NAMI-CT State Legislative Agenda 2006
Protecting access to medications
The New Medicare Prescription Drug ProgramIn the coming year, it will be extremely important to monitor the implementation of
the Medicare Part D Prescription Drug Program and assure that individuals
receiving Medicaid or ConnPACE have the same access to medications after
January 1, 2006 that they did before the implementation of this program. The
necessary protections include full wraparound coverage from the state to cover
the cost of co-pays for individuals who are dually eligible, as well as covering the
cost of non-formulary drugs for those who are dually eligible or on ConnPACE.
(Status: The CT House has passed coverage for full co-pays for dually
eligibles, and a limited fund to pay for drugs not on the Medicare Plan
formularies. We think the CT Senate will also pass this bill.)
Protection of Medicaid Drug CoverageThe main focus of this issue will be to monitor current Medicaid drug coverage to
ensure that there are no further restrictions to accessing mental health related
medications. It will be of continuing importance to assure that there are no copays introduced, for Medicaid recipients generally struggle with limited incomes
and significant health needs. We are one of the few states in the nation that is
not charging poor people co-pays for their prescription drugs under Medicaid.

Decriminalizing youth and adults with serious mental illnesses
AdultsThe prison population of people with mental illnesses has i ncreased by 40% over
four years, from 2,200 people in 2000 to 3,100 people today. This population now
represents 16% of the prison population in our state, up from 12% in 2000. For
adults with serious mental illnesses in the prison system, an Alternatives to
Incarceration Center was funded to divert this population from the prisons and to
assist in their successful reintegration into the community. Although the funding
has been available since July, the Department of Corrections has been unable to
locate a site for the facility within Hartford. We still have a long way to go to keep
people out of prison who are ill and do not need to be there. Our advocacy will
be to support initiatives such as CIT, greatly expanded alternatives to
incarceration, and housing with supports and treatment designed to help
people with serious mental illnesses, and particularly co-occurring
disorders, live successfully in the community.
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Children and YouthConnecticut is one of only three states in the nation that automatically prosecutes
all 16 and 17 year olds in adult criminal court, regardless of the severity of the
offense. Connecticut’s law places youth directly into a gap within the services
system by making them ineligible for services in the juvenile system and
inappropriate for services suitable for adults. These youth are not eligible for the
services such as therapy, diversion or alternatives to incarceration that are
available to those within the juvenile system. According to the CT Juvenile
Justice Alliance (CJJA), many of these youth have significant mental health and
other needs that are not addressed by the adult system. NAMI-CT endorses the
CT Campaign 4 Youth Justice developed by the CJJA, which aims to raise
the age of adulthood in Connecticut courts to 18 years old. We also
continue to support initiatives to divert youth with serious mental health
problems from the juvenile justice system, or assure appropriate treatment
if the severity of their offense requires incarceration.

Reduce the number of individuals with serious mental illnesses
being placed in nursing homes and provide services needed to
sustain community living
Home and Community Based Services WaiverThe Home and Community Based Services Waiver Taskforce is in the process of
developing a feasibility study to obtain a federal waiver to create a Medicaidfinanced home and community-based pilot program to help adults with severe
and persistent psychiatric disabilities who can be diverted or discharged from
nursing homes. The program can include housing assistance. NAMI-CT is
involved in the planning, and it is hoped that the feasibility study will show
that this is a viable funding source for diverting and discharging the
increasing number of people with serious mental illness from nursing
homes. Whatever the outcome, our advocacy should focus on preventing
the sharp increase of younger persons with serious mental illnesses who
are being admitted to nursing homes.
Civil Rights Protections for Individuals with Serious Mental Illness in
Locked Behavioral Health UnitsAssure that Civil Rights are being met for individuals who are placed on
locked behavioral health units of nursing facilities. Many individuals with
psychiatric and other disabilities are being detained in nursing facilities without
consideration of their due process rights. An individual in this situation should be
granted the right to a hearing before a probate judge, representation by an
attorney, an independent evaluation by two independent professionals (a
physician and a psychiatrist), and a defined time limit set on their detention.
However, individuals are essentially locked up with no due process rights in
many private for -profit nursing facilities with locked behavioral health units in CT.
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In addition, no state agency keep tracks or monitors these individuals, and many
are becoming lost in the system. There is no mandate or monitoring to see if
proper treatment plans are in place, and nursing home staff are not equipped to
work with individuals with mental illness. The cost to taxpayers for keeping
psychiatric patients in nursing homes is nearly twice what it would be for them to
live in community settings.

