (2007) A program evaluation of the ped1atm: behal'lorul health pro;ect A co-/ocat1on model nfmtegrated behavwral 

healthcare (Unpublished doctoral d1ssenauon) Umversuy of I Ianford. I Ianford, CT 

2 
Ward-Zimmerman, Band Cannata. C (2012) Pannermg wnh ped1atnc pnmary care lessons learned through collaborahve colocauon 

f'rcifemonal Psychology Research and Practice l'of -13 No 6 596-605 Amer~cun Psychnlnglcalllssocla/lon DOl 10 1037/a0028967 

• .. I '• • !j 0 J I I .. .. , • l r I 
I ""'" .\ "'I ~ ... 1.:'1 I .......... ' 
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REAL LIFE. REAL HOPE. 

March 19,2014 

PUBLIC HEALTH COMMITTEE PUBLIC HEARING 
cSB 417- AAC THE PROVISION OF PSYCHIATRIC AND SUBSTANCE USE 

TREATEMENT SERVICES 

Good afternoon. I am Alyssa Goduti, the Vice President for Business Development and 
Communications at CHR {Community Health Resources.) CHR is the most comprehensive 
behavioral health provider in Connecticut, offering a wide range of services including mental 
health and addiction treatment services for children, adults and families, substance use services, 
child welfare and supportive housing. CHR provides services through contracts with DMHAS, 
DCF, DSS, DPH and CSSD. We serve 16,000 individuals every year through our 80 programs, 
32 locations and more than 650 exceptional staff. We have outpatient clinic sites in Manchester, 
Enfield, Willimantic, Danielson, Putnam, Mansfield, Bloomfield and Hartford. We believe that 
real life brings with it real challenges. We strive to help people find real hope. 

I am urging you today to support SB 417, An Act Concerning the Provision of Psychiatric and 
Substance Use Treatment Services. We all know that the best healthcare addresses a person's 
total needs, focusing on their overall well ness and not just a piece of their health. This bill helps 
to address some of the administrative barriers that currently prevent more integrated care models 
from developing, by allowing behavioral health clinical staff to provide care in a primary care 
location that is "of!!ite" of the officially licensed facility. This bill allows the behavioral health 
provider to provide essential services at the primary care doctor's office or another appropriate 
location that is not at the physical address of the DPH licensed facility. 

Let me provide an example of how integration of behavioral health and primary health could 
work and why this legislation is so important. John visits his primary care doctor for his annual 
physical. cDuring that appointment the doctor learns that John is not sleeping well and feeling 
sad often. John explains that he has experienced the recent loss of a loved one. His doctor talks 
with John about his experiences and recognizes that John would benefit from outpatient therapy 
to address his grief and treat what could be depression. Instead of handing John a referral slip 
and sending him away, he walks with John down the hall to a connected office where Maria, a 
CHR Licensed Clinical Social Worker is located to coordinate and provide care. John is able to 
sit with Maria and immediately make a connection and get help to begin the healing process. If 
John's doctor handed him a business card and suggested he visit the outpatient behavioral health 
clinic in a neighboring town, John would not have received such quick access to care. He may 
not have made an appointment at all. 

Jj 
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We know that integrated care for those with co-occurring primary and behavioral health 
conditions results in better outcomes. Primary care physicians welcome the support of 
behavioral health specialists in a quick and easily accessible way. Clients benefit from an 
approach that promotes health and wellness of the whole-person, not a silo approach. The 
principles of integration are also consistent with the current healthcare reform initiatives 
occurring in Connecticut, including behavioral health homes, the state innovation model and the 
health neighborhood demonstration project. 

We know that: 
> Behavioral health is essential to physical health 
> Prevention and early intervention are possible and necessary 
> Treatment is effective 
> People recover when they have the right help to get them there 

We know that our services work but we need to make them as accessible as possible so that 
people will access care. This bill would address an administrative process that is creating 
barriers to integration. l ask that you please move this bill forward to allow for the provision of 
mental health and substance use services in doctor offices and other appropriate locations under 
the behavioral health provider's primary DPH license . 

