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The Pathway Forward

Health Care is a Right, 
Not a Privilege.

16/17/20



Aggregate
Preliminary Data 

Survey administered in person to individuals at Covid testing 
event for Meriden/Wallingford Shelter. 

CHC and Non-CHC patients

Survey administered on IPad or by having it read by nurse and 
answers marked by patient. 

55 Respondents over 1 day event (not including focus groups)

Appropriate questions were used for aggregate data compared to 
Flu Clinic survey from fall 2019 at same sites. 

2 focus groups conducted at 2 shelters with total of 28 people. 



Data Results
Flu - vs - Covid

Question Yes No

If a flu shot were offered today free of 
charge would you want to get it?

94% 6%

If a Covid vaccine were available today 
free of charge would you want to get 

it?

16% 84%

On a scale of 1-5 with 5 being 
Extremely easy – how easy was it for 

you to get a COVID test? 

76% 
Extremely Easy/Easy

11%
I did not one a test



Focus Group Results
Covid Test
I need so many other things more than a Covid test. 

I don’t want to get sent to the hospital to die. 

They just put you on a respirator to die if you are positive – even against your will. 

Save it for someone who needs it. 

I had no symptoms. I don’t need the trouble. 

You can’t make me do that – I don’t need it and they will track me wherever I go. 

My family is against it. 

I am  afraid of how I will be treated here at shelter. 

I have been told I will not be allowed in shelter and hotels are closing now. 

I do not want to deal with 211. 

I do not want to go to hospital and die. I do not want to leave my family to go die in a hospital 
because the government makes me test. 

I know I don’t have it. 

I am afraid to go the hospital – even if I have it it can make me worse and I don’t trust the people to 
know how to take care of me. 

Who will take care of my family – better to be sick here then away from the family. 



Innovative Solutions to 
encourage testing

Fear

On – Site testing 
through community 
events in safe places

In person results 
when appropriate

Knowledge

Nurse visits for 
education 

Phone/video/in 
person

Provider presence for 
education and 
consultation 

Pre/post test

Confidence

Simple messaging of 
importance and 

impact

Lead by Example

Staff testing



Telehealth/Telephone Data

Telehealth/Televideo Data Results

Have you had a video or phone visit in the 
last 4 months? 

Yes 79% No 21%

How easy was it to schedule your visit 
with CHC?

81% very easy
10% Easy

5% Difficult

How comfortable were you having a visit 
over the phone or video?  

91% 
Very Comfortable/Comfortable

1% 
Not comfortable at all

How easy was it for you to use technology 
for your visit?

76% Very Comfortable
11% comfortable

8% not as comfortable as I would like

How likely are you to schedule another 
video/phone visit or refer a friend for 

visits? 

87% very Likely 1% Not likely at all



Barriers to Care 
Unsheltered/Shelter Patients

Not comfortable with going to the doctor in person

Don’t know how to contact the right person for appointments

Don’t like going to doctor – even when its not Covid

What are they going to do if it is on the phone – not worth my time. 

What if they record the visit and I don’t know it. 

Don’t have phone

Don’t want to use my phone for this

Waste of minutes

No place to do visit where there aren’t people listening

Way too much other stuff to do right now. 

I didn’t have a need so why call. 



Barriers to Care 
Non – Shelter Patients 
I don’t live in shelter and don’t want my family to hear my business

I don’t know how to connect

I can’t get appointments

Technology is not my thing, neither is social media. 

I don’t want a telephone visit – its weird. 

I don’t have a ride to get there to in person visit. 

I have trouble getting into visits. 

Tried it and hate it. 

This is bonkers – I don’t like phone visits – I want to see people. 

I don’t understand how phone visits are good – it went fine but when will be 
seeing face to face again. 

I don’t have a problem with technology I have a problem with this whole 
situation. 



Physical Mental Health 
Needs Increase

Patients surveyed self report an increase in 
difficulties around physical and mental health 

needs by 24-34% post COVID/post shelter in place 
order. 

