Checklist

Instructions:

1. Please check each box below, as appropriate; and

2. The completed checklist must be submitted as the first page of the CON application.

]

Attached is a paginated hard copy of the CON application including a completed
affidavit, signed and notarized by the appropriate individuals.

(*New™). A completed supplemental application specific to the proposal type can be
found on OHCA’s website at “OHCA Forms.” A list of supplemental forms can be
found on page 2.

Attached is the CON application filing fee in the form of a certified, cashier or

business check made out to the “Treasurer State of Connecticut” in the amount of
$500.

Attached is evidence demonstrating that public notice has been published in a
suitable newspaper that relates to the location of the proposal, 3 days in a row, at
least 20 days prior to the submission of the CON application to OHCA. (OHCA
requests that the Applicant fax a courtesy copy to OHCA (860) 418-7053, at the time
of the publication)

Attached is a completed Financial Attachment

Submission includes one (1) original hardcopy in a 3-ring binder and a USB flash
drive containing:

1. A scanned copy of each submission in its entirety, including all attachments
in Adobe (.pdf) format.

2 An electronic copy of the applicant’s responses in MS Word (the applications)
and MS Excel (the financial attachment).
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Supplemental Forms

In addition to completing this Main Form and Financial Worksheet (A, B or C), the applicant(s) must
complete the appropriate Supplemental Form listed below. Check the box of the Supplemental Form
to be submitted with the application, below. If unsure which form to select, please call the OHCA main
number (860-418-7001) for assistance. All CON forms can be found on OHCA's website at OHCA

Forms.
Check | Gon Stat
form Sec;tion ) Supplemental Form
included 192-638(a)
X (1) Establishment of a new health care facility (mental health and/or
substance abuse) - see note below*
O ) Transfer of ownership of a health care facility (excludes transfer of
ownership/sale of hospital — see “Other” below)
O (3) Transfer of ownership of a group practice
(| (4) Establishment of a freestanding emergency department
Termination of a service:
(5) - inpatient or outpatient services offered by a hospital
(7) - surgical services by an outpatient surgical facility**
O (8) - emergency department by a short-term acute care general hospital
(15) - inpatient or outpatient services offered by a hospital or other facility or
institution operated by the state that provides services that are eligible
for reimbursement under Title XVIII or XIX of the federal Social
Security Act, 42 USC 301, as amended
O 6) Establishment of an outpatient surgical facility
O (9) Establishment of cardiac services
Acquisition of equipment:
(10) - acquisition of computed tomography scanners, magnetic resonance
O imaging scanners, positron emission tomography scanners or
positron emission tomography-computed tomography scanners
11) - acquisition of nonhospital based linear accelerators
O (12) Increase in licensed bed capacity of a health care facility
(13) Acquisition of equipment utilizing [new] technology that has not
previously been used in the state
(14) Increase of two or more operating rooms within any three-year period by
an outpatient surgical facility or short-term acute care general hospital
] Other Transfer of Ownership / Sale of Hospital

*This supplemental form should be included with all applications requesting authorization for the establishment of a mental
health and/or substance abuse treatment facility. For the establishment of other “health care facilities,” as defined by
Conn. Gen. Stat § 19a-630(11) - hospitals licensed by DPH under chapter 386v, specialty hospitals, or a central service
facility - complete the Main Form only.

**|f termination is due to insufficient patient volume, or it is a subspecialty being terminated, a CON is not required.

OHCA 000003
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Proposal Information

Select the appropriate proposal type from the dropdown below. If unsure which item to select,

please call the OHCA main number (860-418-7001) for assistance.

Proposal Type
select from dropdown)

Establishment of a new health care facility

Brief Description

Counseling Center of Waterbury, LLC, d/b/a Connecticut Counseling &
Wellness, proposes to establish an intensive outpatient program for the
care and treatment of substance abusive or dependent adults at its

existing location in Wolcott, Connecticut.

Proposal Address

1776 Meriden Road, Wolcott, CT

Capital
Expenditure

$0

filed?
J No

O Yes, Docket Number: Click here to enter text.

Is this Application the result of a Determination indicating a CON application must be

Applicant(s) Information

Applicant One

Applicant Two*
{if applicable)

Applicant
Name & Address

Counseling Center of Waterbury,
LLC, d/b/a Connecticut Counseling
& Wellness

Parent Corporation

Name & Address
(if applicable)

Contact Person
Name

Amy St. Pierre

Title

Clinical Supervisor

Email Address

amy@ccwellness.org

Phone 203-596-7870

Fax Number
Tax Status X For Profit O For Profit
(check one box) J Not-for-Profit O Not-for-Profit

*For more than two Applicants, attach a separate sheet with the above information

FOR OFFICE USE ONLY
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Affidavit

Applicant: Counseling Center of Waterbury, LLC

Project Title: Establishment of Intensive Outpatient Program for the Care or Treatment
of Substance Abusive or Dependent Persons in Wolcott, CT

| Gerard Marcil, Jr. CEO

(Name) (Position — CEO or CFO)

Counseling Center

of of Waterbury being duly sworn, depose and state that the
(Facility Name) said facility complies with the appropriate and applicable criteria as set
forth in the Sections 19a-630, 19a-637, 19a-638, 19a-639, 19a-486 and/or 4-181 of the
Connecticut General Statutes.

.//Féi7%?/;z%bél/77 April 12, 2017

Signature Date

Subscribed and sworn to before me on_April 12, 2017

Notary Public/ A Diteo
NOTARY PuBLIC
STATE OF Connecticut
My Commisslon Expires August 31, 2018

My commission expires: _

ii
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Executive Summary

The purpose of the Executive Summary is to give the reviewer a conceptual understanding of
the proposal. In the space below, provide a succinct overview of your proposal (this may be
done in bullet format). Summarize the key elements of the proposed project. Details should be
provided in the appropriate sections of the application that follow.

The Applicant, Counseling Center of Waterbury, LLC, d/b/a Connecticut Counseling &
Wellness, (“CCW”) proposes to establish an intensive outpatient program (“IOP”) for
the care and treatment of substance abusive or dependent adults at its existing
location in Wolcott, Connecticut.

CCW has been providing services to adults with substance use disorders (“SUDs") for
residents of Waterbury and its surrounding suburbs for over 20 years. CCW currently
provides individual substance abuse counseling, group substance abuse counseling,
counseling services for family members of addicted persons, as well as counseling
regarding conditions associated with addiction, including anger management and
domestic violence counseling. CCW does not currently hold a DPH license.

The growing opioid epidemic in Connecticut as well as the number of adults
confronting other substance abuse disorders has created a clear public need for IOP
services in the Greater Waterbury area. In its first year of operation, CCW anticipates
serving approximately 5 IOP clients per week, with each client’s individualized
recovery plan involving visits at least 3 days per week, for 3-4 hours at a time. A
typical patient will likely maintain this level of involvement for 4-6 weeks. After
completion of IOP treatment, clients will be transitioned to an appropriate level of care
through CCW.

This proposal will meet the need for additional addiction treatment in Connecticut and
help address what the Department of Mental Health and Addiction Services recently
described as potentially the single largest health crisis in the State. In addition, it will
improve quality, accessibility and cost-effectiveness of health care in the region,
expand patient choice and improve outcomes for one of the state’s most vulnerable
patient populations.

Version 9/21/16
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Pursuant to Section 19a-639 of the Connecticut General Statutes, the Office of Health Care
Access is required to consider specific criteria and principles when reviewing a Certificate of
Need application. Text marked with a “§” indicates it is actual text from the statute and may be
helpful when responding to prompts.

Project Description

1. Provide a detailed narrative describing the proposal. Explain how the Applicant(s)
determined the necessity for the proposal and discuss the benefits for each Applicant
separately (if multiple Applicants). Include all key elements, including the parties involved,
what the proposal will entail, the equipment/service location(s), the geographic area the
proposal will serve, the implementation timeline and why the proposal is heeded in the
community.

Counseling Center of Waterbury, LLC, d/b/a Connecticut Counseling & Wellness (“CCW"), is
located at 1776 Meriden Road in Wolcott, Connecticut and currently provides outpatient
substance abuse counseling to adults in the area. CCW proposed to expand its services to
include the establishment of an IOP for the care or treatment of substance abusive or
dependent adults, both male and female, at its existing location. CCW professionals
possess over 60 years of counseling experience collectively and its lead clinician, Jerry
Marcil, has been a fixture of the community for more than two decades. CCW currently
provides outpatient substance abuse treatment services, including individual substance
abuse counseling, group substance abuse counseling, services for family members of
addicted persons, recovery and relapse prevention groups, and counseling regarding
conditions associated with addiction, including anger management and domestic violence.
CCW provides services to clients throughout the greater Waterbury area, with the majority of
its clients residing in Waterbury, Wolcott, Naugatuck, Watertown, Southbury, Branford,
Cheshire, New Britain, and Wallingford (the “Service Area”). In providing these services,
CCW has become aware of the need for additional IOP availability in the Service Area,
particularly in an exurban setting.

Currently the need for the treatment of substance abuse disorder (“SUDs") in the Service
Area, as well as nationally, far exceeds capacity. According to the 2016 Surgeon General's
Report on Alcohol, Drugs, and Health, “In 2014 there were 47,055 drug overdose deaths
including 28,646 people who died from a drug overdose involving some type of opioid,
including prescription pain relievers and heroin — more than in any previous year on record.”
Connecticut in particular is currently facing an opioid epidemic. During his tenure, Governor
Malloy has prioritized battling the opioid epidemic in the state of Connecticut, and his first
legislative proposal of the 2017 Session focuses efforts on reducing the potential for people
to become addicted." In 2016, DMHAS issued a Triennial State Substance Abuse Plan
which explains that “Connecticut has been in the grips of an opioid epidemic that has
resulted in increasing numbers of overdose deaths across the state. . . . This issue has now
become perhaps the single most important health concern we as a state are facing.” 2

' Governor Dannel Malioy, Press Release: Gov. Malloy proposes legislative package to further the state’s
efforts combating opioid addiction and overdoses (Jan. 26, 2017), available at http://portal.ct.gov/Office-
of-the-Governor/Press-Room/Press-Releases/2017/01-2017/Gov-Malloy-Proposes-Legislative-Package-
to-Further-the-States-Efforts-Combating-Opioid-Addiction.

¢ Miriam Delphin-Rittmon, Commissioner, & Nancy Navarretta, Deputy Commissioner, DMHAS, Triennial
State Substance Abuse Plan, available at
http://www.ct.gov/dmhas/lib/dmhas/publications/triennialreport2016.pdf.
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The Community Health Needs Assessment (“CHNA?) process in Connecticut has also
identified substance abuse as a problem in all communities and made SUD treatment a
priority.® The 2014 Statewide Health Care Facilities and Services Plan (“Statewide Plan”)
acknowledges that “improving access to treatment for . . . substance abuse is a priority for
the State as a whole and each of the communities in Connecticut.” Additionally, the
Statewide Plan explains that Community Health Needs Assessments “show the need to
increase availability and access to . . . substance abuse . . . care....” At alocal level, the
Greater Waterbury Health Improvement Partnership (a collaboration among Saint Mary’s
Hospital, Waterbury Hospital, the Waterbury Department of Public Health, the City of
Waterbury, and other community partners) published a CHNA in 2013 which identified
substance abuse as a health priority.* The CHNA identified increasing access to substance
abuse treatment services as one of the ways to address this issue.® A 2016 CHNA
published by Saint Mary’s Hospital in collaboration with the Greater Waterbury Health
Improvement Partnership also identified substance abuse as a priority and stated that “as
one of the top five conditions for [their] Emergency Department non-admission rates,
substance use and abuse remains a problem in particular with prescription and opioid based
medications.”

While some IOPs currently operate in the Service Area, CCW has become aware of the
need for additional substance abuse treatment services. Over the past few years, CCW has
experienced a steady rise in the number of individuals seeking substance abuse treatment
generally. Additionally, existing clients and referral sources have communicated to CCW that
the availability of IOPs in the area is limited, requiring that some individuals travel to a facility
outside of their community in order to receive treatment immediately. Providing accessibility
to comprehensive services when an individual is in crisis is a key to the successful treatment
of substance abuse.

In addition to increasing the availability of intensive outpatient treatment, CCW’s IOP will
provide individuals with an option that is distinguishable from existing programs in the
Service Area for the following reasons:

¢ Unique Practice Setting: CCW is a small private practice located in a discrete, rural
setting and will offer an alternative to the larger treatment facilities in the City of
Waterbury.

o Continuity of Care: Through treating clients who have recently completed IOPs,
CCW has experienced first-hand the difficulties with clients transferring from one
provider to another and understands that continuity of care would benefit these
clients. After a client completes |IOP treatment at CCW, he or she can continue to
receive treatment at CCW through various step-down programs. CCW understands
that recovery is a life-long process and intends to continue to provide these clients

? State of Connecticut Department of Public Health, Statewide Facilities and Services Plan 2014
Supplement, p. 77, available at

http://www.ct.gov/dph/lib/dph/ohca/publications/2014/final_ 2014 _facilities plan - 2 24 15.pdf.

* Greater Waterbury Health Improvement, Community Health Needs Assessment, p. 9 (2013), available
at http://www.ct.gov/dph/lib/dph/ohca/community_needs_assessment/chna/2014/waterbury_hospital.pdf.
® Greater Waterbury Health Improvement, Community Health Needs Assessment, p. 45 (2013), available
at http://www.ct.gov/dph/lib/dph/ohca/community_needs_assessment/chna/2014/waterbury_hospital. pdf.
® Saint Mary's Hospital, Community Health Needs Assessment, p. 16 (2016), available at
http://www.stmh.org/app/files/public/1583/SMHCHNA16.pdf.
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with services appropriate for their needs at each stage of recovery. Even after an
individual is no longer a regular client of CCW, he or she will still have a person that
they can contact, at any time of day, in times of need. This continuity of care will
allow CCW to establish meaningful relationships with clients and provide clients with
high quality care.

o Personalized Program: The IOP offered by CCW will be highly personalized to each
client’s unique needs. In order to provide the best care possible, CCW intends to
begin by working with only 5 IOP clients at any given time and will only gradually
increase this number based on resource availability and other appropriate measures.

e Strong Family Component: CCW understands that the family can play a very
important role in recovery and intends to establish a program with a strong family
component. Not only will CCW offer group sessions for family members of clients,
but CCW will also make available individual sessions to further collaborate with the
client and his or her family to achieve a personalized treatment program.

o Community Knowledge: CCW has been providing substance use services in the area
for over 20 years. CCW understands the community and has established referral
relationships with other community-based organizations to transition patients and
improve outcomes.

CCW does not require additional space as its planning activities resulted in CCW moving to
a larger location two years ago where it has capacity for an IOP and the equipment and
staffing necessary to begin operations. Accordingly, CCW intends to begin accepting clients
into the IOP immediately upon CON approval and issuance of a license by DPH.

Provide the history and timeline of the proposal (i.e., When did discussions begin internally
or between Applicant(s)? What have the Applicant(s) accomplished so far?).

CCW began considering establishing an IOP approximately one year ago, after the need for
additional IOPs in the Service Area had become increasingly apparent. The IOP will begin
operation as soon as it receives CON approval and DPH licensure as a private freestanding
facility for the care or treatment of substance abusive or dependent persons.

Provide the following information:

a. utilizing OHCA Table 1, list all services to be added, terminated or modified, their
physical location (street address, town and zip code), the population to be served and
the existing/proposed days/hours of operation;

b. identify in OHCA Table 2 the service area towns and the reason for their inclusion (e.g.,
provider availability, increased/decreased patient demand for service, market share);

List the health care facility license(s) that will be needed to implement the proposal;

In order to implement this proposal, CCW will need to obtain a license from the Department
of Public Health as a Private Freestanding Facility for the Care or Treatment of Substance
Abusive or Dependent Persons.

. Submit the following information as attachments to the application:

a. a copy of all State of Connecticut, Department of Public Health license(s) currently held
by the Applicant(s);

Version 9/21/16
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Not applicable

b. alist of all key professional, administrative, clinical and direct service personnel related
to the proposal and attach a copy of their Curriculum Vitae;

The following key individuals are engaged to implement the proposed services. Copies
of the Curriculum Vitae appear in Attachment .

e Gerard Marcil, LADC, Director
e Amy St. Pierre, LADC, Clinical Supervisor

c. copies of any scholarly articles, studies or reports that support the need to establish the
proposed service, along with a brief explanation regarding the relevance of the selected
articles;

See Attachment |l for the following articles:

Substance Abuse Intensive Outpatient Programs: Assessing the Evidence: This article
provides a review of evidence supporting the effectiveness of IOP services.

Department of Mental Health and Addiction Services Annual Statistical Report (2016) :
This article provides statistics regarding the individuals served by DMHAS programs.

Drugs, Death, and Despair in New England: This article provides insight into the opioid
crisis in New England in particular.

National Survey on Drug Use and Health (Excerpts): This report provides statistics
regarding the prevalence of SUDs nationally.

