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Patricia Baker 
President and CEO 
Connecticut Health Foundation 
 
Tooth decay continues to be the single most common chronic disease among U.S. children.  This problem 
persists despite the fact that it is preventable through early and consistent family interventions.  Decay is 
five times more common than asthma and 80 percent of dental disease is found in about one-quarter of 
children.  Unfortunately, low-income children and their families are much more likely to suffer from this 
disease, but also are much less likely to obtain dental care. 
 
Over the past ten years, the Connecticut Health Foundation (CT Health) has made progress in expanding 
access to and use of oral health services for low-income children by: 

• Commissioning a blueprint of action steps designed to improve oral health and access to dental 
care (Elements of Effective Action to Improve Oral Health & Access to Dental Care for 
Connecticut’s Children & Families). 

• Supporting efforts to increase Medicaid reimbursement for children's dental services, which 
expanded the number of participating providers.   

• Funding community-based collaboratives in several Connecticut communities to expand capacity 
or an integrated, community-based system of oral health care. 

• Establishing and supporting the Connecticut Oral Health Initiative, the leading statewide oral 
health advocate. 

• Commissioning a multi-year evaluation of the effectiveness of increasing Medicaid 
reimbursement rate for oral health services provided to children insured under HUSKY as a 
method of improving access. 

• Developing a model for federally qualified health centers (FQHCs) to use when contracting with 
private dentists who provide oral health services.  This contracting model was included in the 
federal Children’s Health Insurance Program Reauthorization Act (CHIPRA) of 2009.  

 
While the results of our work over the past decade are promising, in 2010 we realigned our 
strategic grant‐making priorities to focus on prevention and ensuring patients establish a “dental 
home,” a source of ongoing, comprehensive dental care no later than age one (see enclosed  
Executive Summary of the 2007‐2017 Strategic Plan).   
 
More specifically, our future investments will focus on the integration of health, education and 
human service systems into oral health and the promotion of oral health among pregnant women.  
Research illustrates that mothers may pass on tooth decay‐causing bacteria as well as unhealthy 
nutrition that can lead to oral disease. Mothers without regular dental care are less likely to seek 
dental care for their children. 
 
In September of 2010, CT Health issued two requests for proposal that are designed to identify low-
income pregnant women or women contemplating pregnancy, promote oral health, and provide pathways 
to establish an ongoing “dental home.”   Outcomes of these grant initiatives may have public policy 
implications in connection with SustiNet and federal health reform implementation, Medicaid managed 
care restructuring and the potential development of a primary or elementary school dental screening 
requirement.  



 

 
Oral Health for All 

 
 
 

December 13, 2010

Board of Directors: 

Howard I. Mark, DMD 
     President 

Robin Knowles, RDH, MPH 
      Vice-President 

Jamey Bell, Esq. 

Scott Bialik, DDS 

Adele Gordon 

Douglas Larson 

Dennis McBride, MD, MPH 

Margaret Ann Smith, DMD 

Lorri Vilorio 

Juan Figueroa, Co‐Chair
Healthcare Policy Working Group 

Tory Westbrook, M.D., Co‐Chair
Healthcare Policy Working Group

Dear Mr. Figueroa and Dr. Westbrook:

The Connecticut Oral Health Initiative (COHI), a leader in oral health 
advocacy, is writing to convey our desire to assist the Healthcare Working 
Group on key oral health issues.

As you are undoubtedly aware, the preservation of the healthcare safety
net for Connecticut residents is critical for our neediest population. One 
of the major findings of the Surgeon General’s 2000 report on oral health 
stated that “oral diseases and disorders in and of themselves affect 
health and well‐being throughout life.” From that perspective, we 
support the premise that oral health is fundamental to overall health, yet 
it is often overlooked in the shuffle of healthcare issues. Dental care 
remains the single greatest unmet health care need for children, while 
tooth decay is the most common childhood disease: five times more 
prevalent than asthma. It’s presence in children affects their ability to 
eat, speak and learn. 

Additionally there is definitive correlation between dental disease and 
low‐weight birth rates. Oral health has an impact on chronic conditions 
in adults, including diabetes, heart disease, stroke and cancer. Dental 
disease can adversely affect an individual’s ability to perform basic 
activities: employed adults lose more than 164 million hours of work 
each year due to oral health pain and disease. Unlike many medical 
conditions that run their course without treatment, dental conditions 
worsen and become more costly to treat without intervention. 

As Governor‐Elect Malloy and his transition team grapple with prioritizing
services and resources in the face of budgetary shortfalls, we strongly 
urge that state budget reductions do no health harm. COHI asks you, as 
co‐chair of the Healthcare Policy Working Group, to share with Governor‐ 
Elect Malloy the following recommendations: 

Staff: 

   Lisa Belisle 
Executive Director 

Linda Erlanger, DDS 
 Advocacy Director 

  Susan Vickstrom 
Administrative Assistant 

        COHI 
   175 Main Street 
 Hartford, CT 06106 
    (860) 246-2644 
info@ctoralhealth.org 



  1. Incorporate preventive dental services in the state’s health exchange medical plan (SustiNet) 
   and ensure that the Connecticut health exchange plans include dental services in parity with 
   similar private and public health coverage for oral health. 
   a. Preventive dental services should be included in the health exchange medical plans as well as 
       all commercial health plans. Preventive services may consist of an annual dental exam and 
       dental cleanings at six‐month intervals for children and adults, as well as topical fluoride 
       application, fluoride varnish and sealants for children and topical fluoride application for 
       adults who are undergoing head and neck radiation for treatment of disease. 
   b. Additional preventive, restorative and other non‐preventive dental services should be offered 
       as tier‐based benefits with appropriate and affordable pricing. 
   c. A licensed dentist (DDS or DMD) must be included in all Exchange workgroup benefits 
       discussions. 
   d. Adoption of electronic health records (EHR) in care delivery settings is essential to the future 
       of quality, cost‐effective healthcare, and systems should be designed to integrate 
       documentation of both medical and dental patient visits and clinical data

2. Support a revenue option for Connecticut on soda and other sweetened beverages.
   a. Establish a state tax on soda and other sweetened beverages and dedicate those resources for 
      public health and education programs. 
   b. Prohibit the use of CT SNAP (Supplemental Nutrition Assistance Program) benefits for the 
      purchase of soda and other sweetened beverages.

3. Support preventive and restorative dental services delivered in school based health centers. 
   a. Dental hygienists should continue to provide oral screening examinations, dental cleanings, 
      fluoride treatment and sealant applications at the school sites and make referrals to dentists 
      when additional treatment needs are identified. 
   b. Dentists should continue to review assessments and provide restorative treatment at school 
      sites where appropriate equipment is available.