Thank you for your time and attention. 

chrQ 
REAL LIFE REAL HOP£. 

Alyssa Goduti 
VIce President, Business Development & Communications 
T: 860.731.5522 x241 • F: 860.731.5536 
995 Day Hill Road • Windsor • CT • 06095 
www.chrhealth.org 
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Connecticut Department of Public Health 

Testimony Presented Before the Public Health Committee 

Connecticut Dapanment 
ol Public Hetll1h 

March 19, 2014 

Commissioner Jewel Mullen, MD, MPH, MPA 
860-509-7101 

Senate 8111417: An Act Concerning The Provision Of 
Psychiatric And Substance Use Treatment Services 

The Department of Public Health (DPH) supports Senate Bill 417. This bill will allow adults with 
psychiatric and/or substance abuse disorders to receive psychiatric services or substance use 
disorder treatment services at an alternate location that may not be physically part of a 
licensed psychiatric outpatient clinic or facility licensed to provide substance use treatment 
services. While DPH is supportive of this proposed b1ll, the Department believes that the 
provision of care at an alternate location should be based on a patient assessment and included 
in each patient's treatment plan and such language should be included in the bill. Expanding 
the treatment plan to provide services at an alternative location that is comfortable and 
convenient for the patient is consistent with current standards of care and patient centered. 

Many psychiatric and substance use treatment facilities provide multiple services and maintain 
multiple licenses. The Department is currently revising these regulations to compress four 
regulation sets (19a-495-550: Private Freestanding Mental Health Day Treatment Facilities, 
Intermediate Treatment Facilities and Psychiatric Outpatient Clinics for Adults, 19a-495-551: 
Private Freestanding Mental Health Residential Living Centers, 19a-495-560: Private 
Freestanding Community Residences, and 19a-495-570: Private Freestanding Facilities For the 
Care or the Treatment For Substance Abusive or Dependent Persons) into one set of 
regulations, therefore requiring one license. The revisions will reflect a patient centric 
approach to care and revise outdated regulations. 

Thank you for your consideration of the Department's views on this bill. 

Phone: (860) 509-1269, Fox: {860) 509-11.00, Telephone Device for the Deof (860) 509-11.91. 
4l0 Capitol Avenue- MS lll3GRE, P.O. Box 340308 Hartford, CT 061.34 

An Equol Opportunity Employer 

' -
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To: Members of the Public Health Committee 

From: Roberta l. Cook, President and CEO, BHcare 

Re: Public Health Committee Public Hearings on SB-417, An Act Concerning the Provision of 
Psychiatric And Substance use Treatment Services 

Date: March 19, 2014 

Senator Gerratana, Representative Johnson, Senator Slossberg, Representative Miller, and dlst.ngulshed 
members of the Public Health Committee, I thank you for your consideration of my test1mony. My name Is 
Roberta Cook and I am the President and CEO of BHcare, a regional nonprofit dedicated to improving the lives 
and health of the communities we serve by providing comprehensive behavioral health, prevention and 
domestic v1olence sen/Ices. BHcare Is designated as the Local Mental Health Authority for the towns of 
Ansoma, Branford, Derby, East Haven, Guilford, Madison, North Branford, North Haven, Oxford, Seymour and 
Shelton. Each year BHcare prov1des wraparound mental health and addlct1on serv1ces for more than 2700 
Connecticut residents. 

I am wntlng today in support of SB-417, An Act Concermng the Provision of Psychiatric And Substance Use 
Treatment Services. SB-417 promotes the Integration of behavioral health and pnmary care by allowing 
commumty based behavioral health providers to provide psychiatric and substance use disorder treatment 
services 1n primary and other healthcare sett1ngs. 

Current DPH licensure regulations restrict chmcal practice to the physical location specifiCally approved by the 
department; there Is no provision, aside from receiving licensure for a new site, to prov1de off-site services by 
the licensed chnic. 

