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Executive Summary
The 2021 Region 5 Regional Priority Report provides an updated overview and thorough description of
substance misuse, suicide, problem gambling, and mental health issues of our region’s diverse population.
It includes a brief demographic description of CT DMHAS Region 5; in-depth regional profiles of
substance misuse, suicide, problem gambling, and mental health issues in our service area; a discussion
on emerging issues and trends; descriptions of resources, community norms and conditions, strengths and
assets, and service gaps and resource needs; and recommendations that are realistic and reflective of the
region’s challenges and available resources.
Western CT Coalition worked within the framework of our Regional Priority Setting Workgroup
(RBHPSW), comprised of Coalition members, community volunteers, partners, and stakeholders. The
Western CT Coalition staff conducted regional focus groups and key informant interviews to rank alcohol,
marijuana, tobacco, electronic nicotine delivery systems, cocaine, heroin, prescription drug misuse,
suicide, problem gambling, and mental health concerns. We also accessed several local, regional, and
national data sources to help develop individual profiles and inform recommendations.
Through surveys and data analyses, the RBHPSW identified specific areas of concern and emerging issues
and trends. These include:
• Continued widespread use of alcohol as the most widely used of all substances, with negative
consequences of alcohol and underage drinking being of primary concern.
• Rapid rise of vaping and use of e-cigarettes among teens and young adults. Region 5 closely follows
both statewide and national outbreaks.
• Widespread and growing use of marijuana among youth and adults, with low perception of harm.
• Availability of cocaine, though without a significant increase of use over the last several years.
• Decrease in the use of heroin, though complicated by fentanyl a dangerous mixing agent.
• Pervasive often fatal use of other illicit opioids, the most prevalent being fentanyl.
• Persistent misuse of prescription drugs, especially benzodiazepines and amphetamines among youth
and adults. Over the last three years, approximately one third of all overdose fatalities in Western CT
were related to misuse of prescription medications.
• An increase in the prevalence of mental health issues among youth and adults. Stress and anxiety are
the most reported mental health disorders, affecting youth, teens, and adults of all ages and from all
socioeconomic strata and ethno-racial groups.
• The linkage between mental health issues and substance use disorders and the associated risks of
addiction and compounding behavioral health risks.
• Suicide rates in Region 5 continue to increase slightly, following statewide and national trends. Most
recent DPH statistics show that over the latest 4-year reporting period (2015-2019), 337 people in our
region died by suicide. (CT Violent Death Reporting System. Suicides: The CT Landscape 2015-2019)
• Problem gambling, gambling disorder, gambling addiction, or problems related to gambling affect
youth, young adults, and adults of all ages and is tagged as a high-risk behavior.
Demographics in Region 5 are highly disparate town by town. This region comprises 43 communities in
the western part of Connecticut, including all of Litchfield County, and northern Fairfield and New Haven
Counties. It includes three urban centers (Danbury, Torrington, and Waterbury-an urban core), 15
suburban communities, 24 rural towns, and 1 unique small city (Winsted) within a town (Winchester).
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All socioeconomic strata are represented within this region, from among the highest to lowest median
annual household incomes in the state. Racial diversity ranges from less than 3% in Norfolk to more than
60% in Waterbury. Linguistic diversity and immigrant populations are among the highest (Danbury) and
lowest (Northwest corner) in the entire state. Disparate demographics within our region make this priority
setting report a limited snapshot of the overall regional picture.
The 2021 Region 5 Regional Priority Report identifies risk factors, burdens, and sub-populations at risk
and explores how and why they are at-risk for substance misuse, suicide, problem gambling, and mental
health issues. At-risk groups include youth, adolescents, those facing homelessness, LGBTQ community,
those living at or below the poverty level, new immigrants, and those in chronic pain and/or using
prescription pain relievers. There are specific at-risk groups within each category, described in detail. For
example, people dependent on alcohol are at risk for heroin addiction. This report addresses health
disparities throughout the region and how these correlate to subpopulations at risk. There are disparities
by race, ethnicity, age, gender, sexual orientation, sexual identity, and educational attainment in the
prevalence of mental health issues, alcohol dependence, substance use disorders, and problem gambling.
The report acknowledges persistent resource gaps and needs in this region. These focus on access to and
affordability of preventive care and treatment options, lack of transportation for mental health and
addiction services and supports, shortage of service providers in certain communities particularly for
youth, reactive/crisis intervention over prevention, and stigma around mental health and addiction issues.
There is need for better coordination and collaboration among agencies, departments, and law
enforcement. There is definitive need for more pro-active resources and supports that might intercept the
need for crisis intervention, especially among youth. While there is representation from local officials and
area legislators on local Prevention Councils and Opioid Workgroups, there is need for a deeper level of
engagement from this sector. Although mental health promotion and substance misuse prevention are
mainstays in the region, we recognize the need for continued outreach and engagement, especially among
youth and families.
We identify many community resources, strengths, and assets. These vary widely from town to town and
include innovative treatment options and emerging trends in customized therapies. Supportive resources
include initiatives such as TRED (Transportation Reaching Every Direction) that provides free car service
for eligible DMHAS clients in the northwestern region as well as free transportation from area hospital
emergency departments to a designated in-patient drug treatment facility. No-cost mental health
awareness, crisis intervention, and suicide prevention training workshops are more widely available and
address stigma in an effort to encourage people to seek treatment. Supportive resources for youth and
families in rural communities include the YMCA, Boys and Girls Clubs, and Youth Service Bureaus. All
school districts provide education and awareness around substance abuse, mental health, and positive
youth development and family structures. Across the region, faith-based organizations – from small
neighborhood churches to large non-denominational congregations – are recognized in the region as a
community resource where people can go for guidance and assistance during challenging times. Several
congregations offer opioid awareness and Narcan trainings, QPR (Suicide Prevention), CAP
(Congregational Awareness Program), and Mental Health First Aid throughout Region 5. Their efforts
have resulted in a reduction of stigma related to mental health and substance use disorders. Another asset
is our ongoing positive communication with various Councils of Government (COG), represented by
WESTCOG (Western CT), NWCOG (Northwestern CT) and NVCOG (Naugatuck Valley).
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Positive community norms and conditions are abundant in Region 5. Most people do not misuse
substances or present with problem gambling. Most enjoy good mental health, maintain positive
relationships with others, cite strong support systems when facing challenges, and remain resilient to
adversity.
Western CT Coalition, the RBHPSW, and community partners and collaborators acknowledge cultural
humility in each phase of the development of the 2021 Region 5 Regional Priority Report. Within the lens
of equity and inclusion, our intention is to present a fair and just representation of data. We purposefully
sought to include diverse voices on committees and in surveys, focus groups, and interviews. We strived
to maintain awareness of implicit bias when interpreting and analyzing data. This report seeks to be
transparent about inequalities within and across communities, including unequal access to prevention,
treatment, and other resources.
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REGION 5 RBHAO 2020 REGIONAL PROFILE
Introduction
Background:
Western CT Coalition has worked on different iterations of the Regional Priority Setting Report with
partners from DMHAS Region 5 for several years. The report has been used in conjunction with
epidemiological profiles specific to sub-regions of the five main DMHAS service regions. The 2019 report
combined previously studied elements to better represent the climate of behavioral health. It intentionally
integrated substance misuse with mental health issues and information that would be useful to planning
groups, policy makers, and other coalitions and stakeholders.
Purpose:
The purpose of this report is to provide a thorough description and representation of substance misuse,
suicide, problem gambling, and mental health issues among the populations that we serve. We examine
trends and attempt to identify specific sub-populations who are at heightened risk and may be in need of
services. We organize data into profiles to help with needs assessments and gap analyses for substance
misuse, suicide, problem gambling, and mental health issues. We define regional priorities and resources,
so that we can make informed recommendations to address these needs. The report also identifies health
disparities in order to address these inequities.
Data Sources:
The assessment incorporates a significant amount of quantitative data collected from a variety of sources.
The national data used in this report came primarily from the National Survey of Drug Use and Health
(NSDUH), Monitoring the Future, and the Youth Risk Behavior Surveillance System. Statistics from CT
Department of Public Health, CT Office of Chief Medical Examiner, 2-1-1 Infoline, the CT State
Epidemiological Outcomes Workgroup (SEOW) data portal, and CT Datahaven provided statewide and
some regional information. Regional demographic data was taken from the most recent CERC Town
Profiles. Local quantitative data came from area treatment providers, Community Health Needs
Assessments, law enforcement, Western CT Coalition’s Community Readiness Survey, and youth
surveys. CT is very generous with qualifications for Medicaid. Approximately one out of four people in
CT are enrolled in Medicaid (3,608,288 total). Region 5 comprises about 23% of those enrolled statewide
(838,673 individuals). Beacon Health Options, which manages the Medicaid program for CT, was helpful
in providing some Region 5 behavioral health data for this report. As with all survey instruments, there
are strengths and limitations to each of these data sources.
Specific to our needs, national surveys are most useful for comparisons. Interpreting and applying data
from these sources require some caution because of the large geographic area and wide range of
demographics in Region 5. For instance, it was important to consider the differences between youth
surveys in rural areas and those of urban centers. Aggregate data from youth surveys across an area of 43
disparate communities becomes diluted and therefore lacks significance. Region 5 covers forty-three
distinct communities, including three core cities: Danbury, Torrington, and Waterbury. We tried to
separate the urban or greater metro area data from that of rural communities in the northwestern corner of
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the state where populations can be less than 2,000 full-time residents. When using the local data, we
recommend that communities make observations without waging comparisons to neighboring
communities. Priorities are more accurately identified when local conditions, resources and strengths are
considered in tandem with areas of concern.
In addition to the quantitative data sources listed above, qualitative input was used to describe behavioral
health conditions. Focus groups and key informant interviews were conducted between January and May
of 2021. Focus groups included local school nurses, school resource officers, suicide prevention groups,
among others, Green TEAR Initiative (Torrington), Naugatuck Youth Services, Problem Gambling
Awareness Team (PGAT), and others. Key informant interviews were conducted with school principals,
youth, parents, treatment providers, and local officials.
Qualitative input also included information gathered through our daily work and community involvement
as an active coalition. The committees at Western CT Coalition involved in this report include the DrugFree Schools Committee, Prevention Committee, Consumer Action Group, Opioid/Recovery
Committee, Regional Suicide Advisory Board, and the Catchment Area Councils. These groups
provided both quantitative and qualitative data throughout the year, as they use local level data to
identify needs and address emerging issues for their own purposes. These long-standing
committees brought great relevance to the data gathering process. They are engaged in a wide
array of community sectors and are invaluable to our work.
How the Report was Developed:
The bulk of the priority setting process transpired between January and June 2021. In collaboration
with others, Western CT Coalition staff developed the epidemiological profiles. Western CT Coalition staff
recruited members of standing committees and community partners to participate on the RBHPSW. We
intentionally included new people from diverse backgrounds to provide fresh perspectives and new
insights. Members of the RBHPSW met regularly, consulted with other community partners and
volunteers, reviewed the profiles, and completed priority ranking matrices. Coalition staff tabulated results
and incorporated these into the report.
Beginning in January 2021, Western CT Coalition staff, members, volunteers, and community
partners facilitated focus groups. For consistency and accuracy, the facilitator posed identical
questions to each focus group and a scribe completed the required form for each focus group. In
addition to data collected from focus groups, we gathered local, state, and national data to help
develop the individual profiles. Written results of the focus groups were included in the data shared
with the RBHPSW.
This group analyzed the profile data, community readiness data, and focus group responses. They
used anecdotal and timely information to support the quantitative data provided in the profiles.
They also discussed availability of resources and changes in perceptions around substance use
disorders and other behavioral health issues. The RBHPSW used a Priority Ranking Matrix to
score Magnitude, Impact, Changeability, Capacity/Readiness and Consequence of Inaction. The
results of individual RBHPSW rankings are combined to determine similar recommendations, which
can be actionable.