“ I am really struggling. I can get appointments and its good but its not what I need – no offense- but everything 
feels different now and I wake up and I don’t ever feel good. My neighbors and I talk about how to cope with 
this stuff but there is no hope. I feel sad even when I go for walks and see my doctor. I see a therapist on the 
phone and its like is this even you because I don’t see you. I start medication and I now have to figure how to get 
it. I get food at places but you can’t go in and I don’t want to stand in line for hours like my neighbor did. I got 
asked not to go somewhere because my child did not have a mask. This is the worst thing I experienced in my 
life.” 
Interviewer: You mentioned that your physical health has declined – how so?
“I don’t feel good. I have pain I never had but no one is going to be able to help me now. I feel my mental health 
is affecting me in a physical way because I can’t manage some days. I did not send my kids to camp two days 
because I just want to sleep and make the pain in my body go away. I never had that before.”
NLW (42) New Britain



Talk about your physical/mental  
health over the last 4-6 months

“You can never know how bad this is on people who have no where to go. You call 211 and you get 
told to wait. Wait where? Wait how? I don’t have options like that so I make do in a friends car or at 
the green.”  JD (34) Meriden

“Everything in me hurts now. I sleep fine and maybe longer than ever before. I got moved no 
problem when shelter closed. I don’t feel good.” LM (27) Meriden

“You know it’s the time we are living in is all. It’s bad stuff and I feel like shit. Ain’t nothing else to 
say about it but I can’t move this body and I don’t want to. They say walk here, go there, do that. I've 
been old for ten years. Dude at the shelter died because this is all too much for people. I’m not into 
politics but this is all politics and it is damaging people.” MS (64) Meriden

“It is hard not to feel crazy every day. My body hurts, my head hurts, my brain doesn’t function. I’m 
not on the shelter any more but I still never know what’s going on and I have to go all over the place 
to get what I need. This is going to be hard time for a long time to come. “ 

AS (45) Wallingford.



Predicting the Willingness of the 
Sheltered Homeless to be 

Screened
Linda Casey
Director, HMIS and Strategic Analysis
CT Coalition to End Homelessness



Agenda

• Research 

• Hepatitis C Basics

• Risk Factors and Those 
Experiencing Homelessness

• Survey and Research 

• Results

• Lessons Learned 
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Hepatitis C: The Basics

17

Is a chronic blood-
borne liver 
infection

71 million 

people affected 
worldwide

Most infected 
people have       

NO SYMPTOMS

No vaccine exists, 
but there is 

effective treatment

85% will 

become chronically 
infected

Is life-threatening 
without medical 

intervention

Marginalized 
populations prone 

to HepC

2.4 million 

people affected in 
the U.S.



HepC and 
Risks For 
Those 
Experiencing 
Homelessness

• True burden of disease is not known 

• Estimated prevalence of HCV among 
the homeless: 3% to 75%

• Common risk factors:

• Intravenous drug use

• Prison or other enclosed 
environments

• Piercings and tattoos

• Sexual partners with HCV
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The Study
IRB Approved

Observational, Cross-
Sectional Study of 120 
Sheltered Homeless

5 Shelters
Hartford

New Haven

New London

Waterbury

Survey
Demographics

HepC Knowledge

Likelihood to Get 
Screened
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26%

74%

ETHNICITY
Hispanic/Latino Non-Hispanic/Non-Latino

Survey Demographics: Race and Ethnicity

20

27%

49%

16%

2%6%

RACE
Black White Multiple Asian American Indian



68%

31%

1%

GENDER
Male Female Transgender

18-24
9%

25-40
32%

41-55
33%

56-71
26%

AGE
18-24 25-40 41-55 56-71

Survey Demographics: Age and Gender
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Additional Survey Responses

56%

52%

48%

42%

0% 10% 20% 30% 40% 50% 60%

Seen Doctor Past 30 Days

Been to Prison

Been Homeless < 6 Months

Been Homeless > 1 Year



Findings

15 people (13%) indicated they currently had Hepatitis C

Most Known HepC Facts

• Can be transmitted by needles (83% responded correctly)

• Is highly contagious (72.5% responded correctly)