In support of these measures, allow us to provide additional discourse:

1. Incorporate preventive dental services in the state’s health exchange medical plan (SustiNet) 
   and ensure that the Connecticut health exchange plans include dental services in parity with 
   similar private and public health coverage for oral health. 

Oral health is a critical component of health and must be included in the provision of health care 
and the design of community programs.1 

The arguments in favor of both national health reform and Connecticut’s SustiNet plan (Public Act 
No. 09‐148) have been grounded in prevention and cost‐effectiveness. The importance of good 
oral health care has been cited at the federal and state levels. With preventive care, Connecticut 
residents have a better opportunity to live free from pain and disease. This includes oral health, as 
a healthy mouth is functionally vital to personal well‐being throughout the age spectrum. This 

1 
 U.S. Department of Health and Human Services.”Oral Health in America: A Report of the Surgeon General.” 
Rockville, MD: U.S. Department of Health and Human Services, National Institute of Dental and Craniofacial 
Research, National Institutes of Health, 2000. 



  action would be a forward‐thinking achievement and a progressive example for health reform 
across the nation: 

Estimates reveal a savings of 7.3% from regular screening and early intervention with 
identified oral disease.2 
Prevention of dental disease ranks above HIV screening and influenza immunization in cost 
savings3 
Oral cancer screening is effective and cost effective; if cancer is detected in a pre‐cancerous 
state, the disease itself can be prevented.

The Sustinet Board Partnership Board of Directors, Task Forces and Advisory Committees 
underscore the importance of oral health and the historical lack of parity with medical services. 
This recognition is evinced in the language of Public Act No. 09‐148, Section 1. (2) (G): Dental care 
coverage that is comparable in scope to the median coverage provided to employees by large 
employers in the Northeast states; provided, in defining large employers, consideration shall be 
given to the capacity of available data to yield, without substantial expense, reliable estimates of 
median dental coverage offered by such employers.

Most mid‐size to large employers, State of Connecticut employees and federal employees are 
offered dental coverage under their respective health benefits plans. The dental benefits 
premiums may be subsidized by the employer or, as with the Federal Employees Health Benefits 
Program (FEHBP), on an enrollee‐pay‐all basis. The bargaining power of large employers and state 
and federal governments, a result of the number of eligible enrollees, allows coverage to be 
purchased on a group basis, resulting in lower premiums and no pre‐existing condition limitations. 
To honor the Public Act language and respect that oral health is imperative to overall health, the 
Exchange workgroup should require that all plans in the Connecticut health exchange offer 
preventive dental services as well as an array of tier‐priced dental benefits packages at appropriate 
and affordable costs. 

2. Support a revenue option for Connecticut on soda and other sweetened beverages.

In 2009 there was a spate of articles in the media about the possibility of a soda tax. Most of the 
articles and news clips centered around beverages infused with sugar, high‐fructose corn syrup and 
fruit‐juice concentrate and its effect on obesity. In an article from the LA Times, October 6, 2009, 
Kelly Brownell (director of the Rudd Center for Food Policy and Obesity at Yale University) and David 
Ludwig (associate professor of pediatrics at Harvard Medical School) noted that a one penny per 
ounce tax added to the cost of sugared beverages could generate about $150 billion annually over 
the next 10 years. The story also notes that the average American consumes 50 gallons of sugared 
beverages per year. If the one cent per ounce tax was applied in Connecticut, it would produce no 
less than $225 million in additional annual revenue.4 The authors recommend that the resultant 
revenue be spent on needed programs.

A key consideration absent from these discourses is the impact of soda and other sugary beverages 
on the incidence of dental caries. The continual presence of sugars and acids in the mouth creates 

2 
  Zavras AI et al, “Health Care Savings from Microbiological Caries Risk Screening of Toddlers: a Cost Estimation 
Model”. Journal of Public Health Dentistry. Summer 2000. 60(3) pp. 182‐8. 
3 
  Oral Healthcare: Essential to Health Care Reform Policy Statement, American Dental Education Association 
4 
  Based on 7/1/09 U.S. Census population data for CT (3,518,288) x average of sugared beverages consumed 
annually by average American (50 gallons) x number of ounces per gallon (128)



 

 

an environment more prone to dental decay. Research indicates that increased soda consumption,
regular powdered beverages and 100% fruit juice is associated with increased caries risk.5 Although 
the American Academy of Pediatrics recommends that children ages 1‐5 consume no more than 4 to 
6 ounces of fruit juice per day, greater than 10% of U.S. preschoolers drink 2‐3 times more than the 
recommended daily amount.6

According to recent data, there are more than 300,000 Connecticut residents receiving benefits
under the Supplemental Nutrition Assistance Program (SNAP). 7 Tobacco products and alcoholic 
beverages are among prohibited purchases with SNAP benefits; soda and other sugared beverages 
are allowed. In October 2010, the New York City Department of Health and Mental Hygiene, along 
with Mayor Michael Bloomberg, made a formal request to the United States Department of 
Agriculture to authorize a demonstration program to remove sugar‐sweetened beverages from the 
list of allowable purchases through SNAP. Their premise is based on the increased risk of obesity 
and Type II diabetes from the caloric consumption of such beverages.8 A July 2010 news article 
noted that a supermarket executive advised that carbonated soft drinks accounted for 6.2% of SNAP 
recipient’s grocery bills. If 2010 SNAP estimates are accurate, that would amount to $4 billion in 
taxpayer money spent on SNAP soda purchases (based on estimated $65 billion for SNAP grocery 
benefits in 2010).9 

We kindly ask that you review these recommendations as improvements to public health and view them
for their potential revenue savings and revenue enhancements, respectively. 

Thank you in advance for your consideration. The staff and members of COHI’s Board of Directors stand
ready to assist the Healthcare Policy Working Group: please do not hesitate to contact us with any 
questions regarding this information or on oral health issues and policy.

Sincerely, 

Lisa Belisle
Executive Director 

Howard I. Mark, DMD 
President 

5 
  Marshall et al, “Dental Caries and Beverage Consumption in Young Children” PEDIATRICS Vol. 112 No. 3
September 2003, pp. e184‐e191 
6 
  Dye et al, “The relationship between healthful eating practices and dental caries in children aged 2–5 years in the 
United States, 1988–1994”, J Am Dent Assoc, Vol. 135, No 1, 55‐66.