15

Strengths and Limitations of the Report:
The overarching strength of this report is its comprehensive assessment of the region’s behavioral
health. The profiles are detailed and thorough. We recognize that the report cannot accurately
measure all possible aspects of behavioral health within its forty-three communities. Information was at
times limited as to the level of geographic detail, availability of certain indicators, and timeliness of
reporting periods. Overall, we were able to find ample local information and resources pertinent to the
development of the profiles and to generate recommendations and priorities at the regional level.
Body
Demographic Characteristics:
DMHAS Region 5 covers the 43 communities in the western part of Connecticut. It includes all
of Litchfield County, and extends into northern Fairfield and New Haven Counties. It includes
Falls, core
Bethel,
Bethlehem,
Bridgewater,
Brookfield,
Cheshire,
Colebrook,
Cornwall, Danbury,
three
urban
centers (Danbury,
Torrington,
andCanaan,
Waterbury),
15 suburban
communities,
24 rural
Goshen,and
Hartland,
Harwinton,
Kent,
Litchfield,
Middlebury,
Morris, Naugatuck,
Fairfield, New
towns,
1 unique
small city
(Winsted)
within
a town (Winchester).
Region 5New
communities
are:
Hartford,
New
Milford,
Newtown,
Norfolk,
North
Canaan,
Oxford,
Prospect,
Redding,
Ridgefield,
Barkhamsted, Beacon
Roxbury, Salisbury, Sharon, Sherman, Southbury, Thomaston, Torrington, Warren, Washington,
Waterbury, Watertown, Winchester/Winsted, Wolcott, and Woodbury.
According to the most recent data (https://dmhasregions.ctdata.org/region/5), the total population of
DMHAS Region 5 is 616,399, which accounts for just over 17% of the total population of CT, which is
3,565,287 (census.gov, 2019). From a different perspective, due to its many small rural and suburban
communities, the Western CT Coalition service area comprises a full quarter, or 25%, of all municipalities
in CT.
The Western CT Coalition service area has among the most divergent income levels in the state. The three
urban centers of Danbury, Torrington, and Waterbury, as well as several rural and suburban towns, have
lower than state average per capita income of $45,359. However, Brookfield, Ridgefield, Roxbury, and
Washington are among the wealthiest towns in CT. The poverty rate in Waterbury is 23.4%, while
Ridgefield’s poverty rate is 1.3% (census.gov 2019).
Racial and ethnic demographics in Region 5 are equally divergent. While rural Northwestern CT has the
lowest ethno-racial diversity in the state, two cities in our region (Waterbury and Danbury) have among
the highest ethno-racial diversity, ranking 5 th and 7 th respectively.
Below is a table that clearly demonstrates these demographic disparities town by town in Region 5, as
well as how each town compares to statewide averages:
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Town/City

Total
Population

% White

Barkhamsted
Beacon Falls
Bethel
Bethlehem
Bridgewater
Brookfield
Canaan
Cheshire
Colebrook
Cornwall
Danbury
Goshen
Hartland
Harwinton
Kent
Litchfield
Middlebury
Morris
Naugatuck
New Fairfield
New Hartford
New Milford
Newtown
Norfolk
North Canaan
Oxford
Prospect
Redding
Ridgefield
Roxbury
Salisbury
Sharon
Sherman
Southbury
Thomaston
Torrington
Warren
Washington
Waterbury
Watertown
Winchester
Wolcott
Woodbury
STATE*

