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Overview 
 
The following report represents the product of the Children’s Mental Health Task Force after 
eleven months of work with the first meeting on October 16, 2013 and the final meeting on 
September 17, 2014. 
 
The task force was established pursuant to Public Act 13-178, An Act Concerning The Mental, 
Emotional and Behavioral Health of Youths, with the following charge: 
 

(1) Study the effects of nutrition, genetics, complementary and alternative treatments, and 
psychotropic drugs on the mental, emotional and behavioral health of children; 

 
(2) gather and maintain current information regarding said effects; and 

 
(3) advise the General Assembly and Governor concerning the coordination and 

administration of state programs that may address the impact of said effects on the 
mental, emotional and behavioral health of children using a results-based accountability 
framework. 
 

With that mission in mind, the task force created four focus groups – Nutrition, Genetics, 
Complementary and Alternative Treatments, and Psychotropic Medication.  Along with meeting 
in their respective focus groups, each of the focus groups made a presentation to the entire 
membership and submitted their findings and recommendations to the task force for 
consideration in the final report.  The Nutrition, Genetics, Complementary and Alternative 
Treatments, and Psychotropic Medication focus groups’ findings and recommendations can be 
found in their entirety in the Appendix of this report. 
 
In order to make the work of the task force more manageable, the members selected three 
medical conditions to center their focus groups’ attention on – Attention Deficit Hyperactivity 
Disorder (ADHD), Mood Disorders and Behavioral Conduct Disorders.  The four focus groups 
then considered how their topic related to each of the medical conditions. 
 
PA 13-178 states that the task force shall submit a report on its findings and recommendations to 
the Commissioner of Children and Families and the joint standing committee of the General 
Assembly having cognizance of matters relating to children, in accordance with the provisions of 
section 11-4a of the general statutes, not later than September 30, 2014. 
 
All task force materials (including agendas, handouts, PowerPoints) can be found on the task 
force’s website: www.cga.ct.gov/kid/MHTF 
 
 
 
 
 
 
 

http://www.cga.ct.gov/kid/MHTF


Findings and Recommendations 
 

 In light of the statutory charge of advising the General Assembly and the Governor using 
a Results Based Accountability (RBA) framework, the recommendations and findings section of 
this report has been designed with that framework in mind. Results based accountability is a 
methodology designed by Mark Friedman that has been embraced by the State of Connecticut for 
many years. This methodology uses data to drive thinking and actions to improve both program 
performance and the overall quality of life for Connecticut residents.  
 
 When using RBA one begins with the desired outcome, designing a “results statement” 
that reflects that outcome. From there areas of focus or “domains” are developed and eventually 
indicators are selected that represent measurable progress in each domain and the results 
statement as a whole. For the purposes of its charge, the Children’s Mental Health Task Force 
developed the following results statement:  

 
“All children in Connecticut have support and appropriate treatment for optimal 

well-being” 
 
 The three domains correlate with the previously mentioned three conditions used by the 
four focus groups of the task force to focus their work; Attention Deficit Hyperactivity Disorder 
(ADHD), Mood Disorders, and Behavioral Conduct Disorders. A full report card with indicators 
and population level data was not developed by this task force owing to the fact that such an 
endeavor is deeply time consuming and was not part of their legislative charge. However, while 
the findings and recommendations put forth by the focus groups are included in the appendices 
of this report, selected findings and recommendations have been pulled into the report to 
illustrate recommended action going forward in an RBA format. 
 
 One recommendation that found support in both the Nutrition and the Complementary 
and Alternative Treatments focus groups was increased access to vitamin and mineral 
supplements. This recommendation lends itself perfectly to the RBA format. Under all three 
domains, the indicator - pregnant women and children who have access to vitamin and mineral 
supplements - could be measured. Using household income as a proxy measure for individuals 
who currently have access, increase in access through the recommendation of making these 
supplements reimbursable through Medicaid could be charted and the correlation between 
increased access and increased mental well-being could be examined.   
 