Maximizing federal revenue for mental health services
The Governor’s Blue Ribbon Commission on Mental Health and the Mental
Health Cabinet Report both recommend that Connecticut follow the example of
other states by maximizing Medicaid coverage of mental health services, and
reinvesting the federal revenue that is generated back into the state’s mental
health system.
Adult Rehabilitation OptionOne method of achieving this is through the full implementation of the Medicaid
Rehabilitation Option and reinvestment of all new federal revenue. Most of the
services provided by the Department of Mental Health and Addiction Services
(DMHAS) are potentially reimbursable under the Medicaid program. These
services include ACT teams, Supervised Housing, Supportive Housing, and
Mobile Crisis services. The state would have to expend some new dollars to
upgrade these services to meet the required standards for Medicaid billing.
The state has implemented reimbursement for services provided in Adult Mental
Health Group Homes, but as of July 1, 2005, the new federal funds realized are
not being reinvested, but are going to the General Fund. The new state budget
requires DMHAS and DSS to go forward with the implementation of the
Rehabilitation Option for Assertive Community Treatment services. Some funds
were appropriated to bring these services up to an acceptable federal standard.
The key area of focus with this issue is that the lack of reinvestment of the
newly generated federal funds back into the mental health system, which is
in serious need of restoration. We will be developing a strategy with our
coalition partners to continue to push the reinvestment option.

Support the indexing of non-profit provider payments to state
wage adjustments
The Governor’s Blue Ribbon Commission recommended in July 2000 that
immediate action was required to adjust rates to ensure adequate support for
mental health services. The report further found that reimbursement rates for
inpatient and community-based services were unreasonably low, thus reducing
access to care for vulnerable populations, contributing to hospital gridlock, and
increasing homelessness and incarceration among youth and adults with
emotional and mental disorders.
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Connecticut Medicaid reimbursement rates for clinic-based psychiatric outpatient
care remain far below the actual costs of providing these services, comparable
rates paid by Medicare, or rates for similar services in neighboring New England
states. Medicaid and SAGA rates do not cover the cost of providing care,
resulting in reduced access to outpatient care that might facilitate timely
discharge or prevent hospitalization for some individuals with psychiatric
disorders, and reduce inappropriate use of emergency departments.
The budget language for Enhanced Care Clinics for Adults states that DSS,
DMHAS, and OPM are required to determine the feasibility of creating enha nced
care clinics (including hospital-based clinics) for adults and establishing Medicaid
rates for them by July 1, 2006. The commissioner must report to the governor
and General Assembly by January 1, 2006.
Outpatient rates should be indexed to 85% of Medicare for adult services and
100% of Medicare for services to children and adolescents, given the higher
costs for serving children and adolescents. Under the Behavioral Health
Partnership, the expectation is that children’s outpatient Medicaid rates will be
increased. These higher rates should be paid to outpatient providers who meet a
new standard of care, called “Enhanced Care Clinics”, guaranteeing faster
access, availability of crisis care, and other quality standards. We will support
initiatives to increase non-profit provider rates that stop the erosion of
basic community treatment and support services.