3,779
6,420
17,618
3,595
1,506
15,780
1,212
29,261
1,386
1,266
84,694
3,095
2,035
5,526
2,843
8,197
8,233
2,341
32,210
11,825
7,625
27,718
27,788
1,629
3,145
14,924
9,222
9,133
23,172
2,251
3,368
2,395
2,981
19,357
7,836
30,044
1,582
3,347
107,568
22,011
11,356
16,921
9,835
3,565,287

94
85
93
93
91
93
76.8
84.2
97
95.6
51,4
95.5
96.7
96.7
91.9
92.0
91.4
95.5
70.6
91.4
95.9
77.7
89.9
95.8
91.8
92.6
92.9
92.8
86.4
95.0
93.0
94.6
95.4
92.8
95.2
79.9
95.4
93.5
39.6
92.0
91.0
92.1
93.9
65.9

% Black/
African
American

0
2
2
1
4
1
9.4
4.7
0.3
0.1
10.6
0.3
0.4
0.2
1.1
2.4
0.9
0.5
9.3
1.0
0.3
2.1
0.9
0.7
1.2
1.1
1.9
0.7
1.2
0.6
1.4
1.6
0.3
0.8
0.3
2.9
0.5
0.6
17.9
1.3
1.2
1.6
0.6
12.2

%
Hispanic/
Latinx

1
7
8
1
2
6
12.5
0
1.1
2.4
29.2
2.3
0.6
1.4
3.2
2.5
2.7
2.1
13.1
4.4
1.8
11.2
2.7
1.8
5.9
3.7
3.3
2.6
6.8
2.1
2.9
2.0
2.1
2.6
2.6
12.8
2.1
4.0
37.4
3.7
5.2
3.7
2.5
16.9

% Asian

% Native
American

2
1
6
0
1
5
0
5
0.6
0.6
6.1
1.2
0.8
0.9
1.6
0.6
3.8
0.8
2.8
1.7
1.1
4.3
4.5
0.6
0.2
1.5
0.8
2.1
3.5
0.8
1.1
0.7
0.9
2.7
0.7
3.4
1.4
0.7
1.9
1.7
0.9
1.2
1.7
5.0

0
0
0
0
0
0
0
0
0
0.7
0
0.1
0.3
0.1
0.6
0
0.5
0
0
0.1
0
0.2
0
0.1
.09
0.1
0.1
0
0
0.1
0
0
0
0.8
0.2
.06
0
.08
0
0.2
0.1
0.1
0.2
.6

% Other/
MultiRacial

1
1
2
2
2
2
1.5
1.2
0.8
1.1
2.0
0.5
1.1
0.6
1.3
0.7
1.1
1.1
3.6
1.0
0.8
3.9
0.4
0.9
0.8
1.0
1.0
1.7
0.9
1.3
1.6
1.0
1.2
1.0
0.8
5.0
0.5
0.1
2.5
1.0
1.5
1.3
1.1
8.54

Median
Household
Income

$111,198
$88,355
$97,289
$91,7126
$102,250
$113,009
$77,417
$114,932
$84,583
$76,563
$72,226
$96,026
$94,569
$104,205
$64,464
$78,375
$105,036
$89,107
$63,452
$104,402
$96,291
$83,676
$115,137
$74,844
$72,411
$104,316
$102,617
$129,763
151,399
$119,167
$82,217
$81,442
$113,636
$90,324
$67,639
$64,191
$98,750
$93,375
$42,754
$77,946
$57,468
$87,045
$82,923
$73,781

% Poverty
Rate

2.4
3.6
2.9
6
3.3
3.8
4.0
2
4.6
5.7
10.7
9.6
3.0
4.7
9.2
7.3
5.1
2.8
10.0
3.4
3.0
5.3
4.1
3.6
5.9
2.0
3.2
3.2
2.3
2.5
5.3
12.5
0.3
7.7
5.9
10.3
5.6
6.2
26.8
3.8
17.1
5.2
5.4
10.1

(CERC Town Profiles 2019 and * U.S. Census Bureau 2019)

Demographic data extends beyond racial, ethnic, and economic diversity to include factors such as age,
educational attainment, gender, English language proficiency, sexual orientation, and gender identity.
There are many differences in behavior, attitude, culture, resources, and community norms. If it is to be
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effective and sustained, efforts towards community level change must consider equity, inclusion, and
diversity in the broadest sense.
The region’s LGBTQ community has recently gained voice, albeit based on community. There is
increasing awareness of the need for more support for this community. However, while there are
significant resources in larger cities such as Hartford and New Haven, as well as in lower Fairfield County,
these resources are lacking throughout Region 5. Plans are in place to bring LGBTQ healthcare to the
region, but at present there are no significant LGBTQ practices in this region and people must travel to
other parts of the state for this healthcare. There are local pockets of mental health practices supportive of
the LGBTQ community, such as in Naugatuck and Waterbury. QUEST – Queer Unity Empowerment
Support Team – is present in Waterbury and hopes to expand to the greater region. There are a few Pride
organizations in the region as well as the Pride in the Hills Fund that supports, inspires, and celebrates
LGBTQ p eo ple in Greater Waterbury and th e Litchfield Hills. LGBTQ community is identified
as a su b p opu lation at higher risk f or substance use disorder, mental health issues, and su icide
id eatio n.
Hisp an ic and Latinx communities are a relevant group in terms of their behavioral health needs.
In Dan b ury and Waterbury, people o f Hispanic and Latinx descent comprise 30-31% of the
po p u lation. This does not include the undocumented members of our communities. Language
an d cu ltu ral b arriers n eed to b e co n sidered as we make recommendations that will imp rove
access an d o utcomes f or th ese f olks.
Th o se o f u s who work in the realm of prevention, treatment and recovery remain sensitive to
th e imp act o f th e recen t p an demic on everyone’s o verall behavioral health. We ack nowledge
th at caregiv ers an d p ro viders are a group that has been under unusual strain since March of
20 2 0 . We k n ow th at o ur emergency departments continue to exceed capacity and mental health
pro f essionals are booked out f or many weeks. Young people will co n tinue to be a su bpo p u lation o f focus. They are seeking treatment f or depression, self-harm and suicidal thoughts
at h igh er rates. Some of the bruises that people have sustained have yet to be unco v ered. It
seems likely that youth mental health will be one of our highest priorities once a ga in.
Various Populations of Concern Identified by Region 5 RBHPSW and Focus Groups
1.
2.
3.
4.
5.
6.