Psychotropic medications for conditions such as depression, anxiety, and post traumatiC stress disorder 
(PTSD) are more commonly prescnbed by primary care physicians (PCP) than psychlatnsts. It IS estimated 
that more than 70 percent of Individuals who are prescnbed a psychotropic medication never see a mental 
health professional. 

A 2005 Institute of Medicine Report concluded that the only way to achieve true quality (and equality) In the 
health system Is to Integrate primary care w1th mental health and substance abuse services. BHcare has been 
providing on·s1te primary care serv1ces for Its clients with great success since 2009. 45.6 percent of clients 
who part1c1pate In our on-s1te primary care showed an Improvement in body mass index (BMI), and those 
diagnosed with hypertension saw a Significant reduction 1n systolic and diastolic blood pressure. 

Care Integration through co-location prov1des Improved care for individuals and w111 result In better outcomes. 
The collaborative model, In wh1ch behavioral health services are provided In the pnmary care setting, has 
been shown to reap measurable benefits 1n both patient outcomes and long-term costs savings, by reducing 
avoidable hosplta lizat1on. 

Th1s legislation offers us the opportumty to reach Individuals who are struggling w1th behavioral health Issues, 
but only being seen by a PCP, while at the same time giVeS us an opportumty to support PCPs by providing 
them w1th access to behavioral health specialist who can safely and effectively treat patients and make 
appropnate referrals. This legislation Is 1n hne w1th the ACA and current CT health lnlt1at1ves Including 
behavioral health homes, the state 1nnovat1on model, and the health neighborhoods demonstration project. 

I thank the Public Health Committee for paying attent1on to th1s Important Issue and for drafting a bill that 
supports Individuals who are struggling with mental health and substance abuse disorders and the pr1mary 
care physicians who treat them . 
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Good afternoon Senator Gerratana, Representative Johnson, and distinguished members of the Public 
Health Committee: 

My name is Morna Murray and I am the President and CEO of the Connecticut Community Providers 
Association (CCPA). CCPA represents communi_ty-based organizations that provide health and human 
services for children, adults, and families in multiple areas, including mental health, substance use 
disorders, and developmental disabilities. Our members serve more than 500,000 people each year . 

I am here today to speak in support of Senate 8111417: An Act Concerning The Provision Of Psychiatric And 
Substance Use Treatment Services. SB-417 promotes the integration of behavioral health and primary care 
by allowing community based behavioral health organizations to provide psychiatric and substance use 
disorder treatment services in primary and other health care settings. 

Community providers believe that co-location of behavioral health services in primary care and other 
health care settings (and vice versa) would improve integrated care for individuals with co-occurring 
physical and behavioral health conditions. In fact, this is the way health and mental health care is moving in 
our country, as it should. Physical and behavioral health issues are quite often co-occurring. 

However, current DPH licensure regulations restrict clinic practice to physical locations specifically 
approved by the department. There is no provision - short of full licensing of a new site -for the 
deployment of clinical resources from a licensed clinic to an "off-site" location. 

This b1ll would break down barriers between behavioral health providers and primary care physicians, 
providing them with the opportunity to facilitate the coordination of care and the delivery of services in the 
most appropriate setting for the patient. Precedent for the provision of "off-site" services by a licensed 
clinic exists within the Department of Children and Families' licensure regulations for Outpatient Psychiatric 
Clinics for Children. 

Integration through co-location of behavioral health serv1ces in primary and other health care settings 
provides improved care for individuals with co-occurring physical and behavioral health conditions, 
resulting in better outcomes. Considering that psychotropic medications for conditions such as depression, 
anxiety, and post traumatic stress disorder (PTSD) are more commonly prescribed by primary care 

CCPA 
35 Cald Spl'lngs Rd, Suota 522, Rocky Holl, CT 06067 • 3165 

1P)86Q.257-7909 • (F)86Q.257-7777 
www ccpa-tnc org 
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phys1clans than psychiatrists, we must act to support primary care physicians by providing them access to 
behavioral health specialists that can safely and effectively treat patients and to make appropriate referrals. 