 Another recommendation out of the Nutrition focus group, increased provisions of 
physical activity in schools, is also ideal for use with RBA. Physical activity is linked to 
improved brain function and lower rates of depression. The amount of physical activity provided 
by schools becomes the indicator. As the amount of physical activity provided by schools is 
increased, a correlation (or lack thereof) with an increase in mental well-being would 
demonstrate the usefulness of such programs and future policy decisions can be made 
accordingly.  
 
 The Psychotropic Medication focus group found itself at a different place in the RBA 
framework. Their research into the use of medications for the treatment of mental health issues 



turned up a number of issues with data on medication use. Data sets on the number of individuals 
receiving a specific medication, what combinations of medications are being prescribed and by 
whom all proved very difficult to obtain. Access to medication, its use and side effects are all 
indicators that would potentially be useful in an RBA approach to children’s mental well-being 
in Connecticut. However, no indicator is useful if the data to populate it is inaccessible. The 
focus group determined that, while much of this data is being collected, it is very hard to get 
access for the purposes of analysis.  
 
 Not all of the focus group categories lend themselves to the RBA format. The Genetics 
focus group in particular deals with a topic not easily measured. The overall recommendation of 
the Children’s Mental Health Task Force in terms of genetics is for Connecticut to increase its 
efforts to support, both through funding and policy, studies of the links between genes and 
mental well-being. As whole-genome sequencing and gene co-expression analysis are 
undertaken more extensively and with more detail, we are rapidly approaching a time when we 
will have answers to our questions regarding the links between genetic and mental well-being. 
However, without a confirmed causal link between genetics and the three general domains of 
ADHD, Mood Disorders, and Behavioral Conduct Disorders, the design of measurable indicators 
to demonstrate whether specific programs or interventions have any effect on these links is 
problematic.  
 
 Based on this methodology, the following recommendations are highlighted for use with 
an RBA framework to achieve the results statement, “All children in Connecticut have support 
and appropriate treatment for optimal well-being”. 
 

• Reimbursement of vitamins and minerals for Medicaid patients 
• Increase the amount of physical activity provided by schools 
• Address food insecurity by increasing access to community gardens and fully utilizing 

money available from USDA for programs like summer meals and school breakfasts 
• Reevaluate contracts between state agencies and data collection/ analysis providers to 

ensure simple and timely access by the State of Connecticut to its own data 
• Increase support for studies of the link between genetics and mental well-being at 

Connecticut Universities and research sites.  
 
 Addressing the issue of Children’s Mental Well-being in Connecticut is a monumental 
task and will surely not be accomplished through a single yearlong task force. Collaborative 
efforts by state agencies and private organizations must continue in order for the results 
statement developed by this task force to be realized. Therefore, in addition to the reported 
recommendations, this task force found that state agencies should move forward in contacting 
the Committee on Children with efforts they feel would allow them to contribute most to the 
larger effort of bringing support and appropriate treatment to all of Connecticut’s children.   
 
 
 
 
 
 



 
 

APPENDIX 
 
 
 

A. Nutrition Focus Group Findings and Recommendations 
 

B. Genetics Focus Group Findings and Recommendations 
 

C. Psychotropic  Medications Focus Group Findings and Recommendations 
 
a. American Academy of Child & Adolescent Psychiatry:  “A Guide for 

Community Child Serving Agencies on Psychotropic Medications for 
Children and Adolescents”, February 2012 

 
D. Complementary and Alternative Treatments Focus Group Findings and 

Recommendations 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 

APPENDIX A 
 

NUTRITION FOCUS GROUP FINDINGS AND RECOMMENDATIONS 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 



 
 
CT Children’s Mental Health Task Force 
Nutrition Sub-Committee 
Recommendations to the Task Force for discussion  
September 2014 
Tina Fox Dugdale MS RDN RD CD-N. Member. Extension Educator UCONN. 
Claire Dalidowitz MS RDN CD-N Clinical Pedi Nutrition Manager. CCMC  
 
 
Quick Fixes: 
 
-Reimburse complete vitamins w minerals for Medicaid patients 
 
-Reimburse DHA supplementation for pregnant and non-breast-fed babies (Docosahexaenoic 
acid, is a type of fat abundant in the gray matter of the brain and in membranes of the 
photoreceptors of the eyes. Best source: mom’s breast milk. ). Also choline needs to be 
supplemented as most pregnant and breastfeeding moms are deficient and there is not adequate 
in most formulas (helps brain cells of fetus to develop properly; also functions like folic acid on 
neural tube development).  
 