Undocumented immigrants.
Homeless individuals with acute behavioral health needs.
People for whom English is not their spoken language.
Veterans.
Young Adults who are not enrolled in-school or employed.
Older Adults- isolation, loneliness, sedentary lifestyle, medication mismanagement, dementia,
compromised physical health.
7. People coming out of incarceration- disconnected and higher risk of OD.
8. People coming out of in-patient treatment-heightened risk of OD.
9. Caregivers and Providers- exhaustion, trauma, lack of self-care practices.
10. Individuals discharged from ED after a suicide attempt.
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Emerging Trends:
Many emerging areas of concern in our region are tied to the impact of the recent pandemic on both
mental health and substance use. Increased evidence of stress, anxiety, depression, and suicidal thoughts
all manifested across age, socio-economic and ethnic groups. Reportedly, alcohol use was up across the
state among adults (at one point retail sales increased 55%). We do not have any data indicating an
uptick in alcohol use among youth at this point. In fact, alcohol use and vaping decreased in a few
communities that conducted student surveys this year in our region.
Adults faced unemployment, or job insecurity, economic hardships, the need to navigate the world of
ZOOM and telehealth, and the additional challenge of home-schooling.
Young people were disconnected from school and their peers. Older adults were isolated from family
and other social supports. Some people were unable to connect virtually, either because they did not own
a computer, or a cell phone, or they simply did not have internet access.
At the very beginning of the pandemic, hospitals were reporting that census was low for in-patient
psychiatric care. Similarly, DCF was reporting that they were receiving fewer referrals. We assumed
that was a result of people were more fearful of leaving home and interacting with others, especially in a
healthcare setting. As time progressed, those situations changed. When COVID-19 restrictions had been
in place for awhile, the region experienced more people looking for treatment for severe mental
illness. In addition, family needs intensified. A heightened risk of domestic violence, along with
anecdotal reports of increases in Obsessive Compulsive Disorder (all ages) and Eating Disorders (among
boys and girls) were observed by several of our partners.
Overall, COVID-19 has caused additional stressors. Anxiety, depression, loneliness, are all known risk
factors for the misuse of substances. For fifteen months, the entire population of Region 5 was faced
with these additional burdens. By all accounts the magnitude and intensity of needs has increased. The
regional behavioral health gaps/needs indicated below, and in our profiles, are probably just the
beginning. The unusual circumstances that followed the pandemic served to exacerbate these issues. We
cannot accurately determine all the potential gaps and soon-to -be emerging trends that will put increased
cannot
pressure on our behavioral health system.
The legalization of non-medical cannabis is a topic of major concern. The brain is not fully developed
until the age of 25 and as of July 1, 2021, cannabis will be legal for people ages 21 and up. Perception of
harm among young folks has been dropping over the past 10 years and they also rank marijuana use as
having low parent disapproval. These are persistent risk factors in our area. Youth Service Bureau staff
mentioned that young people were using marijuana to cope with anxiety and stress of the past year..
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People also noted that marijuana can be consumed through a “vape”. Any vaping, by youth or adults is a
top concern in Region 5. However, it did look like vaping had decreased among youth in our
communities during COVID. This may have been the result of reduced access rather than the result of
widespread prevention efforts.
The Regional Opioid Workgroup identified Kratom as an emerging trend. It is not currently an illegal
substance in Connecticut. Kratom is often easily accessible in convenience stores, gas stations and
bodegas. We need to assess the local conditions around the use and availability, consumption and
consequences- this is a substance that should be monitored over time for significance.
Region-wide youth surveys from the past two years show little change in youth use of prescription drugs
and cocaine. Both have remained low. However, we are monitoring cocaine use among older high
school students because they report significantly higher use rates than those in 9-11 th grades.
We continue to raise awareness about the misuse of benzodiazepines, risks associated with
polysubstance use, and increased incidents of xylazine- involved overdose deaths in Region 5. We will
continue to raise awareness about stimulants and track the presence of methamphetamines in toxicology
screenings, which has doubled since 2019 in Connecticut.
Another area of concern in Region 5 stems from recent changes in legislation impacting problem
gambling. While gambling has historically been a low priority here, we are learning about risky
behaviors among youth, such as excess internet/social media/gaming time and access to online
gambling. A key informant who works closely with adults in the DMHAS system also noted that clients
who have state phones will now have 24-hour access to online gambling.
In our 2019 report, mental health was ranked as the highest priority in Region 5. During state fiscal year
2019, (well before March of 2020) the sub-committees at Western CT Coalition were focused on mental
health trends among both youth and adults. This year, the Drug Free Schools committee reported more
young people seeking assistance from school social workers, more pupil personnel inquiring about
Mental Health First Aid training and referrals to community-based behavioral health resources.
The Region 5 Catchment Area Councils (CACs) identified several on-going concerns around the
capacity of our region’s mental health service system. The Region 5 Suicide Advisory Board recognized
the need to raise awareness about depression and loneliness across the lifespan.
One recurring recommendation from the focus groups, key informant interviews and committee
meetings was the need for increased “wrap-around” services, warm hand-offs and community
touchpoints for everyone who is receiving ,or needing, behavioral health services. Coincidentally, most people
reported that there is strong collaboration between DMHAS-affiliated providers, 12-step programs,
grassroots organizations, municipal leaders and community volunteers.
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Resources, Strengths, Assets, Gaps and Needs:
Region 5 has 26 Local Prevention Councils (LPC) that deliver evidence-based prevention strategies to
the 43 communities. The LPCs are part of a strong infrastructure of regional prevention partnerships.
Adult Mental HealthA local Private Non-Profit serving adults with developmental disabilities, autism spectrum disorder, brain
injury, and mental illness reported high staff turnover at all levels, including day programs,
residential group homes, social workers and psychiatrists. Compensation is a major driver for staff
turnover at these programs. Old contracts and insufficient COLAs prohibit many providers from
paying staff appropriately. Staff mention that they can make the same or better income with less stress
in a private practice setting or in another unrelated field (ie.,retail).
RECOMMENDATION- PNPs need to be able to offer more competitive wages. This workforce is
essential to the success of the entire service system. We need to restructure compensation rates to
reflect the importance of these workers.
DMHAS Young Adult Services providers noted that there should be better transitional supports for
people moving out of group homes into more independent living situations. A full adjustment to new
responsibilities takes time, and if people are not provided a warm hand off they can end up “failing”
and cycling backwards.
RECOMMENDATION-Assess the current liaisons and transitional supports for people “graduating”
from group settings. Engage with additional community partners through regional networks of care.
Another program staff-person mentioned that some of the training requirements for clients who are
participating in Employment Services are not adequate. Staff are concerned that clients are not gaining
enough useful skills. Arts and Crafts are not sufficient to prepare mental health clients for interacting with
the public out in the workforce.
RECOMMENDATION-DMHAS’ expectations for skill-building programs and curriculum need to be
revised to better prepare consumers for employment.
The Hispanic and Latinx communities make up about 30% of populations of the two largest cities in
Region 5. These populations are less likely to have access to mental health services and less likely to
seek services. In addition, those who do seek services, are more likely to encounter poor quality
services.
Members of our undocumented population lack health insurance. Others have inadequate insurance
that does not cover specialists. There continues to be a limited number of bi-lingual, Portuguese or
Spanish speaking clinicians. Sometimes secretaries are asked to translate for clients which is also not
appropriate.
Cultural stigma is one of the barriers for Hispanic and Latinx community members. Some families think
the person is “faking it”. Physical symptoms are not apparent, so they must not be sick. Many
individuals from this population are indirect communicators, so it is necessary to be patient and
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allow them additional time to divulge details impacting their behavioral health.
RECOMMENDATION-Better outreach and more bi-lingual mental health promotion, and substance
misuse prevention, treatment and recovery services in Region 5. Possibility of collaboration with
LMHAs and CACs to star by assessing the region for existing resources.
In Region 5, Medicaid-enrolled adults with a primary mental health diagnosis comprised about
13.9% of the state total. (Region 5 Medicaid clients with a primary substance use disorder diagnosis
made up 12.7% of the state total.) As noted in our epidemiological profile, adult mental health
treatment tends to be available, and the percentage of people presenting with Serious Mental Illness
(SMI) in Region 5 is lower than the rest of the regions in CT.
According to the Waterbury Public Health Department, a population of high concern are the
homeless who have co-morbid untreated, sometimes very complex behavioral health disorders. Many
are engaged through the various community-level opioid grants which are managed by the Waterbury
Health Department. However, these folks remain very difficult to connect to care. The Hospitality
Center has a list of “banned” people due to aggressive behavior, active psychosis, etc. There is a clear
need for another “place” for those requiring acute mental health treatment. Key informants in the
Torrington area also noted the need for additional attention to homeless folks with serious behavior
health needs. There were several remarks concerning a lack of empathy and assistance for this
population, in general.
RECOMMENDATION- More accessible mental health services and outreach specifically focused on
the acute/co-morbid/high need homeless population.
High utilization rates for behavioral health are a factor in the emergency departments in Region 5.
During 2020, concerning Medicaid clients alone, 1889 people made 2-5 visits to emergency
departments in our region, 213 people made 6-10 visits, 32 people made 11-15 visits, 19 people made
between 16-20 visits and 13 people went to the emergency department more than 20 times.
STRENGTH-Community Care Teams (CCTs) in Danbury and Waterbury have made great strides in
addressing the high utilization rates in their communities.
The Danbury Community Care Team (CCT) worked with the city and its providers to ensure services
were available during COVID 19. Once homeless residents were settled into the Super 8 mass shelter,
CCT performed daily wellness checks via telephone and helped navigate logistical challenges among the
sheltered individuals. This past cold season CCT organized a recurring outreach on the Danbury Green
every Tuesday between 10-12pm to reach Latino homeless residents who had previously used the
overflow shelter that is no longer in operation. CCT collaborated with Apex Community Care, Greater
Danbury Community Health Center and Community Health Center to get individuals into shelter during
the cold months in the Greater Danbury area. During the outreaches CCT met a total of 16 homeless
Latino individuals and successfully placed 14 of them into the shelter. The CCT also coordinated Covid
19 screenings prior to admission to the sheltering unit.
After the Danbury CCT’s Peer Engagement Specialist retired in October of 2020, a replacement was
hired. The CCT is looking to expand this position to serve more clients in the community who suffer
from addiction use disorders. The new Peer Engagement Specialist has a Master’s in Addiction Studies.
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In Danbury, regular CCT outreach has resulted in reduction of emergency room utilization among CCT
clients by at least 40%. The Danbury CCT has served 292 individuals and has been incremental in
assisting 109 homeless individuals into housing since inception in 2015. Waterbury CCT is also helping
high utilizers of ED by coordinating care among most severe cases- All of the agencies involved in the
“network of care” sign releases, so they can report “eyes on” those clients who are already known to
many providers around city. Torrington is planning to get a CCT started very soon. These coordinated
care services for one of our greatest need populations are a true strength in Region 5.
Connecting people to appropriate levels of care after a hospital visit has been an on-going challenge
within both the youth and adult populations. Among Region 5 adults with a primary mental health
diagnosis, about one out of three were transitioned to another provider within 7 days of leaving the
emergency department. Within 30 days of discharge, about half were connected to other providers. The
Changing Pathways initiative has improved this situation at both Rushford and Inter-communities, but at
50% placement within 30 -days, it seems even the best still have a way to go.
RECOMMENDATION- More and better assistance from discharge planners. Warm hand-offs to
community providers. Mental Health Recovery Support Services and Recovery Coaches engaged in the
Emergency Departments.
Strength- Adult Mobile Crisis was favorably recognized among many of our focus groups and key
informants as a high- functioning, “huge help” to the mental health system across Region 5.
The Catchment Area Councils continue to meet and conduct outreach in the three sub-regions. CAC21
held in-depth panel discussions related to police accountability and transparency laws and how they
affect people with mental illness. This resulted in the formation of a CIT committee, which has
representation from each of the 3 CACs and will conduct a thorough assessment of CIT in Region 5.
Our intention is to unite law enforcement, people with lived experience and mental health professionals
across the region to improve outcomes.
Strength-Region 5 has a volunteer organization known as the Consumer Action Group (CAG) that was
started over 30 years ago by the Regional Mental Health Board. It is comprised of people with lived
experience and local providers. During 2018, they began drafting a white paper entitled “Principles and
Action Steps Intended to Improve Psychiatric Emergency Room Services and Hospitalizations”. This
document was presented to the State Advisory Board during their January 2021 meeting. This group is
an obvious strength in Region 5. Their recommendations included person-centered care plans, education
on advance directives, consideration of trauma history, Recovery Support Specialists in hospital,