Behavioral Health Barometer: Connecticut (Excerpts): This report provides the statistics
regarding the prevalence of SUDs in the state of Connecticut.

Substance Abuse: Clinical Intensive Outpatient Treatment: SAMHSA Treatment
Improvement Protocol (TIP) 47, Quick Guide for Clinicians (Excerpts). This treatment
improvement protocol provides consensus-based, field-reviewed guidelines on IOP.

d. letters of support for the proposal;
See Attachment Ill.

e. the protocols or the Standard of Practice Guidelines that will be utilized in relation to the
proposal. Attach copies of relevant sections and briefly describe how the Applicant
proposes to meet the protocols or guidelines.

See Attachment V.

f. copies of agreements (e.g., memorandum of understanding, transfer agreement,
operating agreement) related to the proposal. If a final signed version is not available,
provide a draft with an estimated date by which the final agreement will be available.
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Not applicable.

Public Need and Access to Care

§ “Whether the proposed project is consistent with any applicable policies
and standards adopted in regulations by the Department of Public
Health;” (Conn. Gen. Stat. § 19a-639(a)(1))

6. Describe how the proposed project is consistent with any applicable policies and standards
in regulations adopted by the Connecticut Department of Public Health.

CCW will be applying for licensure as a private freestanding facility for the care or the
treatment of substance abusive or dependent persons, and will therefore implement the
proposed project in @ manner consistent with the requirements set forth in R.C.S.A. §19a-
495-570 (Licensure of private freestanding facilities for the care or the treatment of
substance abusive or dependent persons). Additionally, clinical professional staff members
and any consultants who will be providing services at CCW as part of the IOP will be
required to be appropriately licensed to practice in the state of Connecticut, and to maintain
their licenses in accordance with Title XX of the Public Health Code (which includes the
license requirements for alcohol and drug counselors).

§ “The relationship of the proposed project to the statewide health care
facilities and services plan; " (Conn. Gen. Stat. § 19a-639(a)(2))

7. Describe how the proposed project aligns with the Connecticut Department of Public Health
Statewide Health Care Facilities and Services Plan, available on OHCA'’s website.

The 2014 Statewide Plan states that “improving access to treatment for . . . substance
abuse is a priority for the State as a whole and each of the communities in Connecticut.”
Additionally, the Statewide Plan explains that CHNAs “show the need to increase availability
and access to . . . substance abuse . . . care . . ..” This proposal would improve access to
intensive outpatient treatment of SUDs and is therefore aligned with the Statewide Plan.

§ “Whether there is a clear public need for the health care facility or
services proposed by the applicant;” (Conn. Gen. Stat. § 19a-639(a)(3))

8. With respect to the proposal, provide evidence and documentation to support clear public
need:

a. identify the target patient population to be served;

The target population to be served is adults (18 years of age and above), both male and
female, with diagnosable SUDs who reside in the Service Area. These clients will reach
CCW from a variety of sources, including referrals from Trade Union 478, with which
CCW has an existing relationship. Other clients will be referred by providers and
community organizations such as Wolcott Crossroads and Family + Children’s Aid. In
addition, in keeping with CCW'’s current referral patterns, a significant portion will be
referred by former CCW clients.
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b. discuss how the target patient population is currently being served;

The target population will be existing and future clients of CCW in need of IOP services.
Current clients who completed an IOP prior to receiving treatment through CCW did not
have the option of receiving IOP treatment in Wolcott. It is difficult to say definitively how
other individuals in the Service Area receiving IOP therapy are being served, as this
information is not publicly available. It is CCW'’s understanding that existing IOPs in the
area often operate at capacity, requiring potential clients to be placed on a wait list or to
travel out of their local community for treatment. Additionally, the trade union with which
CCW has had a longstanding relationship currently sends some potential clients to out of
state IOPs. CCW's proposed IOP program will bring these services back to the state of
Connecticut, allowing clients to be closer to their families and continue to work (full or
part-time) during IOP participation.

¢. document the need for the equipment and/or service in the community;

Need for Treatment Nationally:

The general population segment within which the target population rests includes adults
(ages 18 years and above), both male and female, with diagnosable SUDs who reside in
the Service Area.

Most current national data from the Substance Abuse and Mental Health Services
Administration (“SAMHSA”"), an operating division of the US. Department of Health and
Human Services, is from 2015. Based upon results from the National Survey on Drug
Use and Health (“NSDUH"), the prevalence of SUDs (including alcohol and illicit drugs)
among a;duits in the United States was at 5.9% of the population (ages twelve and over)
in 2015.

Need for Treatment in Connecticut:

The most compelling evidence demonstrating the need for SUD treatment in Connecticut
comes from the Behavioral Health Barometer — Connecticut 2015, a publication by
SAMHSA which shows a rate of SUD prevalence above national benchmarks.® For
2013-14, SAMHSA estimated that in Connecticut approximately 6.8% of individuals aged
12 or older (approximately 206,000 individuals) were dependent on or abused alcohol
within the year prior to being surveyed. This is higher than the national average of 6.5%.
With respect to Connecticut residents twelve years of age and above with alcohol
dependence or abuse, data from 2010 to 2014 shows that only 7.1% received treatment,
and 92.9% did not receive treatment. Similarly, for Connecticut residents twelve years of
age and above, in 2013-14 2.9% were dependent on or abused illicit drugs
(approximately 88,000 individuals), a number higher than the national average of 2.6%.
Data from 2010 to 2014 shows that only 20.1% received treatment, and 79.9% did not
receive treatment. Based upon this evidence, there remains significant unmet need for
alcohol and drug treatment in Connecticut. Additionally, DMHAS'’ Triennial State

" Results from the 2015 National Survey on Drug Use and Health: Detailed Tables, Table 5.1B, available
at https://www.samhsa.gov/data/sites/default/files/NSDUH-DetTabs-2015/NSDUH-DetTabs-
2015/NSDUH-DetTabs-2015.htm.

® SAMHSA, Behavioral Health Barometer — Connecticut 2015, available at
https://www.samhsa.qov/data/sites/default/files/2015 Connecticut BHBarometer.pdf.
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Substance Abuse Plan makes clear that “Connecticut has been in the grips of an opioid
epidemic that has resulted in increasing numbers of overdose deaths across the state. . .
. This issue has now become perhaps the single most important health concern we as a
state are facing.”® The plan goes on to explain that the opioid epidemic has led to
“escalating overdose deaths related to opioids, especially over the past three years.”
Finally, according to Chief Medical Examiner’s Office, in 2016 there were 917 accidental
opioid overdose deaths reported in the state. The number of accidental opioid overdose
deaths has risen substantially every year since 2012 (the earliest year publicly
available).™

Need for Treatment in Service Area:

The above-referenced statistics from the Office of the Chief Medical Examiner’s
regarding accidental intoxication overdose deaths establish that of the 917 accidental
overdose deaths that occurred in 2016, over 100 were from the Service Area."" In
recent years, CCW has seen a steady increase in the demand for outpatient SUD
treatment, including the need for a higher level of care (intensive outpatient treatment).
This firsthand experience, coupled with the statistics reported in this application, makes
it abundantly clear that the need for additional SUD treatment services in Connecticut is
substantial and will likely continue to grow in the coming years.

d. explain why the location of the facility or service was chosen;

The location of the facility was chosen for a number of reasons. The facility is
conveniently located off of I-84 and 1-91 and is easily accessible for those in surrounding
towns. Additionally, as discussed previously, the location in Wolcott offers a rural,
exurban alternative for those who prefer not to travel to downtown Waterbury for
treatment. The actual building was selected for its discrete location in respect of client
privacy concerns.

e. provide incidence, prevalence or other demographic data that demonstrates community
need

As discussed in response to Question 8.d., at a national level, NSDUH estimates that
the prevalence of SUDs (including only alcohol and illicit drugs) in the United States was
at 5.9% of the population (for persons ages twelve and over) in 2015." In Connecticut,
SAMHSA’s Behavioral Health Barometer — Connecticut 2015", demonstrates that for
2013-14, 6.8% of Connecticut residents aged 12 or older were dependent on or abused
alcohol within the year prior to being surveyed, which is higher than the national average

® Miriam Delphin-Rittmon, Commissioner, & Nancy Navarretta, Deputy Commissioner, DMHAS, Triennial
State Substance Abuse Plan, available at
http://www.ct.gov/dmhas/lib/dmhas/publications/triennialreport2016.pdf.
'Y Office of the Chief Medical Examiner, Connecticut Accidental Drug Intoxication Deaths, available at
http://www.ct.gov/ocme/lib/ocme/AccidentalDruglintoxication2012-2016.pdf.
" Office of the Chief Medical Examiner, Accidental Drug Intoxication in Excel by town/city (2015-16),
available at http://www.ct.gov/ocme/cwp/view.asp?a=2165&Q=295128&ocmeNav=|
12 Results from the 2015 National Survey on Drug Use and Health: Detailed Tables, Table 5.1B, available
at https://www.samhsa.gov/data/sites/default/files/NSDUH-DetTabs-2015/NSDUH-DetTabs-
2015/NSDUH-DetTabs-2015.htm

SAMHSA, Behavioral Health Barometer — Connecticut 2015, available at
https://www.samhsa.gov/data/sites/default/files/2015 Connecticut BHBarometer.pdf
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of 6.5%. With respect to Connecticut residents twelve years of age and above with
alcohol dependence or abuse, data from 2010 to 2014 shows that only 7.1% received
treatment, and 92.9% did not receive treatment. Similarly, for Connecticut residents
twelve years of age and above, in 2013-14 2.9% were dependent on or abused illicit
drugs (approximately 88,000 individuals), a number higher than the national average of
2.6%. Additionally, from 2010 to 2014 only 20.1% received treatment, and 79.9% did not
receive treatment. ™

In 2016, there were 917 accidental intoxication overdose deaths reported in the state
and 116 of these were from the Service Area.’® The number of accidental opioid
overdose deaths has risen substantially in recent years, as shown in the chart below.

Connecticut Accidental Drug Intoxication Deaths
Office of the Chief Medical Examiner

2012 2013 2014 2015 2016
Accidental Intoxication Deaths* 357 495 568 729 917
-Heroin, Morphine, and/or Codeine detected 195 286 349 445 541
-Heroin in any death 174 258 327 416 504
-Heroin + Fentanyl 1 9 37 108 276
-Heroin + Cocaine 50 69 73 106 152
-Morphine/Opioid/Codeine NOS 21 28 22 29 37
-Cocaine in any death 105 147 126 177 273
-Oxycodone in any death 71 75 107 95 110
-Methadone in any death 33 48 51 71 84
-Hydrocodone in any death 15 19 15 20 20
-Fentanyl in any death 14 37 75 188 479
-Fentanyl + Cocaine 2 16 14 43 142
-Fentanyl + Prescription Opioid 4 7 14 23 72
-Fentanyl + Heroin 1 9 37 108 276
-Any Opioid + Benzodiazepine 41 60 140 221 232
-Hydromorphone 1 0 12 17 22
-Amphetamine/Methamphetamine 7 5 11 20 19
-MDMA 0 0 2 1 1

*Some deaths had combinations of drugs; pure ethanol intoxications are not included.

NOS, not otherwise specified

Source: Office of the Chief Medical Examiner (data updated 2/24/17).

f. discuss how low income persons, racial and ethnic minorities, disabled persons and
other underserved groups will benefit from this proposal;

In 2016, 43% of CCW's clients were Medicaid recipients. CCW will accept Medicaid
patients into the proposed IOP as well. Additionally, in accordance with their Pro Bono

4 SAMHSA, Behavioral Health Barometer — Connecticut 2015, available at

https://www.samhsa.gov/data/sites/default/files/2015_Connecticut BHBarometer.pdf

Office of the Chief Medical Examiner, 2015 to 2016 *town/city) Accidental Drug Intoxication in Excel,
available at http://www.ct.gov/ocme/cwp/view.asp?a=2165&Q=295128&ocmeNav=|
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Policy and Fee Scale and Fee Agreement, CCW will work with clients who have limited
resources on a case by case basis to determine how to best meet their needs.

list any changes to the clinical services offered by the Applicant(s) and explain why the
change was necessary;

Applicant currently offers outpatient substance abuse treatment services. Approval of
this application will allow CCW to offer intensive outpatient substance abuse treatment
services. Please see responses to questions 1 and 4 for reasons why this change is
necessary.

explain how access to care will be affected; and

As discussed in response to Questions 1 and 8, there is a need for IOP services in the
Service Area as evidenced by: i) SAMHSA’s national and state-level statistics; ii) the
Greater Waterbury CHNAs; and iii) the Office of the Chief Medical Examiner’s
publication. Accordingly, establishing a new IOP in the Service Area will improve access
to needed care.

discuss any alternative proposals that were considered.

No alternative proposals needed to be considered.

§ “Whether the applicant has satisfactorily demonstrated how the proposal
will improve quality, accessibility.and cost effectiveness of health care
delivery in the region, including, but not limited to, (A) provision of or any
change in the access to services for Medicaid recipients and indigent
persons; (Conn. Gen. Stat. § 19a-639(a)(5))

9. Describe how the proposal will:

a.

improve the quality of health care in the region;

The proposal would improve the quality of health care in the region by adding a new,
high quality IOP. CCW has been in operation for over 20 years and employs a staff with
substantial SUD treatment experience. CCW has a long-term, family-centered approach
to SUD treatment. It is widely understood in the addictions field that the longer one
remains engaged in treatment, the better the odds are for achieving sustained recovery.
After a client has successfully completed the IOP, he or she will be transitioned to a
lower level of care at CCW as appropriate. CCW will provide educational and regular
group therapy sessions. This cohesive clinical approach will encourage continuing of
care and better outcomes, improving quality of care in the region.

improve accessibility of health care in the region; and
See response to question 8.
improve the cost effectiveness of health care delivery in the region.

There are a number of ways that the proposal will improve the cost effectiveness of

Version 9/21/16

OHCA 000016 Page 15



10.

i e

12.

13.

health care delivery in the region. First, it is well established that investment in
substance abuse treatment saves the health care system money. According to a 2012
Office of National Drug Control Policy report, every dollar spent on substance abuse
treatment saves $4 in healthcare costs.'® Second, some clients will be able to receive
intensive outpatient treatment in a more convenient location, allowing them to continue
to work during IOP treatment. Third, CCW’s SUD treatment experience, in combination
with its family-centered and long-term approach to treatment, will lead to better
outcomes and will thereby reduce the costs associated with client relapse.

How will the Applicant(s) ensure that future health care services provided will adhere to the
National Standards on culturally and Linguistically Appropriate Services (CLAS) to advance
health equity, improve quality and help eliminate health care disparities in the projected
service area. (More details on CLAS standards can be found at
http://minorityhealth.hhs.gov/).

Applicant will adhere to the National Standards on Culturally and Linguistically Appropriate
Services (“CLAS”). CCW will accomplish this by maintaining up to date on the CLAS
standards and the State of Connecticut Department of Public Health’s policies and
statements related to the equitable provision of public health services and the CLAS
standards.

How will this proposal help improve the coordination of patient care (explain in detail
regardless of whether your answer is in the negative or affirmative)?

This proposal will help improve the coordination of patient care by allowing CCW clients who
receive treatment through the proposed IOP to gradually transition to a lower level of care
with CCW. The ability to develop a long-term relationship with CCW is expected to improve
client outcomes.

Additionally, CCW intends to develop relationships with other SUD providers in the area who
offer inpatient treatment services and would like their discharged patients to step down to an
IOP. This coordination will facilitate a smooth transition from inpatient to intensive outpatient
treatment.

Describe how this proposal will impact access to care for Medicaid recipients and indigent
persons.

In 2016, 43% of CCW's clients were Medicaid recipients. The Medicaid population will
continue to be served as CCW will accept Medicaid recipients into its proposed IOP as well.

Additionally, pursuant to its Pro Bono Policy and the sliding fee scale described in its Fee
Scale and Fee Agreement, CCW will work with clients on a case by case basis to determine
how to best meet each individual's needs.

Provide a copy of the Applicant’s charity care policy and sliding fee scale applicable to the
proposal.

'8 Office of National Drug Control Policy, Executive Office of the President, Cost Benefits of Investing
Early in Substance Abuse Treatment (May 2012), available at
https://obamawhitehouse.archives.gov/sites/default/files/ondcp/Fact_Sheets/investing_in_treatment_5-
23-12.pdf.
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See Pro Bono Policy and the sliding fee scale described in the Fee Scale and Fee
Agreement at Attachment V.

§ “Whether an applicant, who has failed to provide or reduced access to
services by Medicaid recipients or indigent persons, has demonstrated
good cause for doing so, which shall not be demonstrated solely on the
basis of differences in reimbursement rates between Medicaid and other
health care payers;” (Conn. Gen. Stat. § 19a-639(a)(10))

14. If the proposal fails to provide or reduces access to services by Medicaid recipients or
indigent persons, provide explanation of good cause for doing so.