-Consider formula support for low income working families who do not qualify for WIC, or who 
are over WIC age and cannot afford Gastro-tube feeds. 
 
-Continue to support breastfeeding as the perfect choice for newborn to year 1.  
 
-Encourage schools provide PA before, during, and after school. Fill in mandated “gaps” as 
research continues to show connections to PA and lower rates of depression, better weight 
management, etc.  
 
-Reimburse RD nutrition counseling under Medicaid funding. It’s minimal and needs 
improvement. RDs are the food and nutrition experts, trained multiple years in the food and body 
sciences, and in behavior change theories. 
  
Long Term: 
 
-Address poverty in children. It’s complicated. Paying families adequate wages with social 
programs built around education (budgeting, food resource management, health and wellness, 
prevention medicine) then we could perhaps decrease supplemental programs.  
 
-Address food insecurity. Schools now engaging more and more in breakfast, lunch and suppers! 
Food insecurity is worse on the weekends, school holidays and summer.  The first step is to 
utilize USDA monies allocated esp. for summer.  CT towns leave money on the table in DC by 
not offering food in summer, and also by not engaging in the school breakfast program offered 
by the USDA.  
 



-Address environment ie fund multiple community gardens (Knox Foundation model). Hartford 
has a partnership with the Mayor Segarra.   
 
-Support pregnant and new moms. Perhaps a “pre” WIC nutrition assessment as soon as prenatal 
care starts.  Brain cells are formed very early on in gestation, and many moms probably do not 
get on WIC prior to 2-3 months. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 

APPENDIX B 
 

GENETICS FOCUS GROUP FINDINGS AND RECOMMENDATIONS 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
                                                      

CHILDREN’S MENTAL HEALTH TASK FORCE 
GENETICS FOCUS GROUP 

 
 
Over the past ten months, the Task Force’s Genetics Focus Group has gathered and exchanged 
reference materials relating to genetic contributions to the entire spectrum of mental disorders in 
children with particular attention to the three broad disorders/conditions selected for in-depth 
focus by the Task Force at its November 6, 2013 meeting – Attention Deficit Hyperactivity 
Disorder (ADHD), Mood Disorders and Conduct Disorders.  We reviewed material in a standard 
child psychiatry test,   Essentials of Lewis’s Child and Adolescent Psychiatry by Yale Child 
Study Center professors Fred Volkmar and Andres Martin, published in 2011, current literature – 
in particular recent reviews – relating to the three highlighted disorders but also in other mental 
health disorders such as autism spectrum disorders and recent literature on advances in genetic 
testing including DNA microarrays, whole-exome and whole-genome sequencing. We 
considered both the genetics associated with specific diseases/disorders as well as the genetic 
and epigenetic associations with parental child raising and various environmental factors 
popularized under the rubric “Lifecourse Health Development”.  Dr. Genel also met with various 
experts at the Yale Child Study Center and Department of Pediatrics including Drs. Fred 
Volkmar, Joseph Woolston and Abha Gupta. Dr. Gupta provided a well-received “Overview of 
Genetics of Behavioral Disorders in Children” concentrating on her field of scientific interest,  
Autism  Spectrum Disorders(ASD), at the Task Force’s May 21, 2014 meeting.  
 
With respect to the three specific disorders selected by the Task Force, it has been long 
recognized that there are strong familial associations although specific genetic etiologies in a 
traditional gene-clinical disorder model have for the most part been limited to specific disorders 
such as in Rett Syndrome and MECP2 mutations and Fragile X Syndrome and FMR1 mutations 
in ASD, as described by Dr. Gupta. Specific genes have been identified which convey increased 
risk in more well defined mental health disorders such as bipolar 1, but the clinical heterogeneity 
of the disorders selected by the Task Force, the host of mental health disorders in general and 
their clinical overlap make genetic cause and effect associations unreliable except in well-
defined genetic disorders or in specific families. In all of these clinically defined disorders it is 
postulated that the genetic liability instead reflects the collective action/interaction of many 
genes of individual small effect rather than the effect of any specific genetic mutation/variation. 
 