mindfulness, comfortable living environments and other attributes that would lend to a better overall
experience and improved outcomes.
Strength- Charlotte Hungerford Hospital, 7 th Floor Inpatient Unit currently models some of these
recommendations.
Strength-Another organization that has influenced behavioral health in a positive way is the Green
TEAR Initiative (GTI). GTI is an active partner with the WCMHN-Torrington and Western CT
Coalition among many others in the Torrington area. They are a vital, grassroots organization with broad
representation, including many people with lived experience. They organize an Annual Mental Health
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Month event that spans several days and involves many different resources and organizations. During
the year they run very timely and well-attended roundtables and panels directed at improving behavioral
health. Region 5 is fortunate to have this group in our area.
Youth Mental HealthDuring 2020, requests for behavioral health screenings among children and adolescents under 18 in our
state increased 300% over the previous year. Depression, anxiety, suicidal ideation and somatic
symptoms (Gastro-Intestinal, headaches, etc.) were observed by parents and teachers alike.
RECOMMENDATION- Opportunities for Mental Health First Aid, Adolescent-SBIRT, Signs of
Suicide, Question Persuade Refer, Social-Emotional Learning, and similar trainings in community
settings, and for all school system personnel.
RECOMMENDATION-Youth Mental Health First Aid training provided to High School students
grades 10-12. One option would be teams of two instructors who provide the training through existing
health classes for entire grade level.
House Bill 6510 required the Behavioral Health Oversight Planning Council (BHOPC) to create a
resource document for distribution among emergency departments and schools by December 1, 2021.
This document would include information about local resources and other helpful connections like the
National Suicide Prevention Lifeline. Resources would also be available online and through the BHOPC
and Boards of Education. Obviously, the gap was recognized and has been addressed on the statewide
level.
RECOMMENDATION-the resources developed by the BHOPC should be promoted through all
community health agencies, the RBHAO, and primary care offices. These resources should be
accompanied by more opportunities for providers to attend A-SBIRT trainings. In general, we need to
encourage the use of screenings (preferably universal screenings) screenings at schools and primary care
settings. There is strong evidence that engaging youth in screening and brief referral in the school and
primary care setting begets better outcomes.
In Region 5, the hospital emergency department that saw the most youth was St. Mary’s Hospital in
Waterbury. During 2020, a total of 414 visits were made by 298 children. Of these visits, 11.7% were
seen for behavioral health reasons.
The number of young people with mental health concerns has been steadily climbing even before the
onset of COVID-19. In Region 5, of the young people with HUSKY insurance between the ages of 3-19
who came to the various emergency departments in 2018, 10% of those were admitted to the hospital, or
to another in-patient facility. In 2019, 12.5% of young people were admitted to in-patient, and in 2020,
13% were admitted. It is worthwhile noting that inpatient admissions (youth ages 3-19) through the
emergency departments in our region during April of 2020 reached as high as 22.7%.
In CT, during 2020 there were 32,000 requests for triage (assessments) for depression, anxiety, somatic
symptoms, and suicidality, for people under the age 18. The pandemic triggered a variety of behavioral
health concerns among youth. One possible reason for youth being at higher risk is that they have not
built up the resiliency that older adults have acquired over the years.
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In April of 2021, a social worker at one local school reported that the number of students referred to
inpatient programs from their school system had doubled during the present school year.
A serious concern in Region 5 is the lack of inpatient treatment for children and adolescents presenting
with behavioral health needs. This is a persistent gap and has been reported during our priority setting
process previously. Very often, this results in young people being identified as “ED stuck”. Families will
sometimes be told that their child is “too acute”. This is something that needs to change. Among young
people with HUSKY insurance, the statewide average length of stay in the emergency department for
behavioral health is 4.3 days., at St. Mary’s in Waterbury the average is 5-7 days. Currently, there is no
child psychiatric staff at the most frequented Emergency Department in Region 5. Discharge delays only
intensify these service gaps.
A key informant from Region 5 indicated that her daughter (age 15) was kept in the Emergency
Department for 10 days following a suicide attempt before being discharged.
The outcomes are not favorable for young people who are already in in crisis, staying for extended
numbers of days, in a hospital unit that is designed for acute care/brief treatments.
Strength- Four Winds Hospital in Katonah, NY is very close to our area. This facility has been one of
the few places that we can count on when young people and their families are seeking in-patient
behavioral health services. Four Winds’ admissions office is open 24 hours a day 7 days a week and
they accept insurance including managed Medicaid. Behavioral Health professionals in Region 5 are
well aware of the great resources they offer.
SuicideSuicide was the 10 th leading cause of death in the US during 2019. In 2020, 44,834 died by suicide
across the nation. (JAMA 3/31/21). A strength in Region 5 is the Regional Suicide Advisory Board
(R5SAB), which meets quarterly. A 2021 Postvention Training attracted 13 local community “teams”.
These teams are developing their unique community postvention response plans. Another positive factor
is the number of QPR Suicide Prevention Gatekeeper covering the 43 towns. In addition, Western CT
Coalition has been running QPR online every week for the past year. The RBHAO has trained over 500
people in QPR since the COVID-19 restrictions were established.
The Regional Crisis Team (RCT), which is coordinated through Dr. Gabriel Lomas at Western CT State
University is another strength in Region 5. RCT monthly meetings convene School Psychologists,
Social Workers, Youth Mobile Crisis, and regional organizations for training and support. The RCT is
structured so that any untimely crisis within our school communities can be handled with expedience
and best-practices. Teams are “deployed” at the request of the Superintendents, and/or other local
officials.
Suicide attempts and suicidal thoughts reportedly increased during the COVID-19 epidemic. Youth
surveys from five previous years show that suicide attempts had been trending upward. In Region 5,
during the first quarter of 2021, calls to 211 requesting crisis and suicide interventions had already
surpassed 64% of the number of calls during the entire previous year. We are concerned about suicide
risk among girls 12-17 as the CDC recently reported 50+% increase in suspected suicide attempts during
a one-month period in 2021, in comparison to the same time the year prior.
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A major challenge that exists regarding suicide prevention relates to the fact that signs and symptoms
are not always present. Suicide is hard to predict. “Although most individuals who attempt suicide have
a psychiatric disorder, the majority of people with a psychiatric disorder never attempt suicide.” (Amer.
Journal of Psychiatry 2/18/21-Olfson, M. JAMA 2019.2582)
As a result, it is difficult to identify when a person is contemplating suicide. For this reason, populationbased screenings might be effective on several levels. Early mental health service delivery in the
community and within health-system will also reduce stigma. Environmental strategies will also bear
faster results over a larger number of people.
Opioid UseCoordinated community- based prevention efforts have been directed at opioid use in Region 5 since
2003. Over the past eighteen years, there have been evidence-based strategies employed across virtually
every sector. The region has 19 permanent drop-boxes across the 43 communities. Narcan trainings are
held every week and several thousand kits have been distributed.
Local Prevention Council members participate in DEA take-back events, Statewide Opioid Response
grantees have educated providers and promoted the Change the Script and Live LOUD media
campaigns. Police departments are partnering with CCT and adopting parts of the HOPE Initiative
(Manchester model). Prescribers are using the PDMP. Newtown Parent Connection and other parent and
peer supports are available. Schools provide presentations and resources, municipal leaders raise
awareness and participate in forums. Higher education and faith-based organizations are engaged.
The region has three active Opioid Prevention Workgroups, Litchfield County Opioid Task Force,
Waterbury Opioid Workgroup and the Greater Danbury Regional Opioid Workgroup all of which
meet monthly. Prevention partners in our area are doing everything they can to address the opioid
epidemic.
Strength-Region 5 treatment providers have been going the extra mile, as well. The number of
providers offering Medication Assisted Treatment continues to increase. The COVID-19 restrictions
resulted in adaptations like teletherapy and revised Methadone maintenance programs. In general,
providers were flexible and collaborative, so they could best serve their clients. Waterbury Health
Department has an Overdose 2 Action grant through the Department of Public Health. After an
overdose, Opioid Response Technicians assure that everyone leaves with a cellphone contact number
in their phone and Narcan in hand.
Danbury Hospital has improved access to resources for people receiving naloxone upon
discharge. The RBHAO developed OUD information and resource bags which were delivered to
the hospital pharmacy. The pharmacy created a sticker for each box of Narcan that reads "To be
dispensed with resource bag". At discharge, nurses explain the contents of the bag and train
people in how to administer the Narcan.
Challenge-After an overdose reversal, there is rarely a friend or family members at the hospital bedside
and folks generally leave alone, so there is nobody to train in the administration of naloxone. Very
often, people living with opioid use disorder have burned all their bridges. Help identifying someone
who can get them to a next step in treatment is needed.
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Three-quarters of the overdoses in Waterbury are transported to St. Mary’s Hospital. Regretfully, there
continues to be very little awareness of Recovery Coaches among Emergency Dept. staff at St. Mary’s.
Turnover can be a barrier to this information/resource. Recovery Coaches are available in emergency
departments all over Region 5. They are an immense resource for people who may be considering
recovery.
Strength- CT Counseling staff really extend themselves and cut through the red tape to help people
get started in their recovery process. For instance, they will assist folks who are in- between insurance
coverage by helping to get the process underway. They won’t just turn people away until they have
their insurance coverage in force, which can delay assessment and intake.
A challenge at CT Counseling-Waterbury is that the 2 locations do not share records adequately with one
another- Brookside does not have info on Midland clients, so there ensues a run-around which could
be easily avoidable. During 2020, demand was so great, and staff were stretched, so it is
understandable that certain administrative changes were delayed.
APEX is also a highly visible and accessible provider. They have expanded their services and their
service area since our last report. Charlotte Hungerford Hospital has a Dual Diagnosis IOP and
groups. McCall Center recently launched a Family Service call line- the enormous contributions of
these PNPs are fundamental to the successful treatment landscape in Region 5.
In 2019, Waterbury had the second highest number of overdose fatalities in the state (91), just behind
Hartford (96). There are not enough treatment beds for people diagnosed with opioid use disorder.
Also, Waterbury Health Dept., Connecticut Institute for Communities, and MCCA all voiced
concerns about people with co-occurring disorders who are not receiving appropriate care because
both mental health and substance use treatment are stretched so thin. Professionals tend to diagnose
from their area of expertise, which compounds the problem. Providers need to be mindful of
contributing to the "silos".
We have encountered evidence of this in the data from Beacon Health Options which indicates that some
people leaving in-patient psychiatric units, without an opioid use disorder diagnosis actually had been
diagnosed with an OUD during the past 12 months. Lacking that diagnosis upon discharge, they are
not referred to MAT or other services. This puts them at a heightened risk of death by overdose.
Litchfield County Opioid Task Force has reported several “overdose spike alerts” over the past year.
According to the Office of Chief Medical Examiner, Danbury overdose deaths doubled from the year
prior. Heroin and Fentanyl have the most severe impact on our region. Treatment is more accessible
than it was in the past, and recovery supports are more abundant. Unfortunately, the number of
overdose deaths in CT continues to increase and our region reflects this trend.
Reports from EMS indicate that most people who experience an overdose reversal are willing to be
transported to the Emergency Department until they are stabilized.In our area, the number of non-fatal
overdoses has continued to rise, due in part to the wide availability of Narcan and access to fentanyl
test strips distributed through the five Harm Reduction Rovers. Recently, in Waterbury, non-fatal
overdoses increased by about 19% when comparing the first 5 months of 2020 and 2021. During the
same period, fatal overdoses have decreased there by 30%.
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Other Challenges noted by the RBHPSW and others
Transportation to services is accessible in most of the region. Partly because it is rural, the
Northwest corner encounters the most difficulty with transportation. In addition, transportation is
sometimes a problem for our Hispanic and Latino populations, even when programs exist.
Language barriers can interfere with access. Another reported transportation barrier is that
children cannot ride in state vehicles, so people need someone to watch their children when they
use the service. Social norms around alcohol result in many who need services not seeking them.
Women, older adults among the cohorts of underserved.
211 can be difficult to navigate- we need a training for community-based providers. Recovery
Coaches and Peer Supports requested this.
We need more Recovery Coaches and RSS for both addiction disorders and mental health.
Detox criteria can be a series of barriers. Need a “cheat sheet” for RSS and Peer Supports so they can
determine barriers during intake.
Access line is great for detox and residential, but insurance still matters.
Detox transportation services- if they are state-wide you should not have to go to the closest available
facility. Not always the most appropriate place and can be a barrier to engagement.
Increase responsiveness of Mobile Crisis to our shelters.
Mental health and substance use treatment are still in silos.
Community Engagement specialists need training on how to get SS cards/IDs for clients.
Shortages in staff and clinical workforce at PNPs -all private providers are backlogged.
The number of youth who are seeking services in Emergency Departments exceeds capacity.