Not applicable.

§ “Whether the applicant has satisfactorily demonstrated that any
consolidation resulting from the proposal will not adversely affect health
care costs or accessibility to care.” (Conn. Gen. Stat. § 19a-639(a)(12))

15. Will the proposal adversely affect patient health care costs in any way? Quantify and provide
the rationale for any changes in price structure that will result from this proposal, including,
but not limited to, the addition of any imposed facility fees.

The proposal will not adversely affect patient health care costs in any way. In fact, by
increasing access to IOP services, the proposal should help facilitate more SUD care being
provided in the less costly outpatient setting.
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Financial Information

§ “Whether the applicant has satisfactorily demonstrated how the proposal
will impact the financial strength of the health care system in the state or
that the proposal is financially feasible for the applicant;” (Conn. Gen.
Stat. § 19a-639(a)(4))

16. Provide the Applicant’s fiscal year: start date (mm/dd) and end date (mm/dd).
01/01 to 12/31.

17. Describe the impact of this proposal on the financial strength of the state’s health care
system or demonstrate that the proposal is financially feasible for the applicant.

The proposal will improve the financial strength of the state’s health care system as it will
improve access to much needed services and will enable more residents, including a
sizeable number of Medicaid recipients, to enroll in a local program close to where they live
and work.

As discussed previously, the proposal will also improve continuity of care, leading to better
patient outcomes and decreased health care costs overall.

The proposal is financially feasible to the Applicant. The proposal does not require the
expenditure of additional funds or expansion of existing facilities, and as is established in
Attachment VIl (Financial Worksheet B), will produce incremental net gains from the start of
operations, with continued increases throughout the three-year projection period.

18. Provide a final version of all capital expenditure/costs for the proposal using OHCA Table 3.

19. List all funding or financing sources for the proposal and the dollar amount of each. Provide
applicable details such as interest rate; term; monthly payment; pledges and funds received
to date; letter of interest or approval from a lending institution.

As established in Table 3, the proposal does not require any additional capital expenditure
and therefore does not require any additional funding sources.

20. Include as an attachment:

a. audited financial statements for the most recently completed fiscal year. If audited
financial statements do not exist, provide other financial documentation (e.g., unaudited
balance sheet, statement of operations, tax return, or other set of books). Connecticut
hospitals required to submit annual audited financial statements may reference that
filing, if current;

Unaudited balance sheets, statements of operations, and tax returns are provided in
Attachment VI.

b. completed Financial Worksheet A (non-profit entity), B (for-profit entity) or C (§19a-
486a sale), available on OHCA's website under OHCA Forms, providing a summary of
revenue, expense, and volume statistics, “without the CON project,” “incremental to the
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OHCA 000020

CON project,” and “with the CON project.” Note: the actual results reported in the
Financial Worksheet must match the audited financial statement that was
submitted or referenced.

A completed Financial Worksheet B for CCW appears in Attachment VII.

Complete OHCA Table 4 utilizing the information reported in the attached Financial
Worksheet.

Explain all assumptions used in developing the financial projections reported in the Financial
Worksheet.

CCW assumes a July 1, 2017 start date for the proposed IOP.
Rates are projected to increase at 3.5% per year.

The percentage of revenue from government, non-government, and self-pay clients is
expected to remain the same.

Units of service are three-hour intensive outpatient treatment sessions, provided 3 times per
week per client.

Projections regarding revenues with the CON assume the following: in 2017, the IOP will
serve an average of 5 clients per week (15 visits total per week); in 2018, the IOP will serve
an average of 6 clients per week (18 visits total per week); in 2019, the IOP will serve an
average of 7 clients per week (21 visits total per week); and in 2020, the IOP will serve an
average of 8 clients per week (24 visits total per week). CCW anticipates a steady increase
in the number of clients served each year, consistent with the increase in the number of
clients receiving outpatient treatment services through CCW, as evidenced in Table 5.

Bad debt is projected at .3%.

For operating expenses, CCW assumes a projected increase of 1.5% per year.
Additionally, if the CON is approved CCW anticipates employing or contracting with an
additional health care professional beginning in 2018. We have estimated the additional
salaries and wages for this individual at $40,000, although we are unsure what the
additional need will be or the type of professional that will be hired or contracted.

Explain any projected incremental losses from operations resulting from the implementation
of the CON proposal.

Not applicable.

Indicate the minimum number of units required to show an incremental gain from operations
for each projected fiscal year.

As there are no costs associated with establishing the proposed IOP, any number of units
will show an incremental gain from operations for each projected fiscal year.
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26.

27.

28.

Utilization

§ “The applicant's past and proposed provision of health care services to
relevant patient populations and payer mix, including, but not limited to,
access to services by Medicaid recipients and indigent persons;” (Conn.
Gen. Stat. § 19a-639(a)(6))

Complete OHCA Table 5 and OHCA Table 6 for the past three fiscal years (“FY”), current
fiscal year (“CFY”) and first three projected FYs of the proposal, for each of the Applicant’s
existing and/or proposed services. Report the units by service, service type or service level.

Provide a detailed explanation of all assumptions used in the derivation/ calculation of the
projected service volume; explain any increases and/or decreases in volume reported in
OHCA Table 5 and 6.

Table 5:

No assumptions were required with respect to Table 5. Because FY 2017 is less than 6
months (January 1, 2017 through March 31, 2017), the actual volume for this time frame
was reported.

Table 6:

With respect to Table 6, the Outpatient Substance Abuse Treatment was predicted using a
3.5% increase per year, as from 2014 to 2015, the increase was 3.44%, and from 2015 to
2017, the increase was 6.6% over a two year period (we excluded 2016 from our analysis
as there was a great increase in visits due to the number of providers increasing for this
year only). Overall, the 3.5% increase accurately reflects the increase predicted going
forward.

With respect to Table 6, the Intensive Outpatient Substance Abuse Treatment numbers
predict 5 patients being seen per week in the first year, with each patient making 3 visits per
week. The number of patients per week is predicted to increase to 6 in 2018, 7 in 2019, and
8 in 2020.

For Table 6, FY 2017 for the Intensive Outpatient Substance Abuse Treatment visits only
take into account 6 months, as it is anticipated that CCW will begin providing these services
on July 1, 2017.

Provide the current and projected patient population mix (number and percentage of
patients by payer) for the proposal using OHCA Table 7 and provide all assumptions. Note:
payer mix should be calculated from patient volumes, not patient revenues.

§ “Whether the applicant has satisfactorily identified the population to be
served by the proposed project and satisfactorily demonstrated that the
identified population has a need for the proposed services;” (Conn. Gen.
Stat. § 19a-639(a)(7))

Describe the population (as identified in question 8(a)) by gender, age groups or persons
with a specific condition or disorder and provide evidence (i.e., incidence, prevalence or
other demographic data) that demonstrates a need for the proposed service or proposal.
Please note: if population estimates or other demographic data are submitted,
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30.

31.

32.

33.

34.

OHCA 000022

provide only publicly available and verifiable information (e.g., U.S. Census Bureau,
Department of Public Health, CT State Data Center) and document the source.

The population to be served by the proposed IOP will be adults (ages 18 and over), both
male and female, with SUD.

Using OHCA Table 8, provide a breakdown of utilization by town for the most recently
completed fiscal year. Utilization may be reported as number of persons, visits, scans or
other unit appropriate for the information being reported.

§ “The utilization of existing health care facilities and health care services in
the service area of the applicant;” (Conn. Gen. Stat. § 19a-639(a)(8))

Using OHCA Table 9, identify all existing providers in the service area and, as available, list
the services provided, population served, facility ID (see table footnote), address,
hours/days of operation and current utilization of the facility. Include providers in the towns
served or proposed to be served by the Applicant, as well as providers in towns contiguous
to the service area.

Describe the effect of the proposal on these existing providers.

There is little or no anticipated impact on existing providers as these providers typically
operate at or near capacity and CCW will be serving clientele that favor receiving care in a
more rural, exurban setting. Also, it is believed that a number of CCW'’s IOP clients will be
individuals who are currently receiving care outside of the state.

Describe the existing referral patterns in the area served by the proposal.

As this information is not publicly available, it is not possible for CCW to definitively state
what the existing referral patterns are in the Service Area. With respect to Trade Union 478,
CCW understands that it currently refers to patients in need of IOP to facilities outside of the
state.

Explain how current referral patterns will be affected by the proposal.

As discussed above, CCW does not know what the current referral patterns in the general
Service Area are, but it is anticipated that the approval of this CON application will have little
to no impact on these referral patterns. CCW's |OP will be a relatively small operation,
serving an anticipated 5 clients per week. Additionally, CCW believes that a substantial
number of its IOP clients will be referred by Trade Union 478, which does not currently refer
clients to other programs in the area.

§ “Whether the applicant has satisfactorily demonstrated that the proposed
project shall not result in an unnecessary duplication of existing or
approved health care services or facilities;” (Conn. Gen. Stat. § 19a-
639(a)(9))

If applicable, explain why approval of the proposal will not result in an unnecessary
duplication of services.
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The approval will not result in an unnecessary duplication of services as there is currently a
need for additional access to IOPs in the Service Area. See response to Question 8.

§ “Whether the applicant has satisfactorily demonstrated that the proposal
will not negatively impact the diversity of health care providers and patient
choice in the geographic region;” (Conn. Gen. Stat. § 19a-639(a)(11))

35. Explain in detail how the proposal will impact (i.e., positive, negative or no impact) the
diversity of health care providers and patient choice in the geographic region.

There are a number of ways that the proposal will positively impact the diversity of health
care providers and patient choice in the geographic region beyond simply providing an
additional IOP where individuals may choose to receive treatment. CCW provides a unique
setting for care, as it is located in a private setting in the rural town of Wolcott, providing
clients with an alternative to the larger and more urban IOPs in the area. CCW also provides
a family-centered focus, providing support to a client’s family members and also working
with the family and the client together. Additionally, CCW has a long-term perspective on
recovery, and will continually assess each individual client’s needs and the level of care that
is appropriate, as the client’s treatment regimen evolves.
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Tables

TABLE 1
APPLICANT'S SERVICES AND SERVICE LOCATIONS
- New Service or
Service Street Address, Town Pospe‘ﬂ’a::" D ags 2::::1 of Proposed
P Termination
Qutpatient 1776 Meriden Road, Adults (over the Monday-Friday, New service
Substance Abuse | Wolcott, CT 06716 age of 18), male 9am-9pm
Treatment, and female
including IOP
ck to question
TABLE 2
SERVICE AREA TOWNS
List the official name of town* and provide the reason for inclusion.
Town* Reason for Inclusion
Waterbury
Wolcott
Naugatuck
Watertown
These towns represent Applicant's
Southbury traditional service area.
Branford
Cheshire
New Britain
Wallingford
* Village or place names are not acceptable.
[back to question]
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TABLE 3

TOTAL PROPOSAL CAPITAL EXPENDITURE

Purchasel/Lease Cost
Equipment (Medical, Non-medical, Imaging) $0
Land/Building Purchase* $0
Construction/Renovation** $0
Other (specify) $0
Total Capital Expenditure (TCE) $0
Lease (Medical, Non-medical, Imaging)*** $0
Total Lease Cost (TLC) $0
Total Project Cost (TCE+TLC) $0

* If the proposal involves a land/building purchase, attach a real estate property
appraisal including the amount; the useful life of the building; and a schedule of
depreciation.

** If the proposal involves construction/renovations, attach a description of the proposed

building work, including the gross square feet; existing and proposed floor plans;
commencement date for the construction/ renovation; completion date of the

construction/renovation; and commencement of operations date.
*** If the proposal involves a capital or operating equipment lease and/or purchase,

attach a vendor quote or invoice; schedule of depreciation; useful life of the equipment; and

anticipated residual value at the end of the lease or loan term.

[back to question]
TABLE 4
PROJECTED INCREMENTAL REVENUES AND EXPENSES
FY 2017+ FY 2018* FY 2019* FY 2020

Revenue from Operations | $97,208 $233,208 $272,181 $311,084
Total Operating Expenses | $40,000 $40,600 $41,209 $41,827
Gain/Loss from $269,237
Opecations $57,208 $192,698 $230,972

* Fill in years using those reported in the Financial Worksheet attached.

+For 2017, the projected incremental revenue from operations contemplates only 6 months of services, from 07/17 to

12/17.

ack to guestion

OHCA 000025
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TABLE 5
HISTORICAL UTILIZATION BY SERVICE

Actual Volume+
(Last 3 Completed FYs) CFY Volume*
Service** FY 2014*** FY 2015*** FY 2016*** FY 2017***
Outpatient Substance Abuse
Treatmont 2,895 3,000 5,899++ 800+++
Total 2,895 3,000 5,899 800

*For periods greater than 6 months, report annualized volume, identifying the number of actual months covered and the method of
annualizing. For periods less than 6 months, report actual volume and identify the period covered.

**Identify each service type and level adding lines as necessary. Provide the number of visits or discharges as appropriate for each
service type and level listed.

***Fill in years. If the time period reported is not identical to the fiscal year reported in Table 4 of the application, provide the date
range using the mm/dd format as a footnote to the table.

+The volume is measured by number of patient visits.

++For FY 2016, CCW had additional staff, and was therefore able to see additional clients. The number of staff went back down in
2017.

+++For FY 2017, the volume accounts for January 1, 2017 through March 31, 2017.

[back to question]

TABLE 6
PROJECTED UTILIZATION BY SERVICE

Projected Volume+

Service* FY 2017** FY 2018** FY 2019** FY 2020
Outpatient Substance 3,548
Abuse Treatment++ 3,200 8,312 3,428
Intensive Outpatient
Substance Abuse 390+++ 936 1,092 1,248
Treatment++++
Total 3,590 4,248 4,520 4,796

*Identify each service type by location and add lines as necessary. Provide the number of
visits/discharges as appropriate for each service listed.

**If the first year of the proposal is only a partial year, provide the first partial year and then the first
three full FYs. Add columns as necessary. If the time period reported is not identical to the fiscal year
reported in Table 4 of the application, provide the date range using the mm/dd format as a footnote to
the table.

+The volume is measured by number of patient visits.

++The estimates for Outpatient Substance Abuse Treatment visits assume a 3.5% increase each

year.

+++The estimate for 2017 is for six months only, as the anticipated date of operation is July 1, 2017.

++++The estimates for IOP visits assume 15 visits per week in 2017 (5 clients at any given time, with each making 3
visits per week), 18 visits per week in 2018 (6 clients at any given time, with each making 3 visits per week), 21 visits per
week in 2019 (8 clients at any given time, with each making 3 visits per week), and 24 visits per week in 2020 (9 clients at
any given time, with each making 3 visits per week).

[back to question]
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TABLE 7
APPLICANT’S CURRENT & PROJECTED PAYER MIX

Current Projected
Payer FY 2017**++ FY 2018** FY 2019* FY 2020**

Discharges+ | % | Discharges | % | Discharges | % | Discharges | %
Medicare* 0 0% 0 0% 0 0% 0 0%
Medicaid* 1544 43% 1827 43% 1943 43% 2062 43%
CHAMPUS & 0 0% 0 0% 0 0% 0 0%
TriCare
Total 1544 43% 1827 43% 1943 43% 2062 43%
Government
Commercial 1687 47% 1997 47% 2124 47% 2254 47%
Insurers+++
Uninsured 359 10% 425 10% 452 10% 480 10%
Workers 0 0% 0 0% 0 0% 0 0%
Compensation
Total Non- 2046 57% 2421 57% 2576 57% 2734 57%
Government
Total Payer Mix 3590 4248 4520 4796

*Includes managed care activity.
**Fill in years. Ensure the period covered by this table corresponds to the period covered in the projections provided. New
programs may leave the “current” column blank.

The estimates for Outpatient Substance Abuse Treatment visits assume a 3.5% increase each year.

The estimate for IOP visits assume 15 visits per week in 2017 (5 clients at any given time, with each making 3 visits per
week), 18 visits per week in 2018 (6 clients at any given time, with each making 3 visits per week), 21 visits per week in
2019 (8 clients at any given time, with each making 3 visits per week), and 24 visits per week in 2020 (9 clients at any
given time, with each making 3 visits per week).

+"Discharges" are visits, as CCW provides only outpatient services, and after CON approval will continue to provide only
outpatlent services.

++The column titled “Current FY 2017” provides estimates based on 2016 payer composition. The

estimates for 2017 assume that the proposed IOP is in operation for 6 months of 2017, as the

anticipated date of operation is July 1, 2017.

[back to question]
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TABLE 8
UTILIZATION BY TOWN

Utilization

Town FY 2016**
Waterbury 31
Wolcott 19
Naugatuck 7
Watertown 5
Southbury 4
Branford 3
Cheshire 3
New Britain 3
Wallingford 3
Other 32

[back to question]

*List inpatient/outpatient/ED volumes separately, if applicable
**Fill in most recently completed fiscal year.