7 
8 
  http://www.cahs.org/programs‐snap.asp
  Removing SNAP Subsidy for Sugar‐Sweetened Beverages How New York City’s proposed demonstration project 
would work, and why the City is proposing it, http://www.nyc.gov/html/doh/downloads/pdf/cdp/cdp‐snap‐faq.pdf 
9 
  Michael Jacobson, “Big soda deserves taxes, not subsidies”, The Huffington Post, July 16, 2010 
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Workforce Development: Primary Care Physicians  
 
Cato Laurencin, MD, PhD.  
Dean of the School of Medicine  
University of Connecticut 
 
Statement of Issue  
The Connecticut 2009 Primary Care Survey: Physician Satisfaction, Physician Supply and Patient Access to 
Medical Care commissioned by the Connecticut State Medical Society, revealed that Connecticut’s 
primary care capacity is already stretched very thin: 28% of internists and 26% of family physicians were 
not accepting new patients.  In addition, on average, new patients faced a wait of 18 days for a routine 
office visit.  The addition of currently un‐ and underinsured patients to the patient load would be 
expected to stretch urban area physicians and overwhelm those in rural areas if structural issues are not 
addressed.  This report tells us that Connecticut has a limited capacity to care for more patients who 
require primary care services.  Half of the respondents reported that obtaining referrals to specialists for 
their patients had become more difficult over the past three years.  Health plan restrictions were the 
most significant reason cited for this difficulty, followed by the supply of physicians in specialty areas. 
 
It is widely known that lower salaries are a disincentive to medical students choosing Primary Care 
careers.  Students list a number of factors that influence their career choice.  According to the 
Association of American Medical Colleges (AAMC), the majority of medical students cited the content of 
the specialty, its fit with personal interests and skills, and mentor or role model influence as the three 
most important factors in career choice.  Their decisions are directly affected by:  
 
• Educational Debt Load:  Average Medical Student debt load climbed to $141,751 according to the 

2008 Association of American Medical Colleges (AAMC) Graduate Questionnaire (GQ).  Historically, 
this level of debt has pushed many students to higher paying specialties.   

• Salary Expectations:  Historically, procedural specialties have enjoyed far higher reimbursement 
levels when compared to primary care.  Both for life style considerations and their ability to pay off 
their educational debts, students may be drawn to higher paying specialties. 

• Life Style Considerations:  Students may be drawn to specialties perceived as having more 
predictable work hours, less harried work environments and more controllable lifestyles.   
Primary care, with its inherent responsibility for coordinating all aspects of patient care, long hours 
and unpredictable (and potentially unscheduled) patient needs, as well as relatively poor 
reimbursement, is perceived by many students as not competitive with other specialties (e.g. 
dermatology). 

• Role Model Influence:  A majority of medical students cite the influence of a mentor or role model.  
Unfortunately, physicians, primary care or not, are seldom trained in career counseling and 
mentoring of students and physicians in training.   

• Personal Characteristics:  Gender, age, major in college, etc., have all been correlated at times with 
career choice.  It would appear that women and somewhat more mature students tend to track into 
primary care careers. 

 
What we’re doing:  35% of UConn Medical School Graduates practice in the state of Connecticut.  
Approximately 50% of all trainees/residents‐in‐training at UC are training in primary care.  Through 



 

numerous University‐sponsored educational pipeline programs that focus on training health professions, 
thousands of students statewide (from middle school, high school, undergraduates and masters) are 
exposed to health careers, often in urban centers.  For example, the Health Center’s Urban Service Track 
Program allows students from the University’s Schools of Medicine, Dental Medicine, Pharmacy and 
Nursing to learn and serve in urban health care settings.  
 
Immediate Action Areas  
A. Prioritization Schedule and Timeline  

The following are three approaches that in the immediate, intermediate and long‐term would 
increase the number of primary care physicians practicing in the state. 

 
Immediate Impact:  Develop a loan repayment assistance program for medical school loans for 
individuals who complete a residency program in primary care in exchange for committing no 
less than four years of service in the state.  Preference should be given to those who will 
practice in medically underserved areas.    

 
Intermediate Impact:  Fund a full tuition and fee scholarship program for students enrolled at 
the UConn Medical School who will pursue careers in primary care.  In exchange for the 
scholarships, students shall provide at least four years of service within the state in primary care 
with preference given to practice in underserved areas.  

 
Long Term Impact:  Provide funding to expand existing “Pipeline Programs” sponsored by the 
University of Connecticut Health Center to increase the number of students who will pursue 
careers in medicine and other health professions.  Expanding these pipeline programs will 
enhance diversity and reduce disparities in the health care professions (see attachments). 

 
B. Fiscal Impact: cost savings? implementation costs? 

Immediate:  Primary Care Residency Loan Repayment Assistance Program:  $124,220 (cost of 
four years of UConn Medical School for in‐state students) per resident. 

 
Intermediate:  Medical School Scholarship Program:  $124,220 (cost of tuition and fees for four 
years per medical student). 

 
Long term:  The attached documents provide the additional resources required to increase the 
numbers of students served in the pipeline programs, total impact approx. $2.33 million. 

 
C. Jobs Impact:   

Encouraging, mentoring and providing additional support to prospective and current medical 
students increase the likelihood that students will enter the field of primary care and/or serve in 
under‐served areas, thereby increasing access to quality healthcare for the residents in the state 
of Connecticut.  

 
D. Malloy/Wyman Campaign Policy Tie‐In: 

The shortage of primary care physicians in the state of Connecticut will soon reach crisis 
proportions.  Individuals, particularly the elderly,  are currently having difficulty finding 
physicians who will accept new patients. Efforts to increase access for Connecticut citizens 
factors  in directly with the campaign statement to “Work with the federal government and 



 

medical schools in the state to train more primary care physicians, nurses and other providers 
who will remain in the state to meet the needs of our residents.” 

 
For additional information see attachments: 
Diversity in Health Professions and Health Disparities 
Support of Primary Care Workforce 

 
Long Term Needs/ Vision 
With incentives to enter the field of primary care, more medical students and residents in training will 
practice primary care in Connecticut, thereby increasing the citizens’ access to care. 