Least Known HepC Facts

• There is no vaccine (18% responded correctly)

• Affects the liver (27.5% responded correctly)
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Results 

Variables:
Age
Sex
Education
History of Prison
Tested Before
Dr Visit Within Past Year

Multivariate Analysis 

LEAST LIKELY TO GET SCREENED
• Those who had been tested before  

Odds Ratio 0.46, 95%CI  0.23-0.90

Odds Ratio 0.46, 95%CI  0.23-0.91

MOST LIKELY TO GET SCREENED
• Those who had been to prison

Odds Ratio 0.39, 95%CI  0.15-0.98 

Odds Ratio 0.41, 95%CI  0.17-0.95



Most/
Least 

Likely to 
Get 

Screened

• Women

• People aged 31-50 years

• Those who had been to prison

• Those with some college education
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• Youth (18-24) had among lowest 
willingness to get screened

• Time spent in shelter did not seem 
to play a factor



Take Aways

• Educate!
• Targeted strategies
• Informational flyers at shelters
• Providers playing more active role in discussing disease
• Periodic screening recommended for high-risk
• Provide convenient locations for testing
• Advocate for increased healthcare insurance coverage

• Public Health Implications
• Decrease prevalence of deadly disease
• Gain insight into health fears/knowledge



Questions?

Linda Casey

lcasey@cceh.org
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Helping Clients Face Health Fears 
from a Housing First 

& Harm Reduction Perspective

Jim Pettinelli
Executive Director
Liberty Community Services



Helping Clients Face Health Fears 

from a Housing First 

& Harm Reduction Perspective 

Everyone deserves the opportunity to pursue 

a healthy and productive life – that path 

begins with a place to call home 



Housing First Principles
#1 Serve the most vulnerable

#2 People move into housing directly without preconditions of 

treatment acceptance or compliance

#3 Robust services come to the housing – services

are predicated on assertive 

engagement, not coercion

#4 Continued housing is not 

dependent on participation 

in services

#5 Harm reduction approach -►

#6 Tenants have leases and 

tenant protection under the law



Harm Reduction

 The most basic principles of harm reduction acknowledge the 

reality that drug use and other risk related behaviors happen, 

strive to focus on: 

• valuing individuals

• reducing stigma and judgement 

• mitigating the potential harms that individuals may experience  

 The focus is not on “the drug use” “risk related behavior” per se, 

but on alleviating “potential harms”.

 Refocus the conversation into finding the relationship a client 

has to their substance or behavior

Remember a negative coping strategy is still a coping strategy.



“every problem was once a solution”



Healthcare and Harm Reduction?



Examples of  Harm Reduction
• Safer sex education

• Condoms

• PrEP – Pre-Exposure Prophylaxis

• COVID-19 testing 

• Naloxone/overdose education

• Linkage to primary care

• Syringe services programs (sterile syringes, injection 

equipment, etc.)

• Safe injection/consumption sites

• Low-threshold housing

• Flu shots

• Face masks

• Physical distancing



Understanding barriers, implementing coping 

interventions



Trauma-Informed Care

 Services are based on an understanding of 

the impact of violence and victimization

 Four assumptions

 Trauma is central & pervasive

 Use universal precautions

 Symptoms and behaviors are attempts to cope

 Goal: return a sense of autonomy and control 

to person being served                  



Trauma-Informed Services

1. Establish a safe environment

2. Use an empowerment model

3. Support the development of healthy relationships

4. Build healthy coping skills

5. Provide access to trauma-specific services

6. Are holistic

- Institute for Health and Recovery



Welcoming and collaboration

Welcoming:

 Individuals come to our services and 
programs because they have serious 
challenges and obstacles 

 We should expect:

• Challenging behaviors

• Uncertain and changing motivation for change

• Difficulty with relationships

• Difficulty with authority

• This is whom we work for



Welcoming and collaboration

Collaboration:

 Building a relationship with the full participation of the 
individual

 The work and healing take place within this 
relationship

 Individuals come with their own unique strengths, 
skills and wisdom

 We would be wise to make as much of their expertise 
as our own



Harm Reduction…. 