TABLE 9
SERVICES AND SERVICE LOCATIONS OF EXISTING PROVIDERS
Service or Program Pogn;lah Facility Facility's Provider Name, Hours/Days of | Current
Name Served |D* Street Address and Town Operation Utilization

Intensive Outpatient | NPA 159876 | Family Intervention Center, NPA NPA
Program 4474 Inc., 22 Chase River Road,

Waterbury
Intensive Outpatient | NPA 115441 | Catholic Charities Inc. — NPA NPA
Program NPA 5354 Archdiocese of Hartford, 56

Church Street, Waterbury
Intensive Outpatient | NPA 129580 | Catholic Charities Inc. — NPA NPA
Program 787 Archdiocese of Hartford, 13

Wolcott Street, Waterbury
Intensive Outpatient | NPA 147799 | Staywell Health Care, Inc., NPA NPA
Program 9340 1309 Main Street, Waterbury
Intensive Outpatient | NPA 108302 | Staywell Health Care, Inc., 402 | NPA NPA
Program 2230 East Main Street, Waterbury
Intensive Outpatient | NPA 196276 | Wellmore, Inc., 402 East Main | NPA NPA
Program 0561 Street, Waterbury
Intensive Outpatient | NPA 133640 | Wellmore, Inc., 142 Griggs NPA NPA
Program 7915 Street, Waterbury
Intensive Outpatient | NPA 187161 | Connecticut Counseling NPA NPA
Program 676 Centers, Inc., 4 Midland Road,

Waterbury
Intensive Outpatient | NPA 176042 | St. Mary’s Health System, 56 NPA NPA
Program 6969 Franklin Street, Waterbury
Intensive Outpatient | NPA 118461 | Waterbury Hospital, 64 NPA NPA
Program 5114 Robbins Street, Waterbury

OHCA 000028

Version 9/21/16

Page 27




Intensive Outpatient | NPA 156853 | The Hospital of Central NPA NPA
Program 2810 Connecticut, 73 Cedar Street,

New Britain
Intensive Outpatient | NPA 194239 | Community Mental Health NPA NPA
Program 3814 Affiliates, Inc., 55 Winthrop

Street, New Britain
Intensive Outpatient | NPA 171018 | Farrell Treatment Center, Inc., | NPA NPA
Program 6911 586 Main Street, New Britain
Intensive Outpatient | NPA 179018 | Rushford (Hartford Healthcare), | NPA NPA
Program 3515 680 South Main Street, Suite

204, Cheshire

* Provide the Medicare, Connecticut Department of Social Services (DSS), or National Provider Identifier (NP1) facility identifier and label

column with the identifier used.

“NPA” means not publicly available

[back to question]
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Supplemental CON Application Form
Establishment of a New Health Care Facility (Mental
Health and/or Substance Abuse Treatment)*
Conn. Gen. Stat. § 19a-638(1)

Applicant: Counseling Center of Waterbury, LLC

Project Name: Establishment of Intensive Outpatient Program for
the Care or Treatment of Substance Abusive or
Dependent Persons in Wolcott, CT

*This supplemental form should be included with all applications requesting authorization
for the establishment of a mental health and/or substance abuse treatment facility.
For the establishment of other “health care facilities,” as defined by Conn. Gen. Stat §
19a-630(11) - hospitals licensed by DPH under chapter 386v, specialty hospitals, or a
central service facility - complete the Main Form only.

i
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Affidavit

Applicant: Counseling Center of Waterbury, LLC

Project Title: Establishment of Intensive Qutpatient Program for the Care or Treatment of
Substance Abusive or Dependent Persons in Wolcott, CT

Gerard Marcil, Jr. CEO

I, .
(Name) (Position — CEO or CFO)

Counseling Center

. of _of Waterbury being duly sworn, depose and state that the (Facility
Name) said facility complies with the appropriate and applicable criteria as set forth in the
Sections 19a-630, 19a-637, 19a-638, 19a-639, 19a-486 and/or 4-181 of the Connecticut
General Statutes.

/Aﬂ/\f( April 12, 2017

Signature Date

\\

Subscribed and sworn to before me on_April 12, 2017

Notary PUb“C/ i hyllis A. Diteo

b
NOTARY PuBLIC >

StaTE OF Connecticut b
W(:omnusslon Explres August 31,2018 P

My commission expires:

Version 9/21/16
OHCA 000031 Page 5



1. Project Description: New Facility (Mental Health and/or Substance Abuse)

OHCA 000032

a.

Describe any unique services (i.e., not readily available in the service area)
that may be included in the proposal.

The IOP services Connecticut Counseling & Wellness (“CCW”) has proposed
will be distinguishable from other programs in the following ways:

Unigue Practice Setting: CCW is a small private practice located in a discrete,
rural setting and will offer an alternative to the larger treatment facilities in the
City of Waterbury.

Continuity of Care: Through treating clients who have recently completed
IOPs, CCW has experienced first-hand the difficulties with clients transferring
from one provider to another and understands that continuity of care would
benefit these clients. After a client completes |IOP treatment at CCW, he or
she will continue to receive treatment at CCW. CCW understands that
recovery is a life-long process and intends to continue to provide these clients
with services appropriate for their needs at each stage of recovery. Even
after an individual is no longer a regular client of CCW, he or she will still
have a person that they can contact, at any time of day, in times of need. This
continuity of care will allow CCW to establish meaningful relationships with
clients and to provide clients with high quality care.

Personalized Program: The IOP offered by CCW will be highly personalized
to each client’s unique needs. In order to provide the best care possible,
CCW intends to begin by working with only 5 IOP clients at any given time
and will only gradually increase this number based on resource availability
and other appropriate measures.

Strong Family Component: CCW understands that the family can play a very
important role in recovery and intends to establish a program with a strong
family component. Not only will CCW offer group sessions for family
members of clients, but CCW will also make available individual sessions to
further collaborate with the client and his or her family to achieve a
personalized treatment program.

Community Knowledge: CCW has been providing substance use services in
the area for over 20 years. CCW understands the community and has
established referral relationships with other community-based organizations
to transition patients and improve outcome.

List the type and number of DPH-licensed health care professionals that will
be required to initiate the proposal.

At the outset of the IOP, CCW will utilize the services of a Clinical Supervisor,
with a minimum of a master’s degree in a behavioral health services field and
at least three years of full-time work experience in substance use disorders
treatment. This individual will be licensed by the state of Connecticut or
certified, as appropriate in his or her respective discipline in conformance with
R.C.S.A. §17a-453a-12(7)(A)(ii).

The IOP will initially be staffed by two Licensed Alcohol and Drug Counselors
(one of which will serve as the Clinical Supervisor).

1



CCW's IOP patients will continue to receive services from CCW after
completion of intensive outpatient treatment. As CCW’s non-intensive
outpatient practice grows, CCW will hire additional Licensed Alcohol and
Drug Counselors, Licensed Clinical Social Workers, and/or Licensed
Professional Counselors on an as needed basis. However, this proposal does
not anticipate the addition of any new employees or contractors for the first
year of the project.

2. Projected Volume

a. For each of the specific population groups to be served, report the following by
service level (include all assumptions):
(i) An estimate of the number of persons within the population group by
town that need the proposed service; and
(i)  The number of persons in need of the service that will be served by the
proposal (estimated patient volume).
Town Population | In Need To be Served (first | % of need
12 month period) | Served
Waterbury 108,802 6,419 16 .25%
Wolcott 16,673 984 10 1%
Naugatuck 31,538 1,861 3 .16%
Watertown 21,911 1,352 3 .22%
Southbury 19,675 1,185 2 A7%
Branford 28,145 1,661 2 12%
Cheshire 29,262 1,726 2 12%
New Britain 72,808 4,296 2 .05%
Wallingford 44 893 2,649 2 .06%

Data presented in the figure above are based on the following assumptions:

OHCA 000033

Population numbers are 2015 calculations provided by the Connecticut
Department of Public Health in their Report titled “Estimated Populations in
Connecticut as of July 1, 2015, available at
http://www.ct.gov/dph/lib/dph/hisr/hcgsar/population/pdf/pop_towns2015.pdf.
The estimates of individuals “in need” of SUD treatment are calculated by
applying the 5.9% estimated average for the United States population provided
by SAMHSA (see Attachment II).

The estimated number of individuals to be served (client volume) is based on an
estimated 57 patients being treated in the first 12 months (for the first 6 months,
5 patients will be seen per week, it is estimated that approximately 26 clients
seen total in the first 6 months; for the second 6 months, 6 patients will be seen
per week, with an estimated 31 clients being seen in this time period).The chart
shows the total number of clients to be served in the first 12 months as 42



http://www.ct.gov/dph/lib/dph/hisr/hcqsar/population/pdf/pop_towns2015.pdf

because the additional 15 clients served will be from a number of other towns in
the surrounding area.

e The percentages reported are the percentage of estimated individuals to be
served of the estimated number of persons in need of treatment.

¢ We understand that part of the challenge is motivating individuals to seek
treatment, and therefore the demand for treatment is not equivalent to the
number of individuals with SUD.

b. Provide statistical information from the Substance Abuse and Mental Health
Administration (‘SAMSHA”), or a similar organization demonstrating that the
target population has a need for the proposed services.

General Population — Incidence and Prevalence:

The general population segment within which the target population rests includes
adults (ages 18 years and above), both male and female, with diagnosable
substance use disorders (SUDs) who reside in the Service Area.

The most current national data are available are from 2015 from the Substance
Abuse and Mental Health Services Administration (“SAMHSA”) and are based on
results from the National Survey on Drug Use and Health (“NSDUH").' The NSDUH
estimates that the prevalence of SUD (including alcohol and illicit drugs) among
adults in the United States was at 5.9% of the population (ages twelve and over) in
2015.

Need for Treatment in Service Area:

The Behavioral Health Barometer — Connecticut 2015, a publication by SAMSHA
presents compelling evidence demonstrating the need for substance use treatment.
For 2013-14, SAMHSA estimated that in Connecticut about 6.8% of individuals aged
12 or older (206,000 individuals) were dependent on or abused alcohol within the
year prior to being surveyed, which is higher than the national average of 6.5%. With
respect to Connecticut residents twelve years of age and above with alcohol
dependence or abuse, data from 2010 to 2014 shows that only 7.1% received
treatment, and 92.9% did not receive treatment. Similarly, for Connecticut residents
twelve years of age and above with illicit drug dependence or abuse, data from 2010
to 2014 shows that only 20.1% received treatment, and 79.9% did not receive
treatment. (Note that this statistic only takes into account illicit drugs. It can be
assumed that when prescription drugs are also taken into account, this number
would be significantly higher.). Based upon this evidence, a conclusion that there is a
very high unmet need for alcohol and drug treatment is reasonable (although we
understand that part of the challenge is motivating individuals to seek treatment, and
therefore the demand for treatment is not equivalent to the number of individuals with
SUD).

' Results from the 2015 National Survey on Drug Use and Health: Detailed Tables, Table 5.1B,
available at https://www.samhsa.gov/data/sites/default/files/INSDUH-DetTabs-2015/NSDUH-
DetTabs-2015/NSDUH-DetTabs-2015.htm

) SAMHSA, Behavioral Health Barometer — Connecticut 2015, available at

https://www.samhsa.qov/data/sites/default/files/2015_Connecticut BHBarometer. pdf
3
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Additionally, the state of Connecticut’s Department of Mental Health and Addiction
Services (‘DMHAS’) issued a Triennial State Substance Abuse Plan in 2016.2 The
plan explains that “Connecticut has been in the grips of an opioid epidemic that has
resulted in increasing numbers of overdose deaths across the state. . . . This issue
has now become perhaps the single most important health concern we as a state are
facing.” The plan goes on to explain that the opioid epidemic has led to “escalating
overdose deaths related to opioids, especially over the past three years.” The Office
of the Chief Medical Examiner reported that in 2016, there were 917 accidental

intoxication overdose deaths reported in the state, 116 of which were from the
Service Area (as defined in Table 8).*

Connecticut Accidental Drug Intoxication Deaths
Office of the Chief Medical Examiner

2012 2013 | 2014 2015 2016
Accidental Intoxication Deaths* 357 495 568 729 917
-Heroin, Morphine, and/or Codeine 195 286 349 445 541
-Heroin in any death 174 258 327 416 504
-Heroin + Fentanyl 1 9 37 108 276
-Heroin + Cocaine 50 69 73 106 152
-Morphine/Opioid/Codeine NOS 21 28 22 29 37
-Cocaine in any death 105 147 126 1Z7 273
-Oxycodone in any death 71 75 107 95 110
-Methadone in any death 33 48 51 71 84
-Hydrocodone in any death 15 19 15 20 20
-Fentanyl in any death 14 37 75 188 479
-Fentanyl + Cocaine 2 16 14 43 142
-Fentanyl + Prescription Opioid 4 7 14 23 72
-Fentanyl + Heroin 1 9 37 108 276
-Any Opioid + Benzodiazepine 41 60 140 221 232
-Hydromorphone 1 0 12 17 22
-Amphetamine/Methamphetamine 7 5 i) 20 19
-MDMA 0 0 2 1 1

*Some deaths had combinations of drugs; pure ethanol intoxications are not included.

NOS, not otherwise specified
Updated 2/24/17

The number of accidental opioid overdose deaths has risen substantially every year
since 2012 (the first year reported), indicating that the need for SUD treatment will

only continue to rise.’

Please note: provide only publicly available and verifiable information and

document the source.

3 Miriam Delphin-Rittmon, Commissioner, & Nancy Navarretta, Deputy Commissioner, DMHAS,
Triennial State Substance Abuse Plan, available at
http://www.ct.gov/dmhas/lib/dmhas/publications/triennialreport2016.pdf.

* Office of the Chief Medical Examiner, Accidental Drug Intoxication by Town/City in Excel (2015-
16), available at http://www.ct.gov/ocme/cwp/view.asp?a=2165&Q=295128&ocmeNav=|

® Office of the Chief Medical Examiner, Connecticut Accidental Drug Intoxication Deaths,
available at http://www.ct.gov/ocme/lib/ocme/AccidentalDrugintoxication2012-2016.pdf.
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COUNSELING CENTER OF WATERBURY 2349
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Ad #: RA0754822
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STATE OF CONNECTICUT

wA——-
County of New Haven Waterbury Hath
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The subcriber, being duly sworn, deposes and says that he (she) is the ke e

of the Republican-American and that the foregoing notice for
PULLMAN & COMLEY, LLC

was published in said Republican-American in 1 edition of said newspaper issued between 03/16/17 and
03/16/17

eral Statutes Section ofxsam.' Lo kA

Counseling & Wellness) in- & w) e
) Certificate of R
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R-AMarch 16,17 & 18/2017

Notary Public
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My Commission Expires:
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AFFIDAVIT OF PUBLICATION

STATE OF CONNECTICUT
County of New Haven Waterbury Moen W — 201
The subcriber, being duly sworn, deposes and says that he (she) is the waigar

of the Republican-American and that the foregoing notice for

PULLMAN & COMLEY, LLC
was published in said Republican-American in 2 editions of said newspaper issued between 03/17/17 and

03/18/17
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SUBSCRIBED AND SWORN BEFORE ME THIS THE 2D
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e 0 Loh

Notary Public
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My Commission Expires:
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Gerard R. Marcil
332 Cenligi Avernue,
walcolt T Q67146
{203) 233-75621
Jenyacewellness.ory

Capella Unlversity, Minneapolis, MN. / M.S, Human Services, - March/2008

Post University, Waterbury, CT. / Bachelor of Science. - June/2004

LADC. Stale of Conneclicut #001023
CEAP, LAP-C, CEAP, SAP Qualified

Dlrector/Owner -CCW (2012 1o Mresont)
1776 Meriden Road, Wolcoft, CT

CCW s a privale counseling praclice, focusing on substonce use disorders
Ihrough individual, group, and family educalion and counsaling.

Employee Assislance Program Coordinator (2000 0 2014
ProH and Whitney Alrcraft

EAP lor jaint lator rmonagement - provided intake, assessment, short-term
counsaing, referral, and follow-up core tor employees referred to AP by
management, umon, o self. Trained supervisors, and pear counselors in
recognizing and addressing employee performance issues.

MADANC [2008 - Prosent)
CT Labor Assislance Professionals (2004 - Prosent]
CT Employea Assistanca Professionals (2002 - 2009)

Frasicent of 2008CT Employea Assistance Professionals {2008-2010)

Founder of CT Chapter of Labor Assislance Prolassionals (2003)
LAP Foundar Award, Presenter LAP Mational Conference (2011)

Member ol UCONK "Subsiance Abuse in the Workplace” Research Team


mailto:Jerry@ccwellness.oig

AMY ST. PIERRE

43 Edgemont Avenue, West Hartford, Connecticut 06110 ¢ C: 860-380-0293 ¢ amystp65(@yahoo.com

PROFESSIONAL SUMMARY
Empathetic mental health professional with 19 years’ experience providing highly skilled services to co-occurring

populations
WORK HISTORY

Clinical Supervisor, 2/1/2017 to current, Connecticut Counseling and Wellness, Wolcott, CT.
Responsible for individual case load and daily supervision of ancillary and clinical staff,
Senior Crisis Clinician, 03/2016 to Current Wheeler Clinic Hartford, CT

Develop disposition, discharge planning and coordinate transfer to higher level of care .Facilitate appropriate
referrals and provide education to patient and family regarding diagnosis and discharge services .Kept abreast of new
and developing information in the mental health field by regularly attending professional conferences and
workshops. Presented case history material to review and discussion with other staff members, Psychiatric
assessment of all substance use and mental health patients referred by ED attending M.D.