Issues to Monitor and Protect the Funding
Accountability of private insurance for coverage of mental health servicesParity for mental health services has not been achieved on several levels. For
example, providers of mental health services are not reimbursed at the same rate
as providers of traditional medical services, and beneficiaries of mental health
services are subject to more time-consuming and restrictive prior authorization
procedures. The inadequate reimbursement rates restrict access to care
because mental health providers seek employment in more lucrative specialties
resulting in limited availability of providers to treat individuals with mental
illnesses. Ultimately, this contributes to an increase in inpatient admissions, the
inappropriate use of emergency departments and incarceration of individuals with
mental disorders.
Two of the major issues are the lack of available mental health providers in a
given plan’s network, and the lack of a system of accountability for monitoring
insurance parity. NAMI-CT, Connecticut’s Child Advocate, and the Attorney
General’s Health Care Advocacy Unit, and the CT Association of Child and
Adolescent Psychiatrists are in the process of developing a survey to obtain data
on the availability of child psychiatrists in Connecticut. This effort is in response
to the fact that many private insurance plans claim to offer an acceptable number
of provider options, but in actuality these providers are no longer covered under
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their plan. Essentially, these private insurance plans are misrepresenting their
ability to service individuals who suffer from mental illness.
Other states have already taken action to address the inadequacies of access
and accountability in their parity laws. In 2000, Vermont passed legislation that
mandated new annual reporting requirements and quality standards for the five
largest health plans operating in their state. California has also taken steps to
improve the quality and access to Mental Health and Substance Abuse services
through a system of accountability. In 2004, legislation was passed that created
the Mental Health Services Oversight and Accountability Commission to address
the fact that lack of access to mental health care results in a lack of parity in
mental health treatment.
Even with private insurance coverage, some of our members have been forced
to obtain state coverage to pay for essential mental health services not being
covered by their private plans (cost shifting to the state). The main reasons
cited for this are arbitrary time limitations on coverage and difficulty accessing
any services other than outpatient care. Without the proper system of
accountability to monitor parity and improve access to mental health services,
real parity will never become a reality for the citizens of Connecticut. People with
mental illness have already endured the consequences of discriminatory
insurance coverage policies for too long. The legislative Program Review and
Investigations Committee is currently studying the parity law, and we will
be monitoring their recommendations.
Supportive HousingSupportive housing is permanent affordable housing coupled with available and
appropriate services for residents. The types of services include support and
referral to mental health and substance abuse treatment, as well as vocational
training. This form of housing is meant for families who are homeless, and lowincome individuals with mental illness or substance abuse problems. In this past
legislative session, the legislature authorized 500 new units of supportive
housing as the Next Step in our state’s effort to end homelessness. The majority
of these new units help people with serious mental illnesses, including young
adults. It is the intent of NAMI-CT to ensure that there are no cuts backs to the
current housing funds, and that the creation of supportive housing units
continues to be a priority of the state.
NAMI-CT and the Keep the Promise Coalition, along with organizations who
specialize in supportive housing such as the Corporation for Supportive Housing
and the Reaching Home Campaign, are working towards creating even more
units of supportive housing throughout Connecticut. Housing and recovery are
inextricably mixed, which is why continued work on this issue is so vital to our
mission. Housing provides the stability that is missing for many individuals with
mental illness. A lack of housing remains a key factor in the inappropriate
placement of people with mental illnesses into nursing homes and the prison
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system, as well as in preventing discharge from hospitals and other inpatient
settings.
Building a community based children’s mental health system, known as
KidCare, available to all familiesConnecticut Community KidCare is a community based and coordinated
behavioral health service delivery system for children that is implemented
through the Department of Children and Families (DCF). KidCare serves children
who are eligible to receive services from the Husky Plan or the DCF Voluntary
Services program. It is designed to eliminate the major gaps and barriers that
exist in the current service delivery system for children, and it is based on the
belief that children should receive services in their community whenever
possible. The KidCare model supports families, incorporates knowledge of child
development, provides access to quality services and supports, recognizes the
impact of abuse and neglect, facilitates continuity of care through an integrative
system, and responds to cultural differences. In addition, it recognizes the fact
that every child wants to be valued and accepted at home, in school, and with
friends.
Most of the funding in DCF’s budget goes to children who are wards of the state,
or to a very few children with complex mental health needs. The budget does
include $1 million next year and $1.5 million the following year for flexible
emergency funding for non-DCF involved children. This will allow treatment plans
to be tailored to the individual needs of the child and family, and the purchasing
of services that would otherwise be unavailable. In the past legislative session,
the legislature supported the Behavioral Health Partnership (BHP). Therefore,
the Medicaid funds spent in the Husky program on behavioral health can now be
managed separately without any incentive to arbitrarily limit care, and with the
goal of expanding access to care for all children who qualify for services under
Husky. We will monitor the implementation of the BHP to assure that the
promise to expand funding and access to treatment is kept.

Please join the Public Policy Committee. Call Alicia Woodsby, at the NAMI-CT office, 800-215-3021, or
email at publicpolicy@namict.org. We welcome participation on the Public Policy Committee by NAMI
members from around the state. The Committee serves as the "brain trust" for the NAMI Board for our
legislative agenda
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