 

Diversity in the Health Professions and Health Disparities 
 
Cato Laurencin, MD, PhD.  
Dean of the School of Medicine  
University of Connecticut 
 
 
The Issue: Diversity in the Health Professions and Health Disparities 
 
What we are doing: The University of Connecticut Health Center, in collaboration with its 
partner school district and colleges, implemented the Health Professions Partnership Initiative 
HPPI (now called Aetna HPPI) in June, 1996.  The goal of the Aetna HPPI is to increase the 
applicant pool of Connecticut underrepresented minorities, low income and first generation 
college students to medical school, dental school, graduate programs in biomedical research, 
allied health professions and pharmacy. In recent years, other activities have been added in an 
effort to be more comprehensive and effective in achieving the goal. The Great Explorations 
Program for middle school students and the activities at the Sport and Medical Sciences 
Academy for high school students were implemented to serve as feeders into the Health 
Professions Jumpstart, Junior and Senior Doctors Saturday Academy. Students in middle school 
are exposed to the sciences and health professions. This provides a foundation for them as they 
move to high school where activities continue to expose them to health issues in their community 
as well as provide them with a ‘college ready’ curriculum. As they matriculate to college, they 
are given the opportunity to become involved in more sophisticated issues such as conducting 
health research in the community. The exposure and involvement serves as a basis on which they 
can develop a commitment to serve in their community as primary health care providers. The 
current programs target students in the Hartford area. Our vision is that replication of the 
programs at another area of the state such as the Stamford area will enable a cadre of individuals 
to develop a similar sense of serving in the community as primary care physicians and dentists 
once they are similarly exposed.   
 
The current programs are all revenue neutral because of the support of several entities including 
the Aetna Foundation, the Connecticut Department of Higher Education ConnCAP Grant, the 
Fisher Foundation and the University of Connecticut Health Center. The main educational 
enrichment and support activities are described below:  
 
Great Explorations:  Designed to raise college and health professions career awareness among 
Hartford  students  enrolled  in  grades  6‐8,  the  program  serves  225  students  annually  and 
provides services to participants in the form of science exposure activities, after‐school tutoring 
and  enrichment  activities  and  a  4‐week  summer  academic  enrichment  program.  (Jumpstart 
Program). 

Sport and Medical Sciences Academy: Enrichment programs in the health professions are 
provided to students at this school. Activities include visits to universities and the health center, 
lectures by various health professionals, an epidemiology course taught by health center 
professionals and students serving as teen patients for preparing medical students to interact with 
teen patients.  



 

Saturday Academy (Jumpstart, Juniors and Senior Doctors Academy): A six-week summer 
program and 20-week academic year Saturday Academy for 100 high school students (grades 9-
12) from the Hartford area schools who expressed an interest in medicine, dental medicine or 
biomedical research.  This program held on the campus of the University of Connecticut Greater 
Hartford provides students with a review of algebra, geometry, science, language arts and proven 
test-taking strategies to increase CAPT, PSAT, SAT and other scores. Enrichment activities with 
presentations by Health Center staff and the colleges, field trips, and parent/student activities are 
also scheduled.  
 
High School Student Research Apprentice Program:  A six-week summer program for high 
school students who have completed their junior or senior year and have indicated an interest in 
medicine, dental medicine or biomedical research.  This program provides the students with a 
research experience in one of the basic science or clinical laboratories at the University of 
Connecticut Health Center, or Central Connecticut State University.    
 
High School Mini Medical/Dental School Program:  A series of eight to ten weekly 
lectures/demonstrations presented by faculty members of the Health center to high school 
students. The lectures are also broadcast live to sites around the state.   
 
Parental Development Program: Programs are planned during the academic school year that 
involve parental participation that will ultimately help foster and strengthen the role of the parent 
to promote and mentor their child’s interest in the health professions.  Activities such as tours of 
the University of Connecticut Health Center; series of educational lectures on health topics; 
computer literacy; health professions career guidance, and college financial aid for high school 
students. 
 
Pre College Enrichment Program:  A six week summer program for college pre-freshmen at The 
University of Connecticut, Storrs.  The purpose of this program is to enhance the preparation and 
to increase the retention of freshmen already admitted to college. Most of the participants are 
students from the Saturday Academy mentioned above.  
 
College Enrichment Program:  A six-week summer program for college freshmen and 
sophomores at the University of Connecticut, Storrs.  The purpose of this program is to increase 
the retention of freshmen and sophomores admitted to college.   
 
Medical/Dental Preparatory Program (MDPP):  A six-week summer program for students who 
expect to apply to professional schools of medicine and dental medicine.  The purposes of the 
program are to (a) facilitate the entry of these students into professional school by improving 
their performance on admissions tests and (b) to increase the retention of successful matriculants 
to professional school through early exposure to professional education.    
 
Summer Research Fellowship Program (SRFP):  A ten-week program designed to provide a 
research enrichment experience and exposure to clinical medicine or dental medicine to 
undergraduate college students.  
 
Clinical Summer Research Fellowship Program:  A six week program where participants are 



 

placed at one of several clinical sites in the community to conduct research. The students 
targeted for this program are college students who have participated in the Saturday Academy. 
Conducting clinical research and exposure to health issues in the community where they were 
raised may have a positive impact on the decision to practice in that community when they have 
completed their health profession training.  
  
In addition to the structured programs described above, the Health Center has several other 
initiatives in place.  The Bridge to the Future Science Mentorship Program (BFSMP) is a 
program in which medical, dental, graduate, nursing and allied health students serve as mentors 
to college students, who have expressed an interest in a career in the health professions.  The 
college students in turn serve as mentors to high school students in the program.  A network is 
established which includes the middle school through professional school educational 
community, all sharing an interest in science or health professions.  The program provides an 
opportunity for college and high school students to seek advice from medical, dental, graduate, 
nursing and allied health students and gain insights into successful preparation for an application 
to professional schools.  Thus, the program is aimed at meeting the long-term objective of 
increasing diversity in health professions programs.  Among a number of strategies formulated to 
meet this objective is development of mentoring programs for high school and college students 
that involve students from the academic Health Center’s professional schools. 
 
What we propose: Replication of the Health Professions Saturday Academy at the UCONN 
Stamford campus with 50 high school students. These students will then be eligible to participate 
in our other Health Professions Pipeline programs as they matriculate and move through college. 
 
Schedule: June 20- July 29, 2011: Summer component of the Saturday Academy 
September 2011 – June 2012: Academic Year component of the Saturday Academy (20 
Saturdays) 
 
Fiscal Impact: The current programs are all revenue neutral because of the support of several 
entities as stated previously. Total cost of current programs = $1.5 million. However, additional 
funds for replicating the Saturday Academy at Stamford will be required as follows: two 
Education Specialists, 6 teachers, educational supplies, transportation costs, and student meals.  
 
Total additional funds needed= $330,000 (approximately) 
 
Long-term Needs/Vision: Increasing the number of students in the Saturday Academy at 
Stamford from 50 to 100; the provision of financial support for those students who matriculate in 
health professional schools. 
 
Jobs Impact and other Benefits: Jobs for 2 educational specialists, 1 administrative assistant, 6 
teachers (full time during the summer and part time during the academic year); The Economics 
of providing educational supplies, transportation and meals for the students – vendors providing 
the services; Potential of producing more diverse health care providers from the Stamford area.  