Among the three disorders selected, ADHD is one of the more common with an estimated 8-12% 
worldwide incidence and has one of the highest heritability, estimated to approach 75% in twin 
studies with significantly  higher concordance in monozygotic than in dizygotic twin pairs 
(Goldman, Genel et al, 1998). While a number of specific genes have been reported, none meet a 
rigid significance threshold for genome-wide association.  In addition there is frequent clinical 
overlap with affective/mood disorders, childhood conduct disorder, personality disorders and 
substance abuse. ADHD is particularly associated with conduct disorders (~50% of cases per 
Volkmar & Martin),  anxiety disorders (~25-30%) and mood disorders, especially in older 
children.  A overview editorial in a symposium issue of the American Journal of Medical 



Genetics concludes that the advent of whole exome and whole genome sequencing “promise to 
provide further understanding of the likely genetic architecture of ADHD, how large these 
effects can possibly be, and the extent to which heterogeneity is inhibiting our capacity to 
understand ADHD at a neurobiological level”. (Neale & Faraone, 2008) 
 
Among the entities generally classified under the broad category of “mood disorders”, depressive 
disorders and classic bipolar illness have very strong hereditary features, although distinct 
separation is often difficult in childhood and a precise diagnosis per standard criteria may be 
difficult (Volkmar & Martin).   Much as in ADHD, depressive disorders have significant 
concordance of ~ 40-65% in twins, higher in identical twins.  There are also strong 
environmental factors, including economic adversity, neglect & abuse, loss of a parent or 
primary caretaker. Classic bipolar illness is highly inheritable, estimated to account for 60-85% 
of variance in risk but the clinical diagnosis of mania, particularly in pre-adolescent children,  is 
“complex and controversial” (Volkmar & Martin).  A recent review concludes that “the 
validation of any genetic signal is likely confounded by genetic and phenotypic heterogeneities 
which are influenced by epistatic, epigenetic and gene-environment interactions” (Lee , Woon et 
al, 2011).  Another review (Barnett & Smoller, 2009) states “it is now widely accepted that the 
genetic liability to bipolar disorder reflects the action of many genes of individually small 
effect”, similar to ADHD.  
 
Similarly there appears to be a strong hereditary component to the etiology of conduct disorders 
and the related category of oppositional defiant disorders, although with gathering evidence of 
significant interaction and modification by environmental factors, perhaps modified by 
epigenetic mechanisms. According to Volkmar & Martin, there is an estimated hereditable 
component of “about 50%” and “genetic factors can interact with environmental factors and…. 
appear weaker in children coming from supportive environments”. A classic 2002 paper in 
Science (Caspi, McClay et al, 2002) found association with a functioning polymorphism in the 
gene encoding monamine oxidase A, a neurotransmitter-metabolizing enzyme. Maltreated 
children with high MAOA expression were less likely to develop antisocial behavior.  Another 
study found a modest association of violent behavior and serotonin dysfunction mediated by 
genetic polymorphisms associated with serotonin transport (Retz, et al, 2004).  
 
There is increasing evidence for modification of genetic and biologic physiology and 
neurobiology by environmental mechanisms, perhaps through epigenetic mechanisms.  An 
excellent review of “The Lifelong Effects of Childhood Adversity and Toxic Stress” from the 
American Academy of Pediatrics  summarizes the ecology of childhood developmental 
outcomes and life course trajectories  in an “ecobiodevelopmental framework” (Shonkoff, 
Garner et al, 2012).  Much of this is modeled on the Lifecourse Health Development Model 
championed by Neal Halfon and collaborators (Halfon, Larson et al, 2013).  For example,  a 
recent study published only this year in the Proceedings of the National Academy of Sciences 
(PNAS) demonstrated correlation between stressful home environments and decreased length of 
chromosome endings(telomeres) that is moderated by genetic variation in brain serotonin and 
dopamine(Mitchell, Hobcraft et al, 2014).   
 
In summary, while there is increasing evidence linking genetic influences on various mental 
health disorders affecting children, with the exception of some well-defined genetic disorders,  



these associations are varied and intermixed with environmental associations, some of which 
have yet to be defined and fully characterized and likely involve a complex interplay of nature 
and nurture. 
 