Senior Clinician, 09/2012 to 03/2016 Wheeler Clinic Hartford, CT

Responsible for a men's day substance abuse intensive outpatient program. Ran a weekly co-occurring group and a
weekly relapse prevention group .Conducted therapeutic individual sessions .Provided comprehensive case
management services, including creating treatment plans and connecting clients and families to appropriate
resources. Displayed sensitivity to the cultural and linguistic needs of the clients and families served. Guided clients
in effective therapeutic exercises integrated from Cognitive Behavior Therapy and Dialectical Behavior Therapy
(DBT).Managed a caseload of 100 patients with substance dependence and co-occurring Axis I and Axis I disorders.

Psychiatric Clinician, per diem, 08/2012 to 10/2014 Hospital Of Central Connecticut, New Britain CT

Provided individual and group psychotherapy for adult inpatient. Facilitated family visits and helped to coordinate
discharge planning Observed and monitored client behavior and responses to treatment. Facilitated a smooth
discharge by encouraging and reassuring clients throughout their transitions.

Outpaticnt Counselor, 09/2009 to 08/2012 Connecticut Counseling Centers, Inc , Waterbury CT

Responsible for individual and group counseling for methadone maintenance and detox patients .Co-facilitated co-
occurring IOP, and a weekly co-occurring group Provided case management, developed treatment planning, and
coordinated discharge planning and referral for chemically dependent and co-occurring populations.

VYocational Rehabilitation Counselor, 09/2006 to 05/2009 State Of CT Bureau of Rehabilitation, New Britain CT

Responsible for intake, assessment, counseling and case management of the physically, psychiatrically or cognitively
disabled who qualified for state and federal assistance in an effort to remediate or accommodate their disability and

to prepare them for work.

OHCA 000045
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Outpatient Counselor, 01/2004 to 02/2005 Community Solutions, Behavioral Health Services, Hartford CT

Responsible for biopsychosocial assessment, diagnostic impression, disposition, individual counseling for
predominately criminal justice clients. Provided crisis intervention and case management of court mandated
chemically dependent and co-occurring disorder clients.

Outpatient Counselor, 09/1998 to 05/2000 Community Prevention and Addiction Services, Willimantic, CT

Responsible for evaluation, diagnostic assessment, individual and group counseling, crisis intervention and case
management for Co-occurring population.
EDUCATION
Springfield College, Springfield MA
Master of Education: Counseling Psychology, August 1997
Mental Health Counseling
University of Connecticut, Storrs CT
Bachelor of Arts: Psychology, May 1989
Psychology, Sociology
ADDITIONAL INFORMATION
LICENSED ALCOHOL AND DRUG COUNSELOR since 12/2010
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Assessing the Evidence Base Series [N
Substance Abuse Intensive Outpatient
Programs: Assessing the Evidence

Dennis McCarty, Ph.D.

Lisa Braude, Ph.D.

D. Russell Lyman, Ph.D.

Richard H. Dougherty, Ph.D.
Allen S. Danicls, Ed.D.

Sushmita Shoma Ghose, Ph.D,
Miriam E. Delphin-Rittmon, Ph.D.

()hicvlirt('.: Substimee abuse inlensive outpatienl programs (IOPs) are
divect services for people with substance use disorders or co-occurving
mental and substance use disorders who do not require medical de-
toxification or 24-hour supervision. IOPs are alternatives to inpatient and
residential treatment. They are designed to establish psychosocial sup-
ports and facilitate velapse management and coping strategies. This re-
view assessed the evidence base {or 10Ps. Methods: Authors searched
major databases: PubMed, PsycINFO, Applied Social Sciences Index and
Abstracts, Sociological Abstracts, Social Services Abstracts, Published
nternational Literalure on Traumatic Stress, ERIC, and CINATIL. They
identified 12 individual studies and one review published between 1995
and 2012, They chose from three levels of research evidence (high,
moderale, and low) based on benchmarks for the number of studies and
quality of their methodology, They also described evidence of service
elfectiveness. Results: Based on the quality ol trials, diversity of setlings,
and consisteney of outcomes, the level of evidence for IOPs was rated
high. Multiple randomized trials and naturalistic analyses that compared
10Ps with inpatient or residential eare found comparable outcomes, All
studies reported reductions in alcohol and drug use. However, sub-
stantial variability in the operationalization of IOPs and oulcome mea-
sures was apparenl. Conclusions: IOPs are an important part of the
conlinuum of care for substance use disorders. They ave as effective as
inpatient treatment for most individuals, Public and commercial health
plans should consider 10P services as a covered health benefit. Stan-
dardization of the elements included in IOPs may improve their quality
and elfectiveness. (Psychiatric Services 65:718-726, 2014; doi: 10.1176/
appi.ps.201300249)

D MeCaity i with the Department of Puldie Health aal Preventive Medicine. Ovegon
Health aned Science Cniversity. Portland, Dy Breande: Dy Lipman, aned Dy Donglierty
are with DMA Health Strategies, Lexinetorn, Massacluesetts. Dee Daiiels and Dr. Ghose
are with Westat, Rockvilte, Mavyland, Dr. Delphin-Rittmon is with the Office of Policy,
Planing, aned hovcation, Substance Abuse and Mewtal Health Sevviees Administration
iSAMUSAL Rockeille, Send corvespondence (o Dy, Lyman (e-mail: russt@dmalicalth.
cont This article is part of w series of litciature reciews being published in Vsyehiatrie
Sewvices, The reviews were commissioneed by SAMHSA throwah a contract with Tricen
Health Analytics and were conducted by experts incach topic arca, who wrote the
veviewes along witlc anthors from Timwen Health Aualytics, Westat. DMA Health Steategies,
aned SAMHSA. Eacli article in the sevies was peer reciewed by a special panel of Psyehiatrie

Senices revicieers
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ubstunee abuse intensive oul- -

patient programs (10Ps) are

ambulatory services forindivid-
wals with substance use disorders who
do not meet diagnostic criteria lor
residential - or substance
abuse treatment as well as Tor indi-
viduals who are discharged fvom 2-1-
hour care in an inpatient treatment
facility and continue to need more
support than the weekly or biweekly

inlmti('nl

sessions provided in traditional out-
patient care (1), 10P services oller
a mininnnm of nine Lours of service
per week in three, three-hour ses-
sions: however, some Programs pro-
\’i(’(‘ nmaore N('\\i(]]l.\ P(‘I‘ \\'(‘l'l\ or I()Il"‘_’\('lv
H('SSil)]lS. ';lH(' [RLH IR l)l'()‘!rillll.\ 'll‘l'l)llll'
less intensive over e (1.2 Becanse
S(‘l‘\'i("(‘.‘i ey I)]‘l)\'i(l(‘[] ill ()”‘Pilll(“l!
settings, the duration may be longer
than that l‘(‘quil‘(‘tl [or mpatient ser-
vices, Individuals in 1OPs remain in
their homes, reduce the use of expen-
sive inpul‘i('nl cwre, and learn to re-
cover in their ('n)mnnmily (1).

Since 2002, the anual consns of
specialty addiction treatment facilities
in the United States has consistently
identified TOPs as second i prevae
lenee nnl_\' o reanlar ontpatient fread-
ment for aleohol and drug nse
disorders. In 2011, there were 6,089
treatment programs in the United
States that reported  offering 10P
services  (449% ol 13,720 addiction
treatment progriuns), and [OPs served
L1964 patients—-12% ol the 1.2 mil-
lion patients receiving specialty adic-
Hon treatment (3).

PSYCHIATRIC SERVICES ¢ ps psvehintryouline.org ¢ June 2004 Yol 65 No. 6



This article reports the results of

literature review that was under-
taken as part ol the Assessing the
Fvidence Base Series (see hox on
this page). The purpose ol this
review was to provide policy makers,
treatinent providers, and consumers
with crrrent information on 1OPs so
that they can make informed  deci-
sions when comparing these progriams
with alternative  treatments. Public
and commercial health plan admin-
istrators may use this information to
assess the need 1o include 1OPs as

P ¢
acovered benelit, O assessient ol

10Ps delines the programs as alevel
ol care. reviews available research,
and - evalnates  the quality ol the
evidence,  most notably  compared
with evidence lor the elfectiveness
ul"inp;lliunl lreatiment services,

Description of the service

1OPs treat individuals with substance
nse disorders or co-ocerrring mental
andd substanee vse disorders who do
nol require medical detoxilication or
24-honre supervision. 1OPs provide
aspecilied number of hours per week
ol structured  individual, group, or
faily therapy as well as psyeho-
cducation  about mental and  sub-
stance nse disorders.

The American Society of Addiction
Medicine (ASANM) defines live levels
ol care to guide practitioners in
selecting  the appropriate intensily
[or treating aleohol and  dmg use
disorders: Level 25 fearly intervention
services), Level [ foulpatient ser-
vices), Level 11 (intensive outpiient
services) Lovel T (vesidential and
mpatient  services), and  Level 1V
fmedieally managed intensive inpa-
tent services) (2), Thus 1OPs vepre-
sent i higher level of care than asoal
oulpatient services and a lower level
of care than vesidential and inpatient
services, (A separate article in this
series addresses residential treatinent
for iudividiads with substnee nse
disorelers [

The Substance Abuse and Mental
[lealth Services Administration de-
lines o set ol core services o in-
chision in 1OPs, such as a specitied
number ol liours of structared pro-
“’I'ill”llli“”’ l)l'l. \\'('(‘I\" ill(li\'i(]“ﬂl rl‘()“l)
or family therapy: and psvehoeduca-
tion about snbstanee use disorders and

About the AEB Series

The Assessing e Evidence Base (ALEB? Series presents literatare reviews
lor 13 cammonly nsed, recovery-locused mental health and substanee nse
services. Authors evaluated rescareh wrticles and reviews specilice to cach
Each ATB
Series article presents ratings of the strength of the evidence for the service,
descriptions of service effectiveness, and reconmmendations for Tutire

service hal were published Tram 1995 throngh 2012 or 2013

inaplementation and research, The target audience inelodes state mentad

healthand substance use program directors and their senior stall, Medicaid
stall, other purehasers of health eare serviees (for esinple, managed care
organizations and commercial insnrance). leaders incomnnmity: health
organizations, providers, consnmers and  familv members. and others
interested in the enpivical evideuee base Tor these services, The research
was sponsorcd by the Substaiee: Abuse and Mental Health Services
Administration to help inform decisions about which services should D
covered public and commercally Tunded plans. Details abont the
rescarch methodology and bases for the conclusions are included in the

introduction to the AR Series (51

mental disorders (1) Table 1 provides
a deseription of the service,

1OP goals are to help the individnal
learn early-stage relapse management
andd coping strategies, o ensure thia
the person has psyehosocial support.
and to addyess individual symptoms
and needs, However, hroad variation
across programs in terms ol service
delivery (Tor example. mechanisins
[or sereening and assessment), treat-
ment planning and provision. crisis
management, discharge planning, and
the intensity and duration of care limit
attempts to assess the quality and

ellectiveness o care across 1OPs.
Morcover, [OP services vy |)\' sel-
ting: hospitals, commumity hehavioral
health centers. and lll\ treatinent
progruns. The ASANI eriteri note
that the diation ol treatiment varies
willi the severity ol the person’s illness
andd his or her response (o the treal-
ment intenvention, Therelore, progress
in a particular level of care, vather than
a predetermined Tength of stay. deter-
mines an individual's movement through
the treatment continuum,

In the clinical ad vesearch litera-
tare, 1OPs may also include partial

Table 1

Sunimnary ol substance abnse intensive oulpatient progrims

Feature Deseription

Service definition

Substance abuse intensive ontpatient prograams (OPs) are

direel services for peoaple with substaice use disorders or
co-ocenrring mental and substanee use disorders who do
not revuire medical detoxilication or 24-hoar supervision.
The programs provide treatent for svinptoms or
disabilities associated with these disorders. Core services
cenerally include a specilicd number ol hours of
stractured progrmming per week: individual, geonp. m
Fontily thevapy: s psvehiocducation abant substanee nse
and nentad disorders,

Serviee vaals

Learn earhestage relapse management: develop coping

stratedgies: establish or re-establish psyehosocial supports:
address problews related o social. psychological, wud
cmaotiowal well-heing

Populations

diagnoses}

Settings for service
delivery

Adults with snbstance nse disorders (hoth aleohiol and drug

Hospital-based inpatient aned day treatment i community
hospitals and Veterans Allaivs hospitals: social model

vesidential programs; commmity-hased public and private
substanee abuse reatment centers

PSYOHIGARDOBDAICES ¢ ps psychintryonlineorg ¢ June 2014 Vol 63 No. 6
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hospitalization and  day reatment
(ASANM Lavel 11L3Y, both ol which
are nsed to treal people who haye
serions mental illness or substance use
problems. For the purposes ol this
review, partial hospitalization and day
treatment Tor individuals with snb-
stunce use are included in the deflini-
tion ol an TOP. Day treatinent models
operate [ull-day schedules five 1o
seven davs per week and may treat
paticnts with CO-0CCHrring - serious
mental ilhiess,

Methods

Search strategy

We identilied and reviewed research
from 1995 throngh 2012, We con-
ducted o survey ol major databases:

PubMed (US. National Library ol
Maedicine and National Institutes ol

Health), Psy¢INFO {American Psy-
chological Association). Applicd So-
cial Sciences Index and Abstracts,
Sociological Abstracts, Social Services
Abstraets,  Published  International
Literature on Tranmalic Stress, the
[chicational Resources Tnlormation
Coenter. and the Camunlative Index to
Nursing and Allied Health Literature.

We also examined bibliographies ol

major reviews and metasaalyses, We
nsed combinations ol the following
search  terms:  intensive oulpalient
treatment, Lread -
ment, addiction treatment, drag re-
habilitation. and alcohol treatiment.,

suhstancee  abuse

Inctusion and excluston criteria

This veviesw was limited to ULS. and
imleriational studies in English and
included  the  following
articles: andomized controlled trials
{RCTTS). (lll;|si~(‘x|)('1'i|||('nluf studies,
niduralistic assessments, and qualita-
ive reviews. Studies were included il
they compared levels ol care ithat is,
inpaticntor - residential - treatment
versis TOP or dav treatinent) for adult
study participants seeking treatiment
lor wleoliol or illicit dmg nse. The
ASAML Paticnt Placement Criteria for
the Treatment of Substance-Related
Disordlers 20 andd the Treatment
Inprovement Protocol on intensive
outpatient programs (rom the Center
[or Substance Abuse Treatiment (1)
were also examined. Stndies were
excluded  that exaumined  residential
treatment only, ambulatory treatment

+2@HCA 000050

vpes ol

ounly, altercare only, treatment lor
mental disorders only, developmen-
tal - disability  programs, hospital-
hased inpatient treatment programs
withoul l:()mp:u'imns 1o less intensive
services. and treatment services for
acloleseents.

Strength of the evidence

The methodology used 1o rate the
strength ol the evidenee is deseribed
in detail in the introdnction o this
series (3). The research designs of the
identilicd
Three levels of evidence thigh. mod-
erate, and low) were nsed to indicate
the overall research quality of the
collection ol studies. Ratings were
based on predefined benehmarks that

Slll(li('S were (‘\?Illlill(‘(l.

considered the muanber and quality of

the studies. [ ratings were dissimilar,
i consensus opinion was reached.