 

The Connecticut Institute for Clinical and Translational Science at the 
University of Connecticut 

 
Cato Laurencin, MD, PhD.  
Dean of the School of Medicine  
University of Connecticut 
 
Statement of Issue 
Nationally, health research is undergoing a paradigm shift to accelerate the direct application of 
scientific discovery and evidence in healthcare practice and the community.  The new paradigm 
is focused on the translation of bench research to the bedside in clinical trials (T1) and from the 
bedside to the clinic and community (T2).  All across the translational continuum, 
multidisciplinary teams of researchers, clinicians, and policy makers are being formed and 
infrastructure support systems are being designed to support the new approach to research and 
science.  Academic Health Centers must be prepared to engage in this paradigm shift to 
remain competitive in research, training and care delivery.  The National Institutes of Health 
(NIH) have made translational research a top priority, launching the Clinical and Translational 
Science Award (CTSA) program in 2006, and more recently announcing plans to realign 
resources to establish a new Center devoted to advancing translational science.   
 
The University of Connecticut, in partnership with five regional hospitals, state agencies, and 
three community health care organizations, has created the Connecticut Institute for Clinical and 
Translational Science (CICATS), headquartered at UCHC, to transform the way science is 
conceived, conducted and disseminated in Connecticut. The partnership has been actively 
seeking an NIH CTSA award and has a strong application pending review. A decision is 
expected early in 2011.  If awarded, approximately one-third of the cost of CICATS would be 
covered by the award.  CICATS organizes the University and its partners into a single 
functioning research partnership with substantial new infrastructure, staff and expertise located 
across the region and primarily supported by the University. The mission of CICATS is to 
transcend traditional boundaries of a university and incorporate community researchers and 
practitioners into the research process.  This will be accomplished through: leveraging existing 
assets and collaborations in and across its partners; encouraging biomedical and health-related 
discoveries and expediting their translation into products, treatments, and interventions to 
improve people’s lives; educating and nurturing new scientists; increasing the number of clinical 
and translational research projects conducted at the Health Center, regional hospitals, the Storrs 
campus of the University, and other healthcare organizations throughout the greater Hartford 
metropolitan area; and working collaboratively with regional stakeholders to improve healthcare 
disparities in the region and the nation.  
 
Immediate Action Areas  

A. Prioritization schedule and timeline   



 

CICATS operations are limited and funded by the University, while awaiting an NIH review in 
February 2011.  If funded, the 5-year award would begin in July 2011.  The award would 
increase CICATS operations by funding a large education and training component. However, 
two-thirds of the operational cost of the Institute will remain as a University obligation ($46 
million over 5 years).   

 
B. Fiscal impacts: cost savings? implementation costs?  

We project a substantial return on investment (ROI) associated with this investment, however, to 
be sustained, we request one-third of the cost in new State funds ($22 million over 5 years), one-
third in existing University funds and one-third from the federal grant. 
 

C. Jobs Impacts   
We project that 68 additional staff and faculty will be required to provide growth in 
infrastructure and to staff new grants and projects over the next five years. 
 
Today, the UCONN R&D Corp is managing five firms emanating from medical innovations. 
The Technology Incubation Program at UCHC is currently supporting five firms from outside of 
the university; two engaged in drug discovery, two medical device firms and an Information 
Technology (IT) firm to develop a system to support compliance with federal health care 
mandates. Four firms with ten jobs are located at our new incubator co-located with the stem cell 
core lab and four others are in the various stages of our application process. Each has the 
potential to utilize CICATS to support company job growth.   
 
We project that 68 new grants across the partner institutions will result from CICATS supported 
pilot studies (6/year), K-12 scholars (10 over 5 years), Multidisciplinary research teams (20 over 
5 years) and from a minimum of one additional grant from each partnering institution.  These 
grants (primarily NIH funded) will range from small R03 awards at $50,000/year to large R01 
awards at $350,000/year for up to 5 years.  With overhead rates ranging from 20-54%, the region 
will benefit over the five years at $13,600,000/year in directs and up to $7,344,000 in overhead 
for a total of $21 million per year. 
 

D. Malloy/Wyman Campaign Policy Tie In   
CICATS is precisely what is needed to assist Governor Malloy in achieving his stated goals of 
having A Bioscience Connecticut (ABC) and affordable, quality health care.  At the T1 end of 
the translational continuum, vibrant CTSA Centers where innovation and fast-track translational 
science is being conducted will attract the kind of trainees, scientists and bio-technology firms 
that ABC will need to be a success.  At the T2 end of the continuum, innovative primary care 
models, effective HIV, obesity and diabetes prevention programs, as well as cutting-edge 
technology solutions that will have immediate practical benefit for healthcare and health status in 
Connecticut.  
 



 

E. Benchmark state(s)  
NIH plans to fund 60 CTSA applications leaving approximately half of the Academic Health 
Centers in the U.S. without funding.  UConn should not be in the unfunded half.  In the northeast 
the only other State University with a currently funded CTSA is at UMass.  The other centers are 
all large, private institutions including 3 in Boston, 1 in New Haven, CT and 7 in New York 
City. 
 

F. People/organizations in CT who are knowledgeable/supportive   
UConn has partnered with Hartford Hospital, Saint Francis Hospital, CT. Children’s, Hospital of 
Central CT, the Hospital for Special Care and three community organizations including the 
Hispanic Health Council and the Institute for Community Research.  The leaders and scientists 
from each partner organization have been involved in CICATS development from its inception 
and are deeply involved in its operations.  In addition we have the support of our Congressional 
Delegation, the Commissioner of DPH, the National Medical Association and many other 
regional stakeholders. 
 

G. Dissenting opinions/organizations  
It is doubtful that there is a dissenting opinion about the value of CICATS to the region.  There 
are other organizations with similar missions with whom CICATS would seek to establish, or 
has already developed, a collaborative relationship.  These include Metro Hartford Alliance, 
which is conducting a business planning effort to create a regional clinical trials supersite to 
attract clinical trials work to Central Connecticut.  CICATS and Metro Hartford have met to 
discuss opportunities to collaborate.  Yale has a funded CTSA, however, its mission is more in 
line with the mission of a private University with less focus on the state and local impact for the 
citizens of the State of CT.   
 
Long-term Needs/Vision  
CICATS must continue with its current level of funding throughout the next five years and must 
receive additional support for the projected growth in infrastructure as investigators, trainees and 
research activity increase.   
 