Additional Strengths noted by the RBHPSW and others
New adolescent APRN in Danbury (we still need more)
New “all ages” APRNs in region.
Lots of choices for 12-step recovery programs.
Laptops and internet assistance provided by schools and social service, DMHAS service system.
Civic organizations engaged in safe medicine disposal projects.
Telehealth/Teletherapy- most providers and consumers hope that it is here to stay. (Some fine- tuning
is necessary as there are still folks for whom virtual platforms do not translate well).
Plenty of MAT available among Medicaid providers in Region 5. School-based Health Centers,
Community Health Centers and Federally Qualified Health Centers contribute to the overall accessibility
of behavioral health services in Region 5.
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Enhanced Care Clinics- There are 5 in our region. FCA- serving youth and families Danbury,
Waterbury and New Milford. CMHA- youth in Waterbury, CMHA- Torrington youth and adults,
CHH -Center for Youth and Families, McCall Center- adults in Torrington and Winsted,
Wellmore- youth in Waterbury and Naugatuck. Grassroots support for suicide prevention
(Newtown, New Fairfield, NW corner).
Recovery Coaches and Peer Support Specialists- the Recovery network is growing.
CHESS- New in 2021, it is first program in the US to allocate Medicaid funds to BH providers to
pay for housing.
HELP, INC., offers “Women for Sobriety” group throughout our region.
Harm reduction services have improved and are more readily available- Naloxone, Safe Syringe
Exchange, fentanyl testing strips, are more mainstreamed in the highest need areas of our region.
The attitude of meeting people where they are is spreading across the continuum of care. LMHAs
are reaching out for training to enhance harm reduction practices.
DMHAS system improvements- Access Line, Screening and Transportation, Real-time Bed
Availability.
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Conclusions and Recommendations:
Prevention
•
•