… “requires that we place the client’s perspective and their wishes above our 

own sense of what is best…

We ask ourselves to set aside our own fears, values and choices in order to 

assist this other human being to make his or her own choices and grow to his 

or her potential in the midst of chaos”.

- Patt Denning



Intensive Care Management 
Program

Nancy Sienkowski
Manager of the Intensive Care 
Management Department
Community Health Network of CT

Traci Burdick
Community Health Worker
Community Health Network of CT



Intensive Care Management 

Program 



Intensive Care Management 

(ICM) Program

 ICM is a voluntary, person-centered program developed to support 

HUSKY Health members in reaching their health goals through 

education and access to quality healthcare

 ICM case managers specialize in chronic disease management of 

diabetes, asthma, chronic obstructive pulmonary disease (COPD), 

congestive heart failure (CHF), and sickle cell disease (SCD)

 The ICM team recognizes that members present with complex 

needs and barriers place them at higher risk for poor health 

outcomes

 The ICM program strives to minimize obstacles by utilizing a 

culturally aware and person-centered approach that recognizes 

many factors can impact a person’s ability to successfully manage 

their health
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Health

Cultural

Behavioral

Environmental

Financial

Social 
Determinants 

of Health

Physical

Factors that Impact Health
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Multidisciplinary Team 

 Nurses (APRN, RNs, LPNs)

 Registered Dietitians 

 Pharmacist

 Certified Community Health Workers

 Certified Specialty Educators:

 Childbirth Educators

 Certified Diabetes Care and Education Specialists

 Certified Case Managers

 Certified Lactation Counselor/International Board Certified Lactation 

Consultants

 Licensed Clinical Social Worker

 Licensed Marriage and Family Therapist

 Administrative Care Coordinators 

 Medical Director 
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Community Engagement Team

 17 certified Community Health Workers (CHWs)

 Front line workers who empower families to improve 

their health

 CHWs help members:

 Access available community resources to stabilize their living 

situation

 Navigate the healthcare system 

 Manage chronic conditions in culturally relevant ways
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Outreach Process

Phone Face-to-face visits Videoconferencing
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Changes to the ICM Program during 

the COVID-19 Pandemic
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During the COVID-19 public health emergency (PHE):

 ICM suspended:

 Face-to-face visits with members

 In-person visits with members to providers

 In-person visits to shelters and soup kitchens

 ICM continued:

 Virtual participation in community care teams

 Outreach via phone and videoconferencing 

 Collaboration with service providers



COVID-19 Related ICM Initiatives

 Facilitate communication with providers during practice 

closures

 Identify open offices willing to provide telehealth or in-

person visits

 Encourage members to communicate with their 

providers to find the safest facility for emergent 

assessment needs

 Provide resources for food, open facilities, and providers 

willing to accept new patients
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Interventions with Homeless Members

 Referral to CHWs

 Collaborate with shelter personnel for homeless members

 Provide resources for social determinants of health (SDOH) 

needs

 Refer to behavioral health providers; warm transfers to crisis 

line at Beacon Health Options/Connecticut Behavioral Health 

Partnership (CT BHP)

 Maintain ongoing contact with members to address new 

issues

 Coordinate non-emergency medical transportation 

 Provide COVID-19 testing site information and assist with 

provider orders and referrals when needed
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Key Contacts for Community Health Network 

of Connecticut, Inc.® (CHNCT) Medical ASO
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Intensive Care Management Program Presenters

Traci Burdick, MBA, CCHW

Certified Community Health Worker 

Community Affairs & Engagement

203.949.6150

tburdick@chnct.org

Provider Engagement Services

Phone 1.800.440.5071

Fax 1.855.755.0855

Intensive Care Management (ICM) Referrals

Phone 1.800.440.5071, extension 2024

Fax Referrals 1.866.361.7242

Nancy Sienkowski, BSN, RN, CCM

Manager

Intensive Care Management

203.626.7272

nsienkowski@chnct.org

mailto:tburdick@chnct.org
mailto:cgrandell@chnct.org