 



 

University of Connecticut Health Center 
 
Cato Laurencin, MD, PhD.  
Dean of the School of Medicine  
University of Connecticut 
 
With tremendous state support through 21st Century UConn, sustained and enhanced appropriations and, 
most recently, bond funds for the UConn Health Network and Biosciences Initiative, the University of 
Connecticut Health Center is moving forward in all aspects of its integrated educational, research and 
clinical care mission.  
 
The  UConn Health Center is the state’s only public academic medical center.  It is home to three schools: 
the UConn School of Medicine, the UConn School of Dental Medicine, and the Graduate School. All 
schools are highly competitive, with the vast majority of students coming from Connecticut.  Clinically, 
the UConn Health Center is home to the UConn Medical Group, the region’s largest multi-specialty 
practice; University Dentists and dental clinics which provide a full range of dental services, for all 
patients regardless of their ability to pay, and the John Dempsey Hospital, the state’s only public acute 
care hospital.  Each of these clinical services provides educational and clinical training opportunities for 
students, residents, fellows and faculty.  In fact, UCHC is the major source of physicians and dentists who 
practice in the state and annually sponsors nearly 700 UCHC residents (medical and dental) who train 
throughout Connecticut driving millions of dollars to the area hospitals from federal Graduate Medical 
Education dollars.  The UCHC academic programs contribute mightily to the state’s physician and dental 
workforce (35% of School of Medicine graduates and 46% of School of Dental Medicine graduates 
practice within the state.) 
 
As a publicly supported facility, UCHC is committed to providing health care to all residents regardless 
of ability to pay.   In addition to its immediate service area, UCHC provides critically needed care 
throughout the state, particularly for vulnerable, underserved populations, through a collaborative network 
of teaching affiliates and community health centers.  As a result, JDH ranks among the top hospitals in the 
state for providing healthcare services to the indigent and medically underserved, and patients who are 
recipients of Medicaid comprise a significant proportion of faculty practice visits.  Similarly, UCHC’s 
School of Dental Medicine is by far the largest provider of oral health care services for the under- and 
uninsured in the state and for people with developmental disabilities.  Furthermore, UCHC provides all 
medical and dental services to the more than 19,000 persons in the custody and care of the State 
Department of Correction, and UCHC is the primary provider of healthcare to a significant population of 
migrant laborers who work on Connecticut’s farms each year. 
 
UConn Health Center’s robust research enterprise garnered a record $100 million in extramural support in 
2010 and is a national leader in areas including immunology, stem cell research and genetics. The state of 
Connecticut has shown extraordinary leadership in the area of stem cell research, positioning our 
researchers for significant breakthroughs and advances in the near future.  
 



 

In addition, with more than 5,300 employees, including highly skilled employees and internationally 
renowned experts, the UConn Health Center is a major economic force in the region, generating nearly $1 
billion in gross state product annually.  
 
Its active research environment fosters and encourages discoveries that will lead to new cures and 
treatments, as well as new jobs. Through the years, Health Center researchers have laid the groundwork 
for more than 75 patents that today are helping to diagnose glaucoma, fight cancer, lessen the burden of 
orthodontic care with improved composites and wire, and more. 
 
Earlier this year, UConn Health Center moved four of its major research components into a new, state-of-
the-art facility, the Cell and Genome Sciences Building in Farmington, which was supported by UConn 
21st Century. Here, collaboration among researchers from UConn, Yale and Wesleyan and entrepreneurs 
is encouraged; the building also houses incubator space for start-up bioscience companies. 
 
Moving forward, the Health Center will work with all regional hospitals and many health 
organizations, to implement the innovative components of the UConn Health Network and 
Biosciences Initiative. This forward-thinking package was approved by the General Assembly 
and signed into law by Governor M. Jodi Rell in the spring of 2010. It will go far to create new 
and sustainable jobs in healthcare, research and biosciences and at the same time, address a wide 
range of pressing issues from ongoing health disparities to current and expected shortages of 
primary care physicians. A critical component of the UConn Health Network is the renewal of 
John Dempsey Hospital, through vast upgrades and the addition of 50 medical surgical beds for 
the region. The Health Center has applied for a federal grant from the U.S. Department of Health 
and Human Services to support these efforts; without grant, it will seek other sources of non-
state dollars to keep all projects moving forward.  
 
In all, these elements, as estimated by the Connecticut Center for Economic Analysis, 2010, are 
expected to produce tangible economic impacts:  creating 5,000 new jobs by 2020 and 7,400 by 
2040 (not including 2,100 construction jobs), generating $1.5 billion annually in new personal 
income in 2040, producing $1 billion annually in new output, and contributing $1.1 billion in 
new state tax revenue by 2040. 
 
Implementing the UConn Health Network and Connecticut Bioscience initiative is critical to the state’s 
and region’s economy.  It is also essential to the Health Center’s continuing ability to provide the state’s 
core public medical and dental education, to meet the state’s current and future need for doctors and 
dentists,  provide clinical care to Connecticut residents and to grow research activities and jobs .   



 

 
A Healthy Connecticut? 

 

Connecticut’s allied health workforce is facing critical challenges stemming from shortages of 
qualified professionals but no shortage of patients. Today, key allied health professions face workforce 
shortages and the need for services is expected to rise over the next two decades as the number of 
patients and their needs grow and change. In order to address these challenges, Connecticut must 
develop workforce pipelines to ensure we have enough appropriately trained and culturally competent 
workers in a relatively short period of time. 

here is how we will solve this problem, together 



 

Introduction 

Over 3,400,000 people live in Connecticut. This population
is very diverse with many different needs. There are over 
half a million people age 62 and older. This “baby boomer” 
generation is aging and stressing the resources for 
medical treatment. In 2011, the first “baby boomers” 
will turn 65. In the next 20 years, the aging population 
is expected to double. According to AARP, at least eighty 
percent (80%) of seniors have one chronic health 
problem. Additionally, the workforce is facing shortages 
because many qualified workers are retiring or will retire 
in the next few years. 

In addition to the aging population, Connecticut’s diversity
is increasing exponentially. By 2025, the number of 
White non‐Hispanic residents will decrease from 82% to 
69% of the population. The Hispanic/Latino population is 
projected to grow from 7.5% to 15.4%; African‐Americans 
will grow from 8.4% to 11.1%; and the Asian and Island 
Pacific population will grow from 1.9% to 4.3%1. The 
allied health professions currently do not reflect this 
diversity and will need to develop a culturally competent 
workforce to address the needs of these growing 
populations. 

The importance of addressing the need in the allied health
fields cannot be overstated. There is a high demand for 
allied health professionals in Connecticut. A pool of indi‐ 
viduals exists in our state right now who, with the right 
combination of education and training, can fill this need. 
However, there must be multiple strategies to address the 
needs. This will require broad support among legislators, 
educators and employers. 