This bill promotes health by breaking down silos and supporting a whole-person approach to wellness and 
health. Furthermore, this collaborative model, in which behavioral health services are provided in the 
primary care setting, has been shown to reap measurable benefits in both patient outcomes and long-term 
cost savings, by reducing avoidable hospitalization. These principles are in line with the current heath 
initiatives being undertaken by the state, Including behavioral health homes, the state innovation model, 
and health neighborhoods demonstration project. 

Thank you for your time and consideration. I would be happy to answer any questions you may have or 
provide any additional information. Please feel free to contact me at 860-257-7909 or mmurray@ccpa
inc.org . 

Page 2 of2 
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My name is Susan Walkama. I am the President and Ch1ef Executive Officer of Wheeler Clime, Inc. Wheeler 
Clime IS a large pnmary care, behavioral health, special education and prevention services provider serv1ng over 
30,000 individuals each year. We are comm1tted to reduc1ng health dispanties and have recently opened two 
health and wellness centers that provide integrated pnmary and behavioral healthcare to adults and famll1es that 
have historically been seriously underserved 1n the traditional healthcare system 

I am here today to support Ra1sed Bill 417, An Act Concem1ng the Prov1s1on of Mental Health and Substance 
Abuse Serv1ces Th1s b1ll would facilitate pnmary care and behavioral health integration, and improve access and 
outcomes for adult healthcare consumers. This bill would change DPH regulation and allow adult providers like 
Wheeler who are licensed by the Department of Public Health to extend their exist1ng mental health and 
substance abuse licenses to "off s1te" locations such as pnmary care physicians' offices to provide co-located and 
integrated behavioral healthcare serv1ces The current DPH adult licensing regulation reqUires each location be 
licensed and reviewed under a separate DPH process. Providers must go through redundant and duplicative 
licensing reviews and processes A new license may take many months to fully process for approval. Th1s 
makes it practically Impossible for free standing clinics to co-locate adult behavioral health services within adult 
pnmary care settings 

Under our outpatient clime licenses for children, which are regulated by DCF, we are perm1tted to establish our 
serv1ces 1n the offices of pediatricians and offer behavioral health screemng, consultation and treatment to 
children and the1r families. Wheeler has co-located behavioral health clinicians in the offices of Bristol Ped1atnc 
Associates for a number of years. In a study of the project in 2007, "and subsequent publication in the "Journal of 
Amencan Psychological Association" in 2012, Wheeler has demonstrated that this type of co-location model 
improves access to services, generates POSitive cllmcal outcomes, and advances practiCe and systems changes 
in the primary care setting 1 2 

There IS a need for new approaches to reach the s1gmficant number of adults with unmet behavioral health needs. 
Best pracbce 1n healthcare Integration is to co-locate and integrate behavioral healthcare w1th1n the primary care 
setting. The promot1on of collaborative care 1s consistent With Connecticut's focus on healthcare reform, the 
proposed State Innovation Model and should not be delayed by outdated regulation that is slow to change 

1 
SuthiTe,M. (2007) A program evaluation of the ped1atnc behav1oral health project A co-location model ofmtegrated behav1oral 

llealthcare (Unpublished doctoral dissertation) Un1versity of Hanford. Hanford, CT 

2 
Ward-Z1mmennan. 8 and Cannata. E (2012) Pannenng with ped1atr1c primary care. lessons learned through collaborative colocallon. 

ProfesSional Psychology Research and Practice Vol o/J No 6 J96-60J Amer1can Psychological Assocratlon DOl: I 0.1 037/a0028967 

91 Northwesl Dr1ve I PlaulVIIIe. Connec11cut 0606:> 1 660-793-3500 1 www wheelerclin~c org 
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TESTIMONY FORJI.B. 417-
An Act Concerning the Provision of Psychiatric and Substance Use Treatment 

Submitted By: Lois Nesci, CEO 
Catholic Charities - Archdiocese of Hartford 
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Senator Gerrantana, Representative Johnson and esteemed members of the Public Health 
Committee, Catholic Charities of the Archdiocese of Hartford supports House Bill417: An Act 
concerning the Provision of Psychiatric and Substance Use Treatment. 