•
•

•

Mental health promotion and substance use prevention are more active than our Community
Readiness report would indicate.
Evidence-based mental wellness and substance misuse prevention strategies are present, but it
would advance our goals to promote universal screenings in schools and primary care settings,
among others.
Prevention funding should be part of the state budget.
Prevention efforts in Region 5 should maintain focus on alcohol use and underage drinking
because they are most prevalent, vaping because more education and awareness is needed,
cannabis because of the recent legalization and heroin and opioids because the epidemic persists
and overdose deaths continue to trend upward.
We should closely monitor youth mental health trends, and the prevalence of methamphetamine
and kratom throughout our region.

Treatment
•
•
•
•
•
•

We need to reduce stigma surrounding naloxone, provide education and distribute is broadly.
We are in need of more treatment beds for adults with OUD.
We are in need of treatment beds for youth and adolescents.
We need better transitions between level of care, warm hand-offs and touchpoints in the
communities.
Expansion of insurance coverage for innovative, non-traditional treatment.
We need an aggressive plan to attract, retain and develop skilled treatment professionals and
stabilize the workforce.

Recovery
•
•
•
•
•
•

Recovery has been steadily gaining recognition and respect in Region 5 for many years.
Recovery Coaches are available and making a positive impact.
Some Emergency Departments need to remind staff about the Recovery Coaches.
Mental health advocates recommend placing Recovery Support Specialists in the Emergency
Departments.
Stigma is being addressed. Stigma reducing language is integrated into more trainings, meetings
and communications.
Recovery Friendly Communities and Recovery Friendly Workplaces are being promoted in
Region 5.
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Summary of Priority Recommendations in Region 5
Issue
Substance Misuse
Region

Prevention

Treatment

Recovery

Coordinate regionwide media
campaigns and social
media campaigns
about cannabis,
vaping and problem
gambling with the
Local Prevention
Councils and other
funded coalitions
(DFC, etc.)

More available inpatient youth and
adolescent treatment.

More and better
assistance from
discharge planners.

Increase coordination
between various
providers/levels of
care.

Recovery Support
Services and
Recovery Coaches
better engaged in the
Emergency
Departments.

Educate Primary Care
Providers in
Depression
Management, Mental
Health First Aid,
screenings and early
interventions.

Better engagement of
Recovery Coaches in
some of the
Emergency
Departments.

Foster touchpoints in
community

MAT should be
prescribed as you
All Providers Need to leave the hospital
check the “language” after an overdose, or
if you are diagnosed
they are using on
their websites and in with an opioid use
print. “Addict” is still disorder and leaving
in-patient medical of
common to
vocabulary- Need to psychiatric unit.
update to more
Treatment providers
recovery friendly
should check the
terminology.
language they are
using on their
Continue to raise
websites and in print.
awareness around
“Addict” is still
prescription drugs,
common to
the risks of misuse
and education around vocabulary- Need to
overdose prevention, update this to reduce
specifically related to stigma and reflect
recovery friendly
opioids and
terminology.
benzodiazepines.

68

All Providers Need to
check the “language”
they are using on
their websites and in
print. “Addict” is still
common to
vocabularyWe need to update
website and other
material content to
integrate “recovery
friendly” language
and raise awareness
about Recovery
Friendly
Communities and
Workplaces.
Recovery Coaches in
Courts with people
before they are
arraigned .

Better engagement
and communication

State

Work with LPCs and
communities to build
and maintain
programs that
encourage safe use,
safe storage and safe
disposal of
prescription drugs
Naloxone education
should include an
emphasis on
“mainstreaming”.
Prevention needs to
focus on reducing the
shame and stigma
associated with this
drug among the
general public.
Prevention should be
a line item in the state
budget. RBHAOs
should receive state
funding designated to
enhance the
prevention
infrastructure in each
region.
The resources
developed by the
BHOPC (HB6510)
should be promoted
through all
community health
agencies, the
RBHAOs, and
primary care offices.
These resources
should be
accompanied by more
opportunities for
school staff and
treatment providers to
attend trainings on
screening tools, and
A-SBIRT.

Assist in the
with discharge
promotion of
planners
restorative practices
in school settings
when a student is
caught vaping or in
possession of alcohol
or paraphernalia.
Naloxone should be
co-prescribed for
people who are on
long-term chronic
pain management.
Better engagement
and communication
with discharge
planners
With the legalization
of recreational
marijuana use for
people 21+, there will
be a need for more
treatment- The
current workforce is
overwhelmed and we
are already
experiencing 3-5
week lag time on
appointments with
private providers. We
will need more
clinicians.
Clinicians will need
support.
Prior authorizations
that were necessary at
EECs, but suspended
during pandemic
should stay that way.
Develop a “cheat
sheet” for RSS and
RCs to navigate
criteria for intak to
detox .
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Office of Legislative
Research should
conduct a study on
the availability of
Kratom in CT
Mental Health
Region

Opportunities for
MHFA, A-SBIRT,
SOS, QPR, SEL, and
similar trainings in
community settings
and for all school
system personnel.
Youth Mental Health
First Aid Training
provided to HS
students grades 1012. One option would
be teams of two
instructors who
provide the training
through existing
health classes for
entire grade level.

More and better
assistance from
discharge planners.

More and better
assistance from
discharge planners.