Fortunately, much of the work has already 
beenstarted.Alliedhealthprofessionals, 
universities and colleges, workforce investment 
boards,community‐basedorganizations,and 
labor unions have made numerous efforts to expand the 
health field in Connecticut to meet the high demands of 
the diverse and aging population. Additionally, in 2004, 
Connecticut’s legislature established the Connecticut 
Allied Health Workforce Policy Board (AHWPB) 
(Public Act 04‐220)2 to conduct research and planning 
activities related to the allied health workforce.

For the past six years, the AHWPB has convened
experts in the allied health fields to share their expertise, 
data and knowledge about why shortages exist and 
to make recommendations on how to address this 
crisis. The AHWPB stands ready to lead future efforts to 
address allied health workforce shortages in our state.

The following information illustrates the occupations in
demand, the challenges in addressing these shortages, 
and recommendations on how Connecticut can 
ensure that we have the workforce needed to meet our 
changing demographics.

US Census Bureau ‐ Connecticut change in demographics 1995 ‐ 2025 CTDOL Projected Job Growth in Behavioral Health Occupations
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  Data and Trends 

Connecticut Department of Labor Data 

Data from the Connecticut Department of Labor (CT DOL)
indicates that the estimate of total employment levels for 
health‐related occupations, including doctors and den‐ 
tists, for 2006 was 147,230, while the employment level 
for 2016 is expected to be 170,900, a 16.1% increase for 
the ten‐year period. The allied health occupation with the 
highest employment level is registered nurses (RNs) with 
32,840 jobs in 2006, and a projected 38,560 jobs for 2016 
(17.4% increase). The CT DOL projects that the state will 
need to average 1,114 new registered nurses each year 
through 2016 to fill expected job openings. Behaviorial 
health and other allied health occupations are also experi‐ 
encing significant shortages. 

Shortages in these occupations are not unique to Con‐
necticut. According to the Health Resources and Service 
Administration (HRSA), the adequacy of nurse supply var‐ 
ies geographically throughout the nation, with a general 
consensus that at the national level currently a moder‐ 
ate shortage of registered nurses (RN) exists. The find‐ 
ings of HRSA’s analysis suggest that the current RN short‐ 
age will continue to grow in severity during the next 20 
years if current trends prevail, and that some states face 
a more severe shortage than do others. The growth and 
aging of the population, along with the nation’s continued 
demand for the highest quality of care, will create a surg‐ 
ing demand for the services of RNs over the coming two 
decades. 

Vacancy rate information from the hospitals in the Con‐
necticut Hospital Association (CHA) shows continued short‐ 
ages for registered nurses, unlicensed assistive personnel, 
ultrasound technologists, pharmacists, physical therapists, 
medical technologists, medical records coders, and sur‐ 
gical technologists. However, these occupations are all 
experiencing lower vacancy rates than at any point over 
the last 10 years. CHA contends that it is important to 
note that the recession has driven vacancy rates down‐ 
ward due to delayed retirements, increases in part‐time 
employee hours, and employees returning to work due to 
job loss of a spouse. Though the 4.6 % vacancy rate for 
RNs appears low, it represents 628 open positions at 25 
Connecticut hospitals. Furthermore, this persistent short‐ 
age exists despite the production of approximately 1,100 
nurses by Connecticut’s institutions of higher education in 
response to projections of labor market need.
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  Challenges 

In order to lessen workforce shortages in allied health, a
number of challenges must be addressed. These issues 
range from the systemic to the individual level. Though 
specific professions may experience some challenges to a 
greater or lesser extent, the ones listed below have been 
found to cut across all the allied health fields. 

Connecticut’s talent pipeline for allied health careers is in
particularly poor shape because: 

• Many applicants to certificate and degree programs
lack fundamental skills in literacy, math, science, and 
English, and require substantial developmental educa‐ 
tion to enter a post‐secondary allied health program.

High school students have only a limited understand‐
ing of the availability of, and range of opportunities in, 
allied health careers, and do not connect their high 
school experience to their college plans. 

There is a significant under‐representation of minori‐
ties pursuing careers in allied health professions. 

practitioners. In addition, many bachelor’s and graduate
programs are full‐time, and few current employees are 
in a position to stop working to advance their careers. 
These individuals may also have difficulty securing fi‐ 
nancial aid or scholarships to support their educational 
programs if they can only attend college part time or if 
they earn too much money, even working reduced hours, 
to qualify for financial aid.

Recommendations

Addressing these challenges will require collaboration and
investments among a variety of stakeholders, including state 
agencies, colleges and universities, labor unions, and employ‐ 
ers, as well as capitalizing on the federal funding opportuni‐ 
ties. Current ongoing efforts in allied health training, taking 
place across high schools and post‐secondary institutions as 
well as state agencies and Workforce Investment Boards in 
Connecticut, are making a difference. However, we need to 
attack these challenges in a more systemic fashion.

Based on the challenges and examples of best
practices found within our state, the following is a list of 
recommendations to help deal with the shortages in our 
allied health fields. 

Recommendation 1: Develop a State Strategic Health
Care Workforce Plan

Connecticut must develop a long‐term plan for the
allied health workforce, outlining the needs of 
employers over the next ten years and the current and pre‐ 
dicted supply of skilled workers. The plan should identify 
the gap between demand and supply and the capacity of 
the state’s colleges, universities, and other training provid‐ 
ers to educate the needed workforce. In addition, the plan 
should outline how the barriers to career advancement out‐ 
lined above will be addressed to ensure that state invest‐ 
ments in training are efficient and effective. 

The AHWPB, based on its membership and years of work, was
recently awarded a grant with the Connecticut Employment 
and Training Commission to lead a strategic planning process. 

The planning process, funded by HRSA, will include a
broad range of healthcare related occupations and will 
build on and incorporate other planning efforts that 
have taken place in the past, such as the Hospital Task

• 

• 

Another key issue affecting the future of the al‐ 
lied health workforce is an insufficient supply of col‐ 
lege faculty, particularly nursing faculty, to pro‐ 
vide academic and clinical training.The current 
faculty workforce is aging and few individuals are 
pursuing graduate degrees in nursing and allied health. 
One reason for this shortage is that salary levels of 
teaching professionals, in allied health and nursing 
fields in particular, are significantly less than salaries for



  The need for health care practitioners and technical 
occupations will increase 15.6% by 2016. 