Catholic Charities operates eleven ( 11) clinic sites licensed to provide behavioral health, substance 
abuse and psychiatric services to adults and children. Practitioners include master level licensed 
mental health clinicians and substance abuse clinicians as well as APRNs and Board certified 
psychiatrists. 

This bill is a beginning step to allow practitioners to provide services to individuals experiencing a 
crisis or immediate need and who are unable to be seen in the clinic or office location for a variety 
of reasons. This may include a (non-clinical) program site operated by Catholic Charities, in the 
school, hospital, or other acceptable location. 

We understand this is the first step with several areas that require additional planning and design. 
We would recommend that both licensing and reimbursement processes be addressed so that these 
become seamless as well. 

Thank you for your time and consideration in regards to this bill. 

Respectfully submitted, 

(J(JU;~· 
Lois Nesci, ChiefExe'cutive Officer 
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Testimony in Favor of Raised 8111417> 

An Act Concerning the Provision of Psychiatric and Substance use Treatment Services 

Jeffrey Walter 

March 19, 2014 

My name is Jeffrey Walter and I am here to urge adoption of Raised Bill417. I recently retired from 

Rushford Center, one of Connecticut's most comprehensive community providers of mental health and 

addiction services, where I served for 34 years as 1ts CEO. I currently work with Rushford's parent health 

system- Hartford HealthCare- to integrate behavioral health services in the primary care setting. Bill 

417 is critical to that effort because it would enable licensed psychiatric and substance use treatment 

clinics to extend their services to locations nearby their licensed sites, such as physician offices. 

Integration of behavioral health in primary care is critically important when one considers that, across 

the country, primary care physicians provide more than SO% of all behavioral health care. They write 

two-thirds of all prescriptions for psychiatric medication and they manage psychiatric and substance use 

conditions for more than SO% of so-called "high utihzer" patients- those with co-occurring chronic 

medical conditions who represent the largest share of health care expenditures. Despite the fact that 

PCPs are already deeply involved with both primary care and behavioral health problems that are 

secondary to other medical conditions, many physicians in primary care express that they often feel ill

equipped to play this role and struggle to gain access to specialty psychiatric resources with which they 

can consult on difficult cases or to which they can refer patients who need services that cannot be 

offered in the primary care office. Even when a referral resource exists in the community, there often 

can be long wait times for an appointment. Another problem is that primary care patients who are 

referred out often do not follow through with their appointments at the behavioral health center. 

The advent of health care reform and the Accountable Care Act creates exciting opportunities for closer 

cooperation between primary care and behavioral health. Both PCPs and behavioral health 

organizations in Connecticut are very interested in pursuing strategies to improve delivery of effective, 

coordinated care on site at primary care offices. The current state licensing statute for adult psychiatric 

and substance use treatment clinics restricts the delivery of services to the physical location of the 

licensed facility. This creates a barrier to the clinic extending its resources to provide support and 

services at a nearby primary care, or other health care, office. The clinic must seek a full license to 

provide services at another location, even if those services will be offered on a part-time basis . 
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Bill417 will enable clinics to deploy clinicians at nearby physician offices, as an extension of the chnic's 

existing license. licensure requirements that assure quality of care and patient safety- such as clinical 

documentation, staff qualifications and experience, etc. - would continue to be met, whether the service 

was provided on-site or off-site. The flexibility to provide licensed services in so-called uoff-siteu settings 

currently exists for children's outpat1ent mental health clinics licensed by the Department of Children 

and Families. Bill417 will extend this valuable flexibility to adult clinics licensed by the Department of 

Public Health. 

I urge you to approve this Important bill that will improve care for hundreds of Connecticut residents. 

Thank you. 