Warm hand-offs to
Warm hand-offs to
community providers. community providers.
Mental Health
Recovery Support
Services and
Recovery Coaches
engaged in the
Emergency
Departments.

Mental Health
Recovery Support
Services and
Recovery Coaches
engaged in the
Emergency
Departments.

More available inpatient youth and
adolescent treatment.

Provide pre-discharge
education, follow-up
contact and outreach
for psychiatric
patients when being
discharged from ED
or hospital after a
suicide attempt.

Hiring process needs
to be more efficient.
Positions need to be
filled in a more
timely mannerclients are not
receiving best care
when clinicians and
staff are overworked
because of employee
turnover.

Resource developed
by the BHOPC
should be promoted
through all
community health
agencies, the
RBHAO, and
primary care offices.
These resources
should be
accompanied by more
opportunities for
Engage community
providers to attend A- partners to firm up
SBIRT trainings.
transitions from
levels of care.
Educate Primary Care In Hospital SettingProviders in
Patients personal and
Depression
professional supports
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Check in with a
phone call or a card
to people who
recently left the
hospital after a
suicide attempt.
(partnership between
hospital psych and
RBHAO).

Management, Mental
Health First Aid,
screenings and early
interventions.
Outreach and
EducationAddress prevention
needs of youth who
are self-medicating
their COVID-related
anxiety with
marijuana.
Prevention programs
should incorporate
the lessons learned
from COVID-Youth
need to develop
resiliency skillsBetter outreach and
bi-lingual mental
health promotion,
prevention, treatment
and recovery in
Region 5- especially
Danbury and
Waterbury
State

Resources developed
by the BHOPC
should be promoted
through all
community health
agencies, the
RBHAO, and
primary care offices.
These resources
should be
accompanied by more
opportunities for
providers to attend ASBIRT trainings.

should be involved in
all discharge planning
Transparency in
treatment options
Discussion of how
“stability” is defined
Staff training in
active listening skills
Additional services
available at discharge
Peer run respite
center
More accessible
mental health
services and outreach
specifically focused
on the acute/comorbid/high need
homeless population.
Increase
responsiveness of
mobile crisis to the
shelters
Hiring process needs
to be more efficient.
Positions need to be
filled in a more
timely mannerNo flashlights in
people’s eyes for bed
checks.
Artwork – especially
landscapes
Bedrooms – peaceful
colors
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Problem Gambling
Region

We need a statewide
campaigns focused
on mental health and
wellness and a
separate one tackling
STIGMA( Like
Change the Script)

Environment should
be sensitive to needs
of individual- “at
risk/not at risk of
harm”

Involve community
Re-entry partners in
problem gambling
prevention activities.

Raise awareness
among clinical folks
about disordered
gambling screening
tools and selfassessments. We
need more gambling informed mental
health providers.

Conduct outreach to
groups that serve
young Black and
Latino men, and
middle-aged women
Discuss new laws
governing online
gambling during
other prevention
forums, COG
meetings, etc.
Focus on young male
population.

State

Integrate problem
gambling awareness
into “gaming”
presentations, to
educate parents.
Rigorous, multi-step
age verification for
online gambling.
Problem Gambling
Services should
create a statewide
media campaign
including press
releases, graphics and

Consider the
individual’s trauma
history.

Problem gambling
screening tools in the
Emergency Dept.

Raise awareness
about recovery
supports that exist in
Region 5Work together with
recovery community
to breakdown stigma
and secretive nature
of disordered
gambling

Raise awareness
about Bettor Choices
at MCCA.

Continue to allow
virtual groups via
“tele-therapy”
Introduce voluntary
self-exclusions from
the Casinos
Consider funding
online assessment
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Problem Gambling
Services should
create a resource that
links people in
Recovery from a
gambling addiction
disorder across the
state.

other targeted
materials that can be
disseminated to the
general population school aged and up.
Systems/Other
Region

program, so people
can identify urges,
cravings and triggersself-assess and find
resources and
support.
PNPs need to be able
to offer more
competitive wages.
This workforce is
essential to the
success of the entire
service system. We
need to restructure
compensation rates to
reflect their
importance.
Workplaces should
be encouraged to
update EAPs and
revise as needed to
assure people are
offered appropriate
length of treatment
and specialists.
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Expand Recovery
Coach Academy
training so we have
more than one peer
support person per
DMHAS region.

State

Teletherapy resources
need to continue and
be made accessible to
underserved
populations, uninsured, etc.
More opportunities
for LGBTQ-IA to
find statewide and
local resources.
Develop more
resources.
Veteran’s behavioral
health substance use
and mental health
services need to be
integrated- they are
still “silos” in Region
5.
Make de-identified
suicide data easier to
access – develop
guidance for using
the data to identify
trends at the sub-state
level.

PNPs need to be able
to offer more
competitive wages.
This workforce is
essential to the
success of the entire
service system. We
need to restructure
compensation rates to
reflect the importance
of these workers.
DMHAS’
expectations for
Employment Services
skill-building
programs need to be
revised to better
prepare consumers
for employment.
Either funding for or
allowable billable
service for peer
recovery supports and
care coordination.
More billable
integrated holistic
treatment modalities
such as, auricular
acupuncture, Reiki,
Emotional Freedom
Therapy, Sound
Healing, etc.
Human Services
Advocates are needed
in more agencies.
Devise a way to have
erroneous mental
health diagnoses
removed from health
records.
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The Clients Bill of
Rights should be
amended to include
the right to a Peer
Advocate- with an
option of said
advocate being
independent of the
agency.

Statewide
transportation to
treatment should be
to a facility best
suited for the person not just what is
closest.
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Region 5 RBHPSW (Workgroup) Priority Ranking Matrix:
Substance Use/Misuse/Addiction
SCALE:

l=Lowest

2=Low

PROBLEM

3=Medium

4=High

S=Highest

MAGNITUDE IMPACT CHANGEABILITY
3.92

Alcohol

4.85

Tobacco

2.2

3.2

3.1

Electronic Nicotine
Delivery Systems
(ENDS), vaping, juuling

3.85

3.71

3.1

Marijuana

4. l4

3.28

Prescription Drug Misuse

2.57

3.85

3.14

4.7

Heroin and Fentanyl
Cocaine
Problem Gambling

2.28
2.0

3.0

3.2

3.85

3.14

2.71

2.57

3.0

3.14

2.92

3.42

2.5

2.71

3.28

CAPACITY/ CONSEQUENCE
READINESS OF INACTION

3.0
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4.0

3.0

3.71

4.0

4.14

4.57

TOTAL

18.97
15.35

[7.51

16.70

16.70

18.33

2.42

3.14

13.75

3.0

2.71

13.7

Mean Ranking
Score:
3.79
3.07

3.5

3.34

3.34

3.66

2.75

2.74

Region 5 RBHPSW (Workgroup) Priority Ranking Matrix:
Mental Health and Suicide
SCALE:

l=Lowest

PROBLEM

2=Low

3=Medium

4=High

S=Highest

MAGNITUDE IMPACT CHANGEABILITY CAPACITY/ CONSEQUENCE
READINESS OF INACTION

TOTAL

Mean Ranking
Score:

Anxiety

4.28

3.0

3.64

3.5

3.71

Depression

3.85

3.2

3.5

3.78

3.5

PTSD

2.71

3.42

3.28

3.28

3.14

15.83

Trauma

3.42

3.71

2.71

3.0

3.14

15.93

Serious Emotional
Disturbance

2.42

3.0

3.72

15.56

3.11

Early Serious Mental
Illness

16.42

3.28

4.0

2.42

2.57

4.14

2.57

Serious Mental Illness

2.28

3.85

Suicide

2.43

4.57

2.42

3.0

4.14

3.0

3.86

3.57

3.14
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4.57

18.13
17.83

3.63
3.57
3.16
3.19

15.41

3.08

18.28

3.66