In general, high ratings indicate
conflidence in the reported outcomes
and are based on three or more RC'Ts
with adequate desians or two RCTs
plus two quasi-experimental studies
with adequate  designs. Moderate
ratings indicate that there is some
adequate vesearch to judge the ser-
vice, although itis possible that [uture
rescarch  conld influence  reported
results. Moderate ratings are hased
on the lollowing three options: two or
more quasi-experimental studies with
adequite design: one quasi-experiniental
.\‘lu(]) l)ln.\' one RCT with ;|(|m]n:|l(~
design; or at least two RCTs with some
methodological wealnesses or at least
three quasi-experimental studies with
some methodological weaknesses, Low
ralings indicate that research for this
service is not adle rate to draw evidenee-
Dised conclusions. Low ratings indicate
that stidlies Tive nonexperimental
desivns, there are no RCTs, or there
is 1o more than one adequately de-
signed quasi-experimental study,

We accomted for other design
[actors that could increase or decrease
the evidenee rating, such as how the
service, populations, and interven-
tions were delined; nse ol statistical
methods to accomt for baseline dil-
lerences between experimental and

comparison groups: identification ol

moderiting or confomding variables
wilh approprinle statistical controls:
exanination ol attrition and follow-
up: use ol psvehometrieally sound

measwres: and indications of potential
reseirch bias,

Lffectiveness of the service

We deseribed the elfectiveness ol
the service—that is. how well the
outcomes ol the studies met the
service goals. We compiled the find-
ings for separate outeome measires
and shudy populations, sammarized
the results, and noted  dilferences
across investigations, We evitluated
the quality ol the research design in
our conclusions about the strength of
the evidence and the ellectiveness of
the service,

Results

Level of evidence

The lovel of evidence Tor TOPs was
raded as high, Muoltiple RCTs and
quasi-experimental stadies have heen
conducted ol 1TOPs that were de-
signed lor individuals with sabstance
use disorders. \We identilicd live re-
ports based on four RCTs that com-
pared TOP services or day treatment
services with inpatient or vesidential
treatment (6-10) and two studies of
impaticnt treatment versus TOPs thal
included participants who had heen
rndomly assicned 1o a breatiment
group and those who relused v
domization (11.12), Onr search also
fownd  six - naturalistic analyses of
patients treated in inpatient and 10P
seltings (13-18) and one qualitative
review ol research published after
1995 (19). Table 2 summarizes the
studies ineluded in this review,

Most of the RCTs had good -
ternal \';t]i(lit)‘ and used the Addiction
Severity Index (AS), a well-validuted
treatment ontcome  measure, How
ever, samples were sometimes sinall
to modest, and insullicient statistical
power may have cantributed to alack
ol strong fincings. ()ml\'(‘rsol_\', the
naturalistic - studies  reported  large
samples but had more variahility in
ontcome measures. Nonetheless, lind-
ings [rom the RCTs and naturalistic
il”il]}’ﬂ('ﬂ illll)l‘(l]'(‘(l Lo ('U”ll)]('nl(‘”l ('Zl('ll
other,

Patient popudealions
el service seltings
la studies of 1TOP services, aleohol
dependence (9,10.15.19) and cocaine
dependence (6.16) were the primary
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Table 2

Studies of intensive outpatient programs (JOPs) included in the review”

Study

Design, participants. setting

JOP tresatiment

Comparison tréattient

Primany onteome mesures

Stmnrary of lindings

ROST
Sehmeider et all.
1996 (G

Guydish et al..
1998 |
1999 ¢

Ryehtarik et al.
2000 1Y)

Weitlimann and
Holfmann,
2005 (10)

RCT included those
who refused
randomization

MeKay et al,
1995 (11)

Withrodt et al..
2007 {12)

OHCA 000051

Day treatment (IN=32! ver-
sty dupadienl (N
Individials see Lm(r trcit -
wient for cocaine (l(‘p( n-
dence from a larze health
mainlewance organizatioy
in metropolitan Boston

Day treatiment (N=114) ver-
snis residential treatiment

N=H7} in a therapeutic
conmmunity drg treat-
mient progrean

Individuals seeking treat-
ment for aleohol depen-
dence randomly assigned
to IOP (N ~()"3‘0\| rsUS -
]mhvnl and outpatient
(N=3S7 versus nnlp.\h(~||l
I.\'=f.il )

Dave hospital (N=367 versns in-
patient (N=534] care i 4
Gernmun psvehiatne hospital

Dy Imspil‘ul versus inpatient
care: putim)ls r;mdnm]y s~
siaed IN=48" and patients
who refused randomization
and seli=selected their level
ol care IN=96!

Day |m.\])i(u§ VETSHS TesE-
dential cares paticnts v
domly ussizmed (N=295: dav
hnspnle 34, residential
care= 1391 and paticnts who
veefised sindoniization and
solf=selected their Tevel of
care (N=303: duy hospi-
tal=321 vesicdential care=

Payv treatinent: 2 weeks.
Maonduy throngh Friday. 3
Jionrs of services per day:

\ 3! . S ~
weekh aftercare for =6

menths 47% completed
14 davs of TOP services)

Day treatment: § hours of
trealinent per l,l'.i)_.
per week for 6 to S
months

7 (lu}.\

10P: 5 davs per week lor 28
davs: 3 months of weekly
altereare

Day hospital: same services
and stall as inpatient

Day hospital: 27 hours per
week [or 4 weeks

Dav hospital

Inpatient cave; 14
a nonhospital facilit
6 honrs ol serviees per (1‘..1)':
referd to haliws honse.
altercare, orsomental health
provider {95% completed
14 days of inpatient care]

Residential therapentic
connmmmity with I-tnonth
ovientation; 3 to 6 imonths
active treatment: 3 to 6
months reentry

[npatient and ontpatient: 28
cliys phis S sessions af
outpatient pius weekly al-
tercare; or outpatient: S
sessions in 28 davs

Inpatient: same services and
stall”as day bospital

Inpatient: 45 hours per
week of group wid indi-
vidual connseling phis
psvehoedueation

Social mode! residential ciare

ASI seares at baseline ad
telephone interviews at 3
wouths teompleted by
9195 and 6 monthis (com-
p]vttrd [1} S3%  atter treat-
nient; sell-report of
ahstinence

ASI scores at baseline andd G-,
12 andd 1S-maonth Tollow-
Hps: treatment yetention:
days of treabinent

Percentage of davs abstinent

Percentage ol divs abstinent.
assessed quarterly

- Ve 1
ASI seores at baseline and w

3= 6-. and Y-maonth follow-
ups alter trestment

AST scores at baseline and at

follow-np interviews at 6
wnd 12 months

AST problent sesernity dectined lor both

aroups at 3 and 6 months wnd did not
differ betwveen u'mnp\ A3 mionlhs.
inpatients were more fikel to report
abstinence (63% han the day treatinent
aronp {35% & no significant dilfesence at
6 months (46% versus 35%., respuetiy elv,

AST problem severity scores declined

significantly from Tascline: Bnprove-
mients were nidntained at 6. 12, and
1S months, Residential patients hiad
more i]n])n)\'(.‘ll]t‘nl on \.(](.i(ll .U"!

psyehiatric problems: remaining out-
comes did nat diff

Davs abstinent inereased from pretreat-

ment for all @oups. and gronps did not
cifTer at 1S-month follow )
37% to S1%; 10P. 30% tu 75%;
patienl, 41% to 76%. Patients with
hizh wleohol involvement had better
onteomes when treated in mpatient care.

Days abstinent inereased for both

groups. There were no differences
hetween levels ol care.

ASI problem severity declined in both
|

aroups at wll measnrement intenals.
There were no differences between
levels of care. Rundomly assigned
and sell=selected participants had
sinnlar ontcomes.

AST problem severity declined in both

wroups at both measurement intervals,
There were no differences hetween
levels of cure,

Continnes o next pee
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Table 2

e

Study

el et |

! from precious page

Design. participants, setting

[OP treatment

Comparison treatient

Primany outcome mneasures

Sty ol lindings

Nutoral cohort
wialysis

Advlls EN=91857 frons 10
ontpatient procrans (N =3381
andd 6 10Ps IN=350)

MeLellan et al.,
1997 (13)

[arrison and
Asche. 1999
il 4}

Inpatient (N =1.1561 versus
outpalicnt progos tn-
cluding 10P<) IN=3.007;

Pettinali ot al.,
1999 (15)

Alcohol-dependent patients
admitted to inpatient
iN =931 o ovdpatient
IN=S0! cre i a psy-
chiatric hospital

Secondiony anlysis of data
front DATOS ssessing
cocame-dependent pa-
tients in 3 levels of care:
outpatient drg free fin-
cluding 1OP; IN=4355.
long-term residential

Shmpson et al..
1999 (16}

=

Patients in Washington state
receiving inpatient plis
ontpatient care (N=167}
versns 101 services only
(N=Y63 '

Veterans Allairs clionts ve-
ceiving ontpatient IN=410}
or 1OP senvices |
Vensns iupz\tivnt and resi-
dlential care (N=1.320)

MeKay et al.,
2002 (17)

Tiet et al.. 2007
(1S}

OHCA 000052

LOP: =3 hours per die, =3
days per week

Ontpationt: 145 prourns m
Minnesota providing in-
tensive levels of care fme-
dian of 9 Lours af care per
weekd

1OP: § weeks of 12-step
program plus individual,
group. and [amily therapy

Outpatient drug free: 24

|)l'l)f_{l'uﬂl$

1OP: 2 programs

10P or outpatient

Outpatient: =2 howrs per
session, =2 davs per week

[npatient: 38 prograns in
Minnesota (minina of
30 howrs of serdce per
week?

Inpatient: 4 weeks of 12-step
yrooram plus individoad.
| i
aroup. wnd Furily therapy

Residential: 19 long-term
programs: inpatient: 12
short-tenn programs

Inpatient: a :ZS-tI:l}‘ inpatient
program

Inpatient and residential; in-
patient iN=224), residentinl
:N=390). und domicilian
IN=906} settings

ASL scores at baseline and 7
months after baseline

AST scores at intake and 6
wonths after intuke

SCL-90R scores: munber ol
drinking days: return to
sionificant drinking {davs
ol drinking =3 drinks! or
retum to inpatient care

Weekly cocaine use 1 year
after discharge

ASI scores at baseline and 3

and 9 months after
baseline

ASI scores at baseline and 6

months alter haseline

AST probiem severity declined in botl
groups, There were no differences
between levels of eare. 1OP pationts
had wore severe probieins at advission.

AST problem severity declined in hoth
gronps. There were na differences
between levels of care. Patients with
recent suicidal ideation had belter
outcomes in inpatient care,

Srivival analvsis suggested that 10P
patients returned (o significant drink-
g move quickh $30% at 2 mouths)
than inpatients (25% al 2 months Six
months alter discharge. the percentage
of patients with heaa drinking stubi-
lized at whout 304 in both aroups.

Weekly cocaine use declined fron 734
before treatiment to 23% at follow-up
and did not differ across groups. A
sigmificant interietion between fevel of
care, problem severity. and retention
in care suggested that patients with
more severe problems were Tess likely
to report weekly cocaine use after
long-term residential care (235 1 ver-
sns short-term residential care (37% 0

ASI problem severity dectined in hoth
aroups at 3 and 9 months, Participints
i inpatient p]us outpatient progruns
nproved more becanse their svp-
toms were more severe at baseline,

ASI problem severity declined in both
aronps after baseline. There were o
differences between levels of care
except for the most severe cases,

Continnes on nect jurde
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diagnoses of participants. Two RCTs
(7,20) and fomr natwralistic analyses
(13,14.17.18) included people with
aleohol and drug (undefined) diag-
noses. There was demographic varia-
tion across study populations, including
individoals who were uninsired and
homeless in inner cities (13144,
emploved men and women with
commercial health plans (6,12.15).
paticnts in the Veterans Allairs (VA)
health system (LELTS), and men and

wonen treated in public systems off

care (7,11.14,16,17). One study com-
pared aone-year day treatment pro-

grant with o one-vear residential
prograim (7.8). Alvican Americans were
the  prinauy racial-cthnic minority

aronp studied, and most study popu-
Ltions had good racial-ethnic mixes,

No studies compared the eflects of

10Ps across vacial or ethnic gronps.

Senvice settings for these studies in-
cluded hospital-hased inpatient and day
treatment in VA hospitals (1118) and
community hospitals (6,9,10,13). resi-
dential progrons (7.8.12), community-
based public (7.8 11141617 and
private (612, 14,153) substance  use
treatiient  centers, and - one drng
treatment program hased on thera-
pentic conmmify |)|‘in<*i|)h‘x (7.8),
The services varied i intensity (that
is. hours per week). duration, content
ol the sessions. and therapentic ap-
proaches. Follow-up peviods ranged
from three months to 1S months. The
dependent variables nsed to - assess
paticnt onteomes also varied, but ab-
stinence (6.9.10) and changes in ASI
scores (6,71 =1L 17 18 were most com-
mon (able 2),

Effectiveness of the service

Vaviation in the operationalization of

1OPs across studies and differences in
ontcome measures slightly tempered
onr assessment ol the equivalent
elfectiveness ol inpatient and 1OP
services. bnmost stuclies, the inpatient
and 1OP services dilfered on many
dimensions (for example,  setting.
duration. andintensityy, althongh
one investigation used the sane stall,
Gacility, and therapentic process: he-
tween experimental and control groups
and altered only the setting tinpationt
versns outpatient) (9). The primary
(:(nnmnnnlit}' was  breatment in an
IOP setting versus an overnight stay

¢ Junce 2014 Vol 65 No. 6

in a more controlled residential or
inpatient setting (6-18), hut variation
in the operationalization of 1OP ser-
vices and outcome measires limited
direct COMPArisons.,

The RCTs and ¢pasi-experimental
sticlies consistently reported signili-
cant recuctions in measures ol prob-
lem severity and inereases i days
abstinent at - follow-up — interviews
(between three and 1S months alter
baseline assessment) [or stady par-
ticipants receiving TOP services or
day treatment sevvices and for indi-
viduals in inpatient or vesidential care
{Tuble  2Y, One  trial with small
sinples found higher rates ol absti-
nence tHiree months alter treatment
among individials who received in-
patient care compared with those
who received (ln_\‘ trealment (655
versus 35%), but this ellect was not
observed at six months after treat-
ment (6), In addition, all RCTs
reported similar reductions in ASI
measures when inpatient and 100
settings were compared (7.8.11,12),
Finally, the studies that - incliuded
participants  who randanmly
assianed to freatment condition and
those who self-selected levels of care

were

reported a sinile Tack ol overall
dillerences in study onteonies when
levels of care were compared (1112),
Indeed, a study based in the VA
reported that two-thirds of the par-
Ii(:ip:mlx velused randomization, hut
outcomes were  similar for study
participants  whether or not - they
were randomly assiened (11).
Althongh analyses ol natural co-
liorls gvn('rn”_\' asstnne el patienls
breated inresidential - settings have
more severe substance use problems
i those treated in outpatient treat-
ment setlings, differential elfective-
ness based on problem severity wag
clusive in the articles we reviewed,
Ouly two ol six naturalistic analyses
reported main elfects for treatment
setting. One was an analysis of Wish-
ington State treabment programs (17),
Resnlts showed that paticnts treated
inan inpatient setting who stepped
down to treatment inan 1OP -
proved more thim those treated only
i 10D settings. becanse problem se-
verity was greater at baseline wmongy
those admitted to inpatient care, An-
other analysis ol acohort ol patients



Evidence for the effectiveness of substance abuse
intensive outpatient programs (10Ps): bigh

Despite some varistions i progranming and design, substimee abuse 10Ps
compared with - control conditions demonstrate consistent evidence for the

[ollowing onteomes:

o Redneed dmg or aeoliol use from haseline to ollow-up
o Few dilferences hetween TOPs andd inpatient prograns

treated inea psveliatrie: hospital re-
ported that patients who were aleohol
l|«~|)mu|vnl andd treated inan [OP re-
turned to “signilicant” drinking more
qui(*l\'l_\-‘ than those treated in inpatient
care (15), The other Tour analvses did
not lind main ellects for treatment
setting (13.14.16.18).

There is some evidence that dis-
order severity may influence the ef-
fectiveness o TOPs conpared with
inpatient or residential treatiment, In
Minmesoli trealment progenns, pi-
Gents with recent snicidal ideation
[ better ontcomes alter residential
e than patients who participated in

i JOP (1 A secondary analvsis ol

data from clients in treatment Tor
cocaine dependence noted that pa-
tients with more severe drag prob-
lems were more likely to henefit from
long-term vesidential care than from
less intensive levels ol care (16), 19i-
nallve an analvsis of patients ina VA
program also suggested that those
with more severe aleohol or drug
problems had better response when
freaded inresidentinl settings than
in 1OUs (18). Althougl there is still
some debate about the equivalence
of inpatient treatiment and treatiment
in an [OP [or patients with the most
severe levels of dependence. theve
appears to he general consensns that
for most patients the levels of care
are equivalent,

It is noteworthy that the current
assessinent ol TOP services echoes
findings Trom similar reviews con-
ducted sinee the 19608 (20-30). De-
spite changing research methods
and study popalations. results are
consistent—patient onteores [you in-
patient, residential, and intensive ont-
patient services are positive and more
similar than dilferent. This consistency
over time enliances conlidence in the
stubility of the findings and the value of
1OP serviees.