Force and the planning under the SustiNet Board. The
report will also focus on the behavioral health workforce 
and the planning work being done by the Connecticut Work‐ 
force Collaborative for Behavioral Health. With this infor‐ 
mation, the AHWPB can set forth a plan for the state that 
positions the legislature to make decisions related to both 
short‐ and long‐term investments in the state’s allied health 
workforce and ensure that these disparate planning efforts 
are coordinated. 

Recommendation 2: Provide Student Support 
Services and Academic Remediation 

Numerous studies and pilot projects in Connecticut 
have shown that embedded tutoring, case manage‐ 
ment, and academic counseling services directly af‐ 
fect student program completion. Most colleges and 
universities, as well as the Technical High School 
system, have very limited funding for program‐specific 
student services. Colleges should consider a variety of 
proven strategies to improve student success, includ‐

ing shrinking class sizes to provide students with more
instructional contact, streamlining developmental 
courses to allow students to focus on their learning 
gaps and accelerate their progress, and supporting 
learning communities that provide for cohort develop‐ 
ment. We recommend that resources for these sup‐ 
ports be included in future state appropriations for pub‐ 
lic educational institutions in order to ensure student 
success. 

We also recommend that the legislature author‐
ize the use of state financial aid provided to the 
state’s public and private colleges and universities for 
students who are pursuing non‐credit certifi‐ 
cate programs in our state’s training programs in 
particular, EMT and paramedic training and 
short‐term programs in medical billing and cod‐ 
ing and phlebotomy to help address workforce 
shortages. Currently no state funding is available for 
training in these short‐term occupational areas that 
support the state’s health care infrastructure.



  Recommendation 3: Coordinate Statewide 
Allied Health Outreach Campaign 

While many training programs exist within the state, some
of those programs and careers, such as nuclear medical 
technologists or laboratory technicians, go virtually un‐ 
noticed by prospective students, both youth and adults. A 
coordinated statewide outreach campaign, designed with 
input from all stakeholders, including Area Health Educa‐ 
tion Centers, the Nursing Career Center, Connecticut Works 
One Stop Career Centers, Connecticut League for Nursing 
and the state’s secondary and post‐secondary institutions, 
is needed. 

This campaign should include general marketing of nursing,
behavioral health and allied health careers. The campaign 
should target unemployed adults with college degrees, 
teachers and guidance counselors, and parents and stu‐ 
dents, particularly minority students, providing information 
on career opportunities and the location of and educational 
requirements for allied health programs. Current funding 
in each of these agencies’ budgets can be leveraged to start 
this effort. 

Recommendation 4: Invest In New Faculty 

Nearly every Connecticut degree program within nursing
and allied health fields is vulnerable to current or antici‐ 
pated faculty shortages. Colleges and universities sought 
out 27 waivers for nursing faculty from the Nurse Board 
of Examiners in 2009. Where sufficient faculty exists, it 
is recognized that securing replacements will be difficult. 
It is therefore in the best interests of the state to create 
a proactive plan to develop instructor talent and provide 
the resources to prepare more professionals to become 
faculty members. One example is the Scholarship‐for‐ 
Service model, which has been used successfully in 
government and the armed forces to produce 
employeesforareasofneed.Connecticut 
should provide funding for Scholarship‐for‐Ser‐ 
vice opportunities for graduate level education to 
colleges and universities to support expansion of 
these new scholarship models.These resources will 
help the state meet its need for allied health faculty 
and ensure that we are able to continue training the 
future workforce. 

Recommendation 5: Improve Clinical Contracting
Process

The contracting process is cited by employers, particular‐
ly hospitals, colleges and universities, and high schools as 
a barrier to providing students with clinical placements. 
The issues arise in multiple ways: contract requirements 
and rules change frequently; parent companies that re‐ 
side outside of the state may follow rules that conflict 
with Connecticut’s; and the length of time to complete 
contracts jeopardizes securing placements. Stakeholders 
call for clearer direction from the state, particularly the 
Attorney General’s office, on contract requirements and 
increased support in getting these important contracts in 
place for the school year.

Re c o m m e n d a t i o n 6 : E x p a n d A l l i e d H e a l t h
P ro g ra m s

In order to meet the demand for allied health
professionals, the state must expand its program offer‐ 
ings at the secondary, post‐secondary, and graduate de‐ 
gree levels. In addition, new training opportunities for 
students and faculty need to be developed in on‐line and 
simulated formats to promote greater access to educa‐ 
tion programs. The faculty plan commissioned by the 
AHWPB in 2007 outlined a number of key areas (e.g., 
Respiratory Care, Medical/Clinical Research Technology, 
Medical Laboratory Technology) in which program expan‐ 
sion is necessary to meet labor force demands. It is im‐ 
perative that the faculty resources allocated in the 2011 
budget to the state’s colleges and universities be main‐ 
tained to support the expansion of allied health programs 
to meet state workforce demands. 

Recommendation 7: Support Employer‐Sponsored
Training

Having employers offer education classes to their own
employees addresses several of the barriers that entry‐ 
level workers, particularly recent immigrants, face in 
terms of accessing basic skills and language skills training. 
Barriers include transportation, work and family obliga‐ 
tions, the cost of training and difficulty locating courses. 
Employer‐sponsored courses have the added benefit of 
enabling employers to develop curricula that focus on the



 

specific skill development and language needs of work‐
ers in the health care industry. It is recommended that 
current state investments in summer youth employment 
be maintained to support the paid allied health intern‐ 
ships that have been developed statewide. Further‐ 
more, the state must continue its current investment for 
incumbent worker training through the Department of 
Labor and Workforce Investment Boards in order to sup‐

Conclusion 

port the continued viability of hospitals, medical offices
and laboratories, and long‐term care facilities. During 
the 2008‐2009 fiscal year, the WIBs spent approximate‐ 
ly $1.5 million providing individual training accounts to 
individuals training for health care professions. An 
additional $300,000 was spent on incumbent worker train‐ 
ing with $445,000 contributed by employer partners. 

The AHWPB has identified much of the work that needs to be done both to coordinate efforts and to implement the 
activities that will position Connecticut to create the necessary pipelines to fill the allied health professions. It is 
critical, in this time of scarce resources, for the state to utilize this Policy Board rather than duplicating its efforts. This 
committed group has investigated, studied and piloted many best practices, and is undertaking planning work to position 
the state for future federal investments. 

The AHWPB calls on the state to target resources to allied health careers. The AHWPB will work with state agencies, colleges
and universities, Workforce Investment Boards, and other partners to ensure that these investments are strategically imple‐ 
mented, monitored, and replicated throughout the state.
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professionals” means professionals or paraprofessionals who are qual‐ 
ified by special training, education, skills and experience in providing
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