Jeffrey Walter 

Jeff.walter@hhchealth.om 

860-972-9058 
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STATE OF CONNECTICUT 
DEPARTMENT OF MENTA/. HEALTH AND ADDICTION SERVICES 

If Healthcare Service Agen'y 

Dannel P. Malloy 
Governor 

Patricia A. Rehmer, MSN 
Commissioner 

Memorandum: 
TO: 

FROM: 

DATE: 

SUBJECT: 

Senator Gerratana 
Representative Johnson 
Members ofthe Public Health Committee 

Commissioner Patricia Rehmer, DMJ-IAS 

March 19.2014 

Written Testimony on Senate Bill 417 and SWB 471 

Good Morning Senator Gerratana, Representative Johnson and distinguished members of the Public 
Health Committee. I am Commissioner Patricia Rehmer of the Department of Mental Health and 
Addiction Services (DMHAS). and I want to thank you for the opportunity to submit written 
testimony on SB 417 AN ACT CONCERNING THE PROVISION OF PSYCHIATRIC AND 
SUBSTANCE USE TREATMENT SERVICES and,SB 471 AN ACT CONCERNING MENTAL 
HEALTH AND BEHAVIORAL HEALTH SERVICES. I want to thank the Committee for giving 
me the opportunity to address you on these bills. 

DMHAS supports the concept outlined in,.SB 417 )Vhich would allow a psychiatric or substance use 
outpatient clinic to provide services off site to individuals needing behavioral health care. This 
concept will allow for individuals in nursing homes or other health care settings that cannot get to the 
clinic, to continue to receive their behavioral health services without an interruption of the 
clinician/patient therapeutic relationship. We understand that there may need to be some changes 
made to the language in order to satisfy the Department of Public Health's regulatory requirements 
and we would support any efforts made to make this concept a reality. 

DMHAS does have concerns regarding SB 471. Section 4 in the bill would mandate that DMHAS, in 
consultation with DCF. provide timely access to regional behavioral consultation and care 
coordination services for primary care providers who serve all young adults. First, DMHAS already 
admimsters a website to provide centralized behavioral health care information and assistance to the 
public, which can be utilized by primary care providers. Second, regarding patient care coordination 
and transitional services, DMHAS currently provides these services through Local Mental Health· 
Authorities to unentitled or underinsured young adults with serious behavtoral health disorders who 

(AC 860) 418-7000 
410 Cap1tol Ave. 4'h Floor, P 0 llo'l 341431. II art lord. C r 06134 

www dmhas.state cl us 
An Equal Opportunity l~mployer 

I' 



• 

• 

• 

004199 

Testimony of Commissioner Patricia Rehmer, DMHAS Page 2. 

are referred from DCF. We do not have the resources to expand those services to young adults who 
have private insurance. 

Currently, DMHAS serves approximately 18,000 young adults with behavioral health needs in our 
state and private, not-for-profit provider system. We have a sizable budget of over 79 million dollars 
to serve young adults referred from DCF and other funding in our grant accounts to serve young 
adults that come in for behavioral health services through the front door. 

We are also not sure of the intent in section 5 of the bill but believe it may be duplicative of efforts 
already available that provide information regarding access to care. As mentioned above, in 2005 the 
legislature enacted PA 05-80 which provided DMHAS with funding to develop a web site to provide 
behavioral health care information and assistance. This web site is called the ''Network of Care" and 
it is a single resource web site that provides timely a_ccess to behavioral health care information and 
assistance for children, adolescents and adults. The website includes (I) directory information on 
available federal, state, regional and community assistance, programs, services and providers; (2) 
current mental health diagnoses and treatment options; (3) links to national and state advocacy 
organizations, including legal assistance; and (4) summary information on federal and state mental 
health law, including private insurance coverage. The website also has an optional, secure personal 
folder for web site users to manage information concerning their individual mental health care and 
assistance. The Network of Care site is updated on a regular basis by information provided by 211 . 
We contract with 211 to provide change files to Network ofCare on a monthly basis. 

Thank you for your time and attention to these matters. 

(AC 860) 418-7000 
410 Cap no I Ave. 4'h Floor, P 0 Box 341431, Hanford, CT 06134 

www.dmhas state ct.us 
An Equal Opponumty Employer 
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