Alice M. Forrester, Ph.D 
Myron Genel, MD 
Karalyn Kinsella, MD 
 
September, 2014 
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APPENDIX C 
 

PSYCHOTROPIC MEDICATIONS FOCUS GROUP FINDINGS AND 
RECOMMENDATIONS 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 

 
 
Psychotropic Medication Focus Group Recommendations 
 
 
 
 
 
1) Studying psychotropic medication use in children/adolescents was difficult because the data 
were largely unavailable and very difficult to obtain -  improvements in data access for stronger 
data analysis opportunities must be be made. We need to be able to not only know how many 
individuals are receiving any particular medication of interest, but we should also be able to 
understand what combinations are being used as well as the total # of medications per 
child/adolescent. Lastly, we need to be able to understand who is prescribing the medications and 
if the patient has a single provider, or multiple providers. 
 
2) Future efforts should look to use the attached AACAP document as a resource. 
 
3) DCF's Psychotropic Medication Advisory Committee should be the vehicle for all the 
medication tasks outlined in the Task Force's mission, and that monetary and personnel support 
be granted to PMAC to assist in data collection and data analysis. 
 
 
 
(see attached AACAP, A Guide for Community Child Serving Agencies on Psychotropic 
Medications for Children and Adolescents) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
 



 



 
 
 

 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



APPENDIX D 
 

COMPLEMENTARY AND ALTERNATIVE  TREATMENTS FOCUS GROUP 
FINDINGS AND RECOMMENDATIONS 



Gracelyn Guyol 
55 Collins Road, Stonington, Connecticut, USA 06378 

(860) 535-4134 ~gguyol@aol.com~ www.crazyrecovery.com 
 
 
 
To:    CT Children’s Mental Health Task Force 
 
From:  CMH Task Force CAM and Integrative Sub-Committee  

 
Goal:  Introduce holistic, evidence-based, effective, affordable  

methods for treating: 
ADHD (6.8% prevalence) 
Behavior/conduct disorders (3.5%) 
Mood disorders of depression, anxiety, & bipolar (3.0%) 
 

Folders with information on holistic methods    Treating  
1. Brain Balance Centers, Robert Melillo, Neurologist,   ADHD, Autism, 

Dyslexia, Professor, Functional Neurology Researcher    Tourette’s 
 

2. Nutrient Therapy, William J. Walsh, PhD, Director,   ADHD, Mood and 
Behavior Walsh Research Institute      Disorders 

 
3. Neurofeedback, Mary Jo Sabo, PhD, LMHC, BCIA, AIBT  ADHD, Depression, 

Anxiety Biofeedback Consultants, In-School & Private Programs   OCD, Dev. 
Disabilities 

 
4. Fast ForWord Language Programs, Michael M. Merzenich, PhD, ADHD, Special Ed, 

At Risk   
Brain Plasticity Researcher, Co-Founder, Scientific Learning Students 
 

5. Cerebral Electrotherapy Stimulation (CES), Charles Fisher,  Depression, Anxiety, 
President and Co-Founder, Fisher Wallace Laboratories  Insomnia, Chronic 
Pain 

 
6. Bipolar Nutrient Supplements: EMPowerplus & Equilib, or  Bipolar Disorder 

Customized protocols by Anne Procyk, ND, Third Stone Health 
 

7. Emotional Freedom Technique (EFT),    Anxiety, Trauma, 
PTSD 
Jane Percy, BA, CIH, ChT, Director, Riverlight Wellness 
 

8. ACACD Auriculotherapy (Ear Nerve Stimulation); with Amino  Addiction Recovery 
  

http://www.crazyrecovery.com/


Acid Therapy SynaptaGenX developed by Kenneth  Blum, PhD 
 

9. Homeopathy Medicine, created by Christian Frederich  All Mental Disorders 
Samuel Hahnemann, of Neissen, Germany, circa 1790 
 

10. Holistic Treatment of Psychiatric Crises & Violence,  Violence, Aggression, 
Mania  
Psychiatrists Peter R. Breggin, MD, and  
Michael B. Schachter, MD, CNS 

 