72.0HCA 000054

Discussion

Overall, the current literabire sug-
gests that w wide range ol sevice
intensities can be ellective for indi-
viduals with substance nse disorders.
There is a high level of evidence—
with the caveats we have noted—_tl it
[OPs are as effective as inpatient and
residential treatments when studies
compare these approaches  divectly
{(see box on this page). 10OPs have
cmeraed as o eritical facet of 2181
centuny addiction treatiment for peo-
ple who need a more intensive level of
service than nsoal mllpuli('nl treat-
ment. 10Ps allow participants to avoid
or step down suceesshully from in-
patient services, This is an important
consideration for policy makers, pro-
viders, and individuals engaged in
substance  abnse treatment services
when deciding which level of care is
most appropriate for specilic clinical
silualions,

Taken together, RCTs and gnasi-
(-\|)(-rinu‘|llul studies (~r)||sisl¢-)|l])
reported equivilent rednetions in mea-
sures of problem severity and increases
in davs abstinent at follow-up lor par-
ticipants who received TOP services
or (l:l_\’ treatiment services (:mnp;u‘(-(l
with those in inpatient or residential
care, We found no studies comparing
10D participants with wait-list or no-

treatment control gronps. Reviews ol

the literature point out many design
and treatiment dilTerences that LY
allect concelusious about the efflec-
tiveness of inpatient versus out-
patient services. A (-]nlpl(-r in an
:\SAM-spmlsm'ud text (31) reiter-
ated the debate oninpatient versus
oatpatient settings and conchuded that
engagement in lnngvr, less-intensive
senvices may have greater benefit than
briel, intensive interventions withont
ongoing supporl, especially among in-
dividuals with a more severe history
of addiction. The important feature

appears (o be continity of care over
a long duration. and this perspective
is consistent with emerging models
ol recovery-oriented systems ol cave.
However, the interaction  hetween
severily ol alcohol and drug prob-
lems and setting of care has heen
chisive, and the effect (when pres-
ent) appears to be small. Overall,
studies have Tound that 50% — 700
ol participunts reported abstinence
at [ollow-up. and most studies found
that this outconte did not differ for
inpationt versus ontpatient settings
ol care, This makes cost, treatment
duration, and living in the commu-
nity the major points ol comparison
between inpatient and TOP services
for individnals with substance use
disorders.

11 is diffienlt to say which aspects ol
[OPs are most likely to be effective
with specilic populations. Naturalistic
studies using large saiples (onnd
subtle improvements among people
with the most serions snbstance use
problems, sngeesting that this level of
inpatient or residential cure may he
helplal or necessary for a subset of
people. However, a primary ongo-
ing research need is to identify in-
dividhials with severe alcohol and drug
use for whom inpatient or residen-
tial cave is ol greatest value. One
complication is the variation in how
vesidential care and TOP services are
defined. This is s important distine-
tion that needs clarification as pro-
vider systems move into an increasingly
visk-based fnancing environment, Pay-
ers and providers should collaborate
to define TOP services more consis-
tently, so that elfects are replicable
across setlings andl patient pupu[:\—
tions. Likewise, there is a need lor
more rescarch on the most effeetive
length of TOP treatment. TOT models
shondd celearly i(l('n(il:\' the tvpe, du-
ration. and intensity of TOP services.
Rescarchers also need to determine
the optimal type and level ol stabili-
zation services following  discharge
from an 1OP that will sustain the
gains made during the TOP treatment
episode.

:\“lll)llgll Alrican Americans were
the dominant racial-cthnic minority
wroup inomany ol the investigations
comparing residential and  inpatient
services with intensive ot padicenl
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SCIVICeS. r-.m-—vtllni(-i('\' viaried substan-
tially wcross the studies. The finding
that TOP services and rvesidential o
paticnt care lead to equivalent ont-
comes appeins to genevilize across
racial and ethnice aroups; however, we
cimnol roake speeilic: recommencda-
Lions oy 1O services related o race-
ellimicity on the basis of the cnrrent
literature. Fntire studics iy systen-
aticallv vy components ol 1OPs 1o
determine the critical features
[or ellicient and elfective care,
Slll'l)l'i.\'illgl.\"
exsmined in this review
the use of pharmacotherapy, which
impr(;\'rs Ueatinent onteomes when
ased in-conjunction with therapeutic
We beliove that 21t
addiction treat-

more

the stidies
included

none ol

interventions.
century svstems ol
ment shonld provide ongoing phar-
macological and belawioral therapies
within a continning care model that

) o ST 4
[OP settings
residential and in-

increasingly relies on
ralher
patiend eare
wient the value

Diw on
Recent BCTs also doe-
ol enlancing 1OP
with  contingenes

SCVICeS (TS

ment duringe treatment inoan [OP
(327 andl (|um|g altercare (3:3).
Without increased standardization.
paticnts, payers, and poliev makers
will coutinue o have difliculty conm-
paring LOT services with other levels
ol substance abuse  treatment ser-
vices. Requirements to adhere to the
National Quality: Formm consensus
standards. Tor example, could Lelp
enstre that 1OPs |)|'n\'i(l(‘ consistent
and - cllfective pharmacological and
beliavioral wddiction treatments (343,
Accordingly. this calls for improved

assessent of the specitic needs off

cach person requiring intensive ser-
vices inorder to determine the ap-
propriate level of cire. Policy miakers,
pavers, and consumers should con-
sider demanding these assessments,
and providers across all levels ol care
should receive the necessary training
in ('()llll)l(‘ll‘ them |n'()|)('r|_\‘.

Conclusions
This
mipahicnt treatment and TOP services
have yielded resnlts that are consis-

resview {onnd  that stadies ol

tent and similas outcome measures of

alcohol and drog use at follow-np
show reductions in substance use and
inereases inibstinence, and outeomes

PSYOHGEARGO0G0SS (1S

do not differ significantly between
inpatient and TOP settings, Although
o few studies snggest that patients
with greater impairment may have
hetter onteomes il treated in |n,).|l|<'1|l
settings than in TOPs. such differential
cellectiveness appears elusive and niay
apply only o the most  severe l\
inipaired individuals. Compared with
patient care, 1OP services have at
least two advantages: increased dura-
tion ol trestment, which varies with
the severity of the patient’s illness and
his or her response, and the opporti-
nity to engage and treal constmers
while the voremain in their home
crviromments, which alfords consum-
ers the opportimity to praclice 1|<~\\'1}_'
learmed behaviors, TOPS are animipor-
tant service for inclusion as a covered
henelit for ])('t)p](! wilh substance use
disorders. The diversity of settings and
range of onleomes assessed, combined
with the consiste ney ol improvement
over time, snggest that the efllfective-
ness reflects the intensity and duration
of treatment ruther than a specilic
selting or puticnt |‘)n|)ul;ui0n.
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Introduction

The Evaluation, Quality Management and Improvement (EQMI) Division at the Department of Mental
Health and Addiction Services (DMHAS) is pleased to publish its second Annual Statistical Report. The
report provides information about the services the Department provides and the individuals served by our
mental health and substance abuse system.

To develop this report, we used data taken from DMHAS’ Enterprise Data Warehouse on August 16,
2015.

EQMI receives multiple requests for data from DMHAS staff, providers, legislative groups, researchers
and the media. This report makes key information more accessible to departmental stakeholders; it
includes data on clients served, demographic characteristics, types of services provided, residential and
inpatient utilization, substance use trends. This year, we have added information on Young Adult
Services and Bed Capacity and Utilization by Region.

Special thanks to all of the EQMI staff and University of Connecticut School of Social Work contractors
who assisted with this report. Karin Haberlin coordinated the development of the report, while Kristen
Miller, Hsiuju Lin, Jeff Johnson, Hiroki Toi, and Josh Pierce compiled, tested, and analyzed the data.
Abel Rommer provided the bed capacity and utilization analyses. Kristen Miller was responsible for
writing the report.

Jim Siemianowski
Director EQMI
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Background

In this report, we summarize clients served and services provided by the Department of Mental Health
and Addiction Services (DMHAS) during state fiscal year 2015. These data include clients served in
DMHAS funded or DMHAS operated programs. The clients and the services are diverse, and the data is
complex.

This report will, at different times, report numbers that refer to different subgroups or events that are
based on specific filtering of the data. For instance, we frequently filter out programs that are not required
to report treatment data when we present information from the Level of Care perspective.

We also distinguish between clients and episodes. This distinction is important:
e Client counts are unduplicated counts in which each client is counted once.

e Episode counts represent an episode of care to a client — entailing admission, all services
received, and discharge. All occur within the context of an episode of care for a client at a

particular program.

e Each client may have multiple episodes of care that occur within the fiscal year; thus, the client
may be counted multiple times — once for each episode, if applicable.

e Thus, Admissions and Discharges are reported as episode counts, as many clients have multiple
episodes.

e In addition, a client may be admitted to/enrolled several programs simultaneously; therefore, each
admission will be included in the overall Admission count below.

Figure 1 provides a visual representation of the different levels of analysis used in this report.

Client
Lgfl Level of Care
/‘\ Episode
BEEn DEE B2 8

Figure 1: Levels of Analysis
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In each section of the report, there is a brief description of what the counts represent.

The data contained in this report were taken from DMHAS’ Enterprise Data Warehouse (EDW) on
August 16, 2015. The data warehouse is a dynamic system, so reports or other analyses performed on
different dates may produce slightly different results. The numbers contained in this report are the
official DMHAS data for SFY2015.
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DMHAS SFY2015 Annual Statistical Data - Quick Facts

Mental Health Programs 57,451
Substance Abuse Programs 59,203
Total Unduplicated Count 109,444
White/Caucasian 70,489 64%
Black/African American 17,212 16%
Other 15,326 14%
Latino/Hispanic ldentity 22,090 20%
Gender N Y
Male 63,93 58%
Female 44,968 41%
Transgender 5 0%

Level of Care

MH Inpatient 1,542
MH Residential 2,843
MH Outpatient 56,575
SA Inpatient (Detox) 2,691
SA Residential Rehab 11,694
SA Outpatient 52,509
Prinmary Drug at Admission — AILSEFY IS Active )

Alcohol 31,458 36%
Heroin 28,838 33%
Marijuana/Hashish/ THC 10,943 13%
Primary Drug at Admission — SEFY IS AN Admissions

Heroin/Other Opiates 20,019 51%
Alcohol 19,258 30%
Major Diagnosis Categories

Serious Mental Illness (SM1I) 39,687 51%
SA diagnosis 52,455 65%
Dual diagnosis (SMI + SA) 20,455 25%

Most Common Primary Diagnosis

Opioid use disorder, severe 32,377 23%
Other and unspecified alcohol use disorder 12,724 9%
Schizoaffective disorder 6,976 5%
Major depressive disorder, recurrent 5,627 4%
Post-traumatic stress disorder 4,552 3%

Most Common N Diagnosis Category

Major mood disorder 23,793 29%

Major depressive disorder 15,762 20%

Bipolar disorder 9,324 12%
6
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Data Summaries

Clients

During State Fiscal Year 2015 (July 1, 2014 — June 30, 2015), the Department of Mental Health
and Addiction Services served 109,444 people.

59,203 clients were treated in Substance Abuse (SA) programs (51,993 in only SA programs,
plus 7,210 who received SA and MH services).

57,451 clients were served in Mental Health (MH) programs. (50,241 MH only, plus 7,210 MH
and SA)

A smalller group of clients (7,210) received services from both MH and SA programs during
SFY15.

Admissions

There were 99,468 admissions (each client may have a single or multiple admissions) to DMHAS
operated or DMHAS funded programs.

68% of clients had a single MH program admission during SFY2015.
75% of clients had a single SA program admission during SFY2015.

There were 19,904 more admissions to Substance Abuse programs than to Mental Health
programs.

Discharges
During this same timeframe,

There were 95,088 discharges from DMHAS operated or DMHAS funded programs. This does
not necessarily mean that clients were discharged from the DMHAS system completely, but
simply that an episode of treatment within a program was ended.

There were 15,532 more discharges from SA programs than from MH programs.

Open Episodes
Finally, there were 51,185 episodes of care (covering 42,731 clients) that were open for the entire fiscal
year (admitted prior to SFY15 and not yet discharged by the end of SFY15).

L Note that receiving services from both program types does not imply that these clients have a dual diagnosis.
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Table 1: SFY15 Episode Counts

Admission 59,686 39,782 99,468
Discharge 55,310 39,778 95,088
Open* 15,798 35,387 51,185
Total 89,126 92,245 181,371
* Open-episode --started prior to FY 15, but not yet discharged by 6/30/15

Table 2: Unduplicated Clients

Admissions 33,374 22,533 3,810 59,717
Discharges 31,519 24,331 3,404 59,254
Open 14,779 27,243 709 42,731
Unduplicated Clients 51,993 50,241 7,210 109,444

The tables below provide the same basic information as above, but have differentiated the data by Private
Non-Profit (PNP) providers and State Operated facilities.

Table 3: PNP vs. State Operated — Episode Counts

Total

Funding source
-

Admission DMHAS Human Services Agreements 55,340 25,701 81,041
DMHAS-operated 4,346 14,081 18,427
Discharge DMHAS Human Services Agreements 50,973 25,299 76,272
DMHAS-operated 4,337 14,479 18,816
Open DMHAS Human Services Agreements 15,754 27,676 43,430
DMHAS-operated 44 7,711 7,755

Table 4: PNP vs. State Operated - Unduplicated Clients

Both

Total

I‘unding source

Admissions DMHAS Human Services Agreements 30,943 15,528 2,161 | 48,632
DMHAS-operated 1,004 5,705 194 6,903
Both 1,427 1,300 1,455 4,182

Discharge DMHAS Human Services Agreements 28,960 16,274 1,867 | 47,101
DMHAS-operated 1,144 6,721 188 8,053
Both 1,415 1,336 1,349 4,100
Total

Open DMHAS Human Services Agreements 14,743 21,035 605 36,383
DMHAS-operated 36 4,720 5 4,761
Both 0 1,488 99 1,587

Total DMHAS Human Services Agreements 49,527 37,202 4,701 91,430
DMHAS-operated 975 9,035 191 10,201
Both 1,491 4,004 2,318 7,813
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DEMOGRAPHICS OF CLIENTS SERVED

The data presented in the Demographics section includes all clients served by DMHAS. The values
represent unduplicated client counts (each client counted once) within program type (SA only, MH only
or both SA & MH). The statewide total is a fully unduplicated client count. The narrative will generally
discuss the results in terms of SA and MH programs; the counts under the “Both” category are added into
the SA and MH counts to include everyone who received SA services or MH services.

Table 5: Gender

Both Statewide Total
Female 15,711 30.2% | 26,309 52.4% 2,948 40.9% | 44,968 41.1%
Male 35,750 68.8% | 23,920 47.6% 4,260 59.1% | 63,930 58.4%
Transgender 2 0.0% 3 0.0% 0 0.0% 5 0.0%
Unknown 530 1.0% 9 0.0% 2 0.0% 541 0.5%

S1.993

100).0%,

S024

[00.0"

7.210

OO0

109444

| 000",

Statewide, more males received DMHAS services than females. Within MH specific programs, slightly
more women than men received treatment (26,309 (52%) and 23,920 (48%) respectively). In SA specific
programs, however, there were more than twice as many male clients than female clients (35,750 (69%)
and 15,711 (30%) respectively). Additionally, clients who received both MH and SA services were more
likely to be male (59% vs. 41% female). These patterns across program type have been observed since

SFY12.

Table 6: Race

Bo

th

Statewide Total

% N % N % N %
American Indian/ 244 0.5% 278 0.6% 48 0.7% 570 0.5%
Native Alaskan
Asian 323 0.6% 483 1.0% 27 0.4% 833 0.8%
Black/African American 7423 | 14.3% 8,407 | 16.7% 1,382 | 19.2% | 17,212 | 15.7%
Native Hawaiian/ 89 0.2% 121 0.2% 8 0.1% 218 0.2%
Other Pacific Islander
White/Caucasian 34,014 | 65.4% | 31,920 | 63.5% | 4,555| 632% | 70,489 | 64.4%
Multi-race 511 1.0% 167 0.3% 41 0.6% 719 0.7%
Missing/unknown 1,914 3.7% | 2,030 4.0% 133 1.8% 4,077 3.7%
Other 7475 | 144% | 6,835| 13.6% 1,016 | 14.1% | 15,326 | 14.0%

Total

S1.993

1000,

S0, 241

[ OO

7.210

100, 0%

109 444

[ O0.0%

Of the total number of statewide clients served in FY 2015, 64% were White/Caucasian. With the addition
of the next two largest groups, Black/African Americans and Other (often selected by clients of Hispanic
ethnicity who view their race as neither Caucasian nor African American), at 16% and 14% respectively,
this accounted for 94% of clients served. The distribution of clients by race was very consistent across SA
and MH treatment programs. White/Caucasian clients were the most represented in treatment followed by
Black/African American and Other at nearly equivalent levels. These patterns have been observed for the

past three years.
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Table 7: Ethnicli

N % N % N % N %
Cuban 165 0.3% 90 0.2% 18 0.2% 273 0.2%
Mexican 419 0.8% 246 0.5% 18 0.2% 683 0.6%
Hispanic-Other 4,005 1.7% 3,701 7.4% 519 7.2% 8,225 7.5%
Puerto Rican 6,419 | 123% 5576 | 11.1% 914 | 12.7% | 12,909 | 11.8%
Non-Hispanic 37,006 | 71.2% | 37,509 | 74.7% 5409 | 75.0% | 79,924 | 73.0%
Unknown 3,979 1.7% 3,119 6.2% 332 4.6% 7,430 6.8%

Total 31993 Ot 00, S0 24 100,00, 7200 OO0 10944 [O0.0%,

Of the total number of clients served by DMHAS, 20% were of Hispanic/Latino ethnicity. The largest
group of Hispanic/Latino consumers was of Puerto Rican origin (12%). Statewide, 73% of clients
receiving DMHAS services were not of Hispanic/Latino ethnicity. The distribution of ethnic origin across
SA/MH programs was generally balanced, with slightly more consumers in Substance Abuse programs
(+1%) being of Hispanic/Latino origin. Non-Hispanic clients represented a slightly larger proportion
(+3.5%) of mental health clients than substance abuse clients. These patterns have been observed for the
past three years.

Table 8: Aie

N % N % N % N %
18-25 9,468 | 18.2% 6,143 | 12.2% 808 | 11.2% | 16,419 | 15.0%
26-34 14965 | 28.8% 8,259 | 16.4% 1,721 | 23.9% | 24,945 | 22.8%
35-44 10,642 | 20.5% 8,438 | 16.8% 1,615 22.4% | 20,695| 18.9%
45-54 9,951 | 19.1% | 12,113 | 24.1% 2,026 | 28.1% | 24,090 | 22.0%
55-64 5,100 9.8% | 10,516 | 20.9% 930 | 129% | 16,546 | 15.1%
65+ 1,057 20% | 4,401 8.8% 108 1.5% 5,566 5.1%
Missing/unknown 810 1.6% 371 0.7% 2 0.0% 1,183 1.1%

Total Sl 100.0%, 50241 OO0 72000 100.0% 109444 100.0%,

e Average age of DMHAS clients is 41.4 years (£14.13)

e Average age of clients receiving MH services is 45.1 years (£14.96)

e Average age of clients receiving SA services is 37.9 years (+12.58)

e Average age of clients receiving both MH and SA services is 41.0 Years (+11.95)
Examining the data by age group, it appears that younger clients (up to age 44) were more likely to
receive Substance Abuse services while older clients (45 and over) were more likely to receive Mental
Health services. Among clients receiving mental health services, the largest age group was 45 to 54
years, while most frequent age group for Substance Abuse clients was the 26 to 34 age range. Of clients

receiving treatment, few were 65 years or older with the majority of them in Mental Health services.
These patterns have been observed over the past three years.
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LEVEL OF CARE (LOC) DATA

The data presented in the Level of Care section include clients served by DMHAS funded programs that
are required to submit treatment data to DMHAS.

e The client counts represent unique (unduplicated) clients.

e The admission and discharge counts are based on episodes of care and represent duplicated client
counts — each admission or discharge is counted once, but a client may have multiple admissions
and/or discharges.

e To reduce the chance of confusion between unduplicated client count and admission/discharge
counts (they all are counts based on clients), the number of clients admitted or discharged are
referred to as ‘admissions’ or ‘discharges’ (versus ‘clients admitted’).

Mental Health Inpatient and Residential
Four thousand seventy-six (4,076) clients were served in mental health inpatient and residential programs,

with 5,008 admissions and 2,390 discharges during SFY15. The majority (70%) of these clients were in
residential LOCs. Please see Appendix A for regional totals.

Table 9: MH Inpatient/Residential LOCs
Forensic MH Inpatient Services 483

Residential Services 56
Mental Health Inpatient Services 1,060
Residential Services 2,787

Total 3076

b, Admissions Total

Forensic MH Inpatient Services 575
Residential Services 60
Mental Health Inpatient Services 1,233
Residential Services 3,140

Total S.00N

Oe. Discharges Total

Forensic MH Inpatient Services 351
Residential Services 49

Mental Health Inpatient Services 863
Residential Services 1,127

Total

11
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Mental Health Outpatient

e For each LOC listed, we provide the unduplicated client count as well as the (fully unduplicated)
total client count for all listed LOCs.
e (Clients who received services from more than one LOC are counted in each relevant LOC.

Fifty-six thousand five hundred seventy-five (56,575) clients received services in outpatient levels of care.
The majority of clients (69%) were served in a Standard Outpatient MH program, followed by Crisis
(11%), Social Rehabilitation (11%), and Case Management (10%).

There were 37,392 admissions to MH Outpatient LOCs during the Fiscal Year. The majority of the
admissions (57% total) were to standard outpatient (34%) and crisis services (23%). There were also
37,388 discharges during SFY'15. Standard Outpatient and Crisis Services had the most discharges (57%
total) of all the service types.

Table 10: Mental Health Outpatient LOCs

Forensic MH Case Management 138
Crisis Services 41
Forensics Community-based 4,887
Outpatient 372
Mental Health ACT 1,032
Case Management 5,897
Community Support 5,514
Consultation 522
Crisis Services 6,486
Education Support 262
Employment Services 4,001
Forensics Community-based 24
Housing Services 476
Intake 2,981
I0P 587
Prevention 396
Social Rehabilitation 6,277

Standard Outiatient 39,215
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Table 10 — Mental Health Outiatient LOCs - continued

Forensic MH Case Management 77
Crisis Services 37
Forensics Community-based 4,221
Standard Outpatient 163
Mental Health ACT 482
Case Management 2,314
Community Support 1,694
Crisis Services 8,544
Education Support 127
Employment Services 1,890
Forensics Community-based 28
Housing Services 71
Intake 2,599
10P 586
Standard Outpatient 12,746
Prevention 69
Social Rehabilitation 1,744
Total 37392
Forensic MH Case Management 81
Crisis Services 34
Forensics Community-based 4,015
Standard Outpatient 207
Mental Health ACT 313
Case Management 1,934
Community Support 1,939
Crisis Services 8,489
Education Support 119
Employment Services 2,000
Forensics Community-based 23
Housing Services 105
Intake 3,039
10P 555
Standard Outpatient 12,960
Prevention 62
Social Rehabilitation 1,513

Total

13
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Substance Abuse Inpatient and Residential
Thirteen thousand four hundred three (13,403) clients received Substance Abuse Inpatient and Residential

services. Most (89%) of these clients were in the residential LOC. There were 22,503 admissions to SA
inpatient or residential programs and 22,497 discharges during this timeframe.

Table 11: Substance Abuse Inpatient/Residential LOCs
Substance Abuse Inpatient Services 2,691

Residential Services 11,964

Substance Abuse Inpatient Services | 3,664
Residential Services 18,839
Substance Abuse Inpatient Services 3,667
Residential Services 18,830

Substance Abuse Outpatient

e For each LOC listed, we provide the unduplicated client count as well as the (fully unduplicated)
total client count for all listed LOCs.
e Clients who received services from more than one LOC are counted in each relevant LOC.

Fifty-two thousand five hundred nine (52,509) clients received SA Outpatient services in SFY15. Over a
third of clients (35%) were served in an outpatient SA program, followed by Forensic SA community
based (consisting of almost exclusively of Pre-Trial Intervention, which was its own labeled category last
year) (32%), and Medication Assisted Treatment (28%).

There were 37,183 admissions to SA Outpatient LOCs during the Fiscal Year. Almost 80% of the
admissions were to the three LOCs noted above: Standard Outpatient (35%), Forensic SA community

based (Pre-Trial Intervention) services (26%), and Medication Assisted Treatment (17%).

There were also 32,813 discharges during SFY15. Standard Outpatient (36%) and Pre-Trial Intervention
services (24%) again had the most discharges (60% total) of all the service types.

14
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Table 12: Substance Abuse Outiatient LOCs

Substance Abuse Case Management 3,490
Employment Services 566
Forensics Community-based 305
IOP 3,519
Medication Assisted Treatment 14,904
Standard Qutpatient 18,266
PHP 670
Forensic SA Case Management 439

Forensics Communii—based 17,059

| 2b. Adnussions Total

Substance Abuse Case Management 2,629
Employment Services 452
Forensics Community-based 246
I0P 3,494
Medication Assisted Treatment 6,222
Standard Outpatient 13,197
PHP 663
Forensic SA Case Management 477

Forensics Communiti-based 9,803

[2¢. Discharges Total

Substance Abuse Case Management 2,500
Employment Services 452
Forensics Community-based 157
I0P 3,272
Medication Assisted Treatment 5,646
Standard Outpatient 11,760
PHP 626

Forensic SA Case Management 425

OHCA 000071

Forensics Communiti-based 7,975
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BED CAPACITY AND UTILIZATION

Data for this section comes from the EQMI Outlier Report database (as of September 17, 2015). Bed
capacity represents the total number of beds available within a Level of Care.

DMHAS defines utilization as the number of days each bed is in use during the SFY.

State average utilization represents the total number of days each bed is used (# beds * # days
used) divided by the total number of bed days (in this case total # beds * 365 days in FY).

For Group Homes, there are 172 beds available, and they were in use by a client 90% of the time.

Bed Utilization by Region data are located in Appendix B.

Table 13: Bed Capacity and Utilization
3. M Inpatient

Bed C:

ipacity

o, Litilization

-

Acute Psychiatric 331 100%
Acute Psychiatric — Intermediate 10 68%
Non-Certified Sub-Acute 16 97%
Forensic MH Acute Psychiatric 232 99%

I3, MH Residential Bed Capacity o, Utilization
Group Home 172 90%
Intensive Residential 100 81%
Supervised Apartments 659 90%
Transitional 51 90%

3¢, SA Inpatient
SA Intensive Res Rehabilitation 3.8

ipacify

111

. Utilization

93%

-

Medically Managed Detox 4.2

41

86%

OHCA 000072

[ 3. SA Residential Bed Capacity . Utilization
Intermediate/Long Term Res Tx 3.5 711 95%
Long Term Care 3.3 50 88%
Medically Monitored Detox 3.7D 128 89%
SA Intensive Res Rehabilitation 3.7 177 86%
SA Intensive Residential - Enhanced 43 95%
Transitional/Halfway House 3.1 102 92%
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PRIMARY DRUG USE

The data in these tables represent the primary drug reported at admission to treatment related programs.
These counts do not represent unduplicated clients, as each client may have multiple admissions during

the SFY.

¢ The admission totals in these tables are different from those in the previous section, because these
data include all LOCs and the previous section pertained only to selected LOCs.

e Note that there are two tables presented for each fiscal year. The first includes active clients —
anyone who was treated during the fiscal year regardless of when they were admitted. The second
includes only those clients who had an admission during the fiscal year.

Across all active clients in DMHAS funded treatment related programs, alcohol was the most frequently
reported primary drug (36%) at admission. The second most frequently reported primary drug was
heroin (33%). Marijuana/hashish/THC was the third most frequently reported drug at 13%; all other
drugs were reported as primary at less than 10% of all admissions.

Among admissions to SA programs, heroin (44%) was the most frequently reported primary drug.

Alcohol was reported as the primary drug at 30% of admissions. Heroin or other opiate drugs account
for the primary drug reported at 51% of all SA admissions.

During admission to MH programs, alcohel was reported as the primary drug for over half of the
admissions (53%). The second most frequently reported drug during admission to MH programs was
marijuana/hashish/THC (19%).

SA MH Total

£ Admissions # Admissions - Admissions
Alcohol 18,110 | 29.5% 13,348 | 53.0% 31,458 | 36.3%
Heroin 27,221 | 44.3% 1,617 | 6.4% 28,838 | 33.3%
Marijuana, Hashish, THC 6,060 | 9.9% 4,883 | 19.4% 10,943 | 12.6%
Cocaine 3411 | 5.6% 2,385 | 9.4% 5,796 | 6.7%
None 138 0.2% 725 | 2.9% 863 | 1.0%
Other Opiates and Synthetics 4,063 | 6.6% 736 | 2.9% 4,799 | 5.5%
Other Substances* 2,137/ 3.5% 877 | 3.5% 3,014 | 3.5%
Unknown 287 | 0.4% 617 | 2.5% 904 | 1.1%
Total 61,427 | 100% 25,188 | 100% 86,615 | 100%

*This category includes benzodiazepines, PCP, amphetamines, hallucinogens, non-prescription
methadone, other sedatives or hypnotics, barbiturates, inhalants, methamphetamines, other stimulants,
over the counter, tobacco, and tranquilizers.

OHCA 000073
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Table 15: Primary Drug at Admission - New Admissions Onl
SA MH Total

Z Admissions % £ Admissions i Admissions

Alcohol 14,886 | 34.9% 4,372 | 48.6% 19,258 | 37.3%
Heroin 16,975 | 39.8% 782 8.7% 17,757 | 34.4%
Marijuana, Hashish, THC 4,427 | 10.4% 2,049 | 22.8% 6,476 | 12.5%
Cocaine 2,568 6.1% 839 9.4% 3,407 6.6%
None 48 0.1% 265 2.9% 313 0.6%
Other Opiates and Synthetics 1,972 4.6% 290 3.2% 2,262 4.4%
Other Substances * 1,661 3.7% 273 3.0% 1,934| 3.7%
Unknown 70 0.2% 101 1.1% 171 0.3%
Total 42,626 | 100.0% 9,001 | 100.0% 51,627 | 100.0%

*This category includes benzodiazepines, PCP, amphetamines, hallucinogens, non-prescription
methadone, other sedatives or hypnotics, barbiturates, inhalants, methamphetamines, other stimulants,
over the counter, tobacco, and tranquilizers.

Overall, alcohol is still the most frequently reported drug at admission (37%). When looking specifically

at admissions during SFY 15 (Table 15 above), the most frequent primary drug reported by clients

admitted to SA programs is now heroin (40%). Alcohol is the second most frequently reported drug
(35%). This is the first year in which heroin has been reported more frequently than alcohol.

Comparing the percentages for heroin and other opiates when looking at all active clients in SA programs
in SFY15 versus clients admitted to SA programs in SFY 15, there are more active clients reporting heroin
and other opiates (51%) than there are new admissions (SFY 15 only) (44%). This increase is due to the

number of clients who stay in long term methadone maintenance programs.

OHCA 000074
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DIAGNOSIS

Diagnosis data come from treatment related programs, and reflect the most recent primary diagnosis
during the most recent episode of care that was open during the fiscal year.

e These values represent an unduplicated client count within each diagnostic category; however, as
each client may actually have multiple primary diagnoses on file, the overall percentages do not
add up to 100%.

Table 16: Top 20 Most Frequent Primary Diagnoses

Rank  Diagnosis N ;
1 | Opioid use disorder, Severe 32,377 | 229
2 | Other And Unspecified Alcohol Dependence, Unspecified 12,724 | 9.0
3 | Schizoaffective Disorder, Unspecified 6,976 | 4.9
4 | Major Depressive Affective Disorder Recurrent 5,627 | 4.0
5 | Posttraumatic Stress Disorder 4,552 3.2
6 | Schizophrenia, Paranoid Type 4254 3.0
7 | Major depressive disorder, Recurrent episode, Severe 4,173 | 29
8 | Schizophrenia, Undifferentiated Type 3328| 24
9 | Cannabis Dependence, Unspecified Use 3,182 | 22

10 | Mood Disorder NOS 2,889 2.0
11 | Depressive Disorder NOS 2,872 | 2.0
12 | Alcohol use disorder, Mild 2,710 1.9
13 | Cocaine Dependence 2,546 1.8
14 | Major Depression, Recurrent, With Psychotic Features 2,457 1.7
15 | Bipolar Disorder NOS 2,319 1.6
16 | Other And Unspecified Bipolar Disorders Other 2,054 1.5
17 | Generalized Anxiety Disorder 1,976 14
18 | Diagnosis Deferred On This Axis 1,920 1.4
19 | Anxiety Disorder NOS 1,851 1.3
20 | Psychotic Disorder NOS 1,702 1.2

Note: clients may have more than one primary diagnosis

The most frequent primary diagnosis was severe opioid use (previously called opioid dependence)
(23%). Five of the top 20 diagnoses are substance use related and 14 are mental health related.
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Table 17: Major Diagnosis Categories

| 7a. Based on Primary Diagnosis Only

Bipolar disorder 9,324 11.5
Major depression 15,762 19.5
Major mood disorder 23.793 29.4
Schizophrenic disorder 9,750 12.0
Alcohol dis/abuse 11,368 14.0
Drug dis/abuse 29,602 36.6

[7h. Based on Primary and Non-Primary Diagnosis

SMI (Serious Mental Illness) 41,224 50.9
SA disorder 52,455 64.8
Dual dx (SMI+SA) 20,455 253

Total N=80,934 clients receiving treatment related services

e In clients who received treatment services, drug disorders (36%) comprise the most frequently
diagnosed condition type.

e Over one fourth (29%) of clients have a diagnosis of major mood disorder; while close to 20%
have a diagnosis of major depression.

e When looking at primary and non-primary diagnoses, just over half of the clients qualify for an
SMI (serious mental illness) diagnosis, which involves having any (or multiple), of the following
diagnoses: Schizophrenia (including related disorders), Bipolar Disorder, or Major Depression.

e About 50% of clients have a substance use/abuse disorder.

e One quarter (25%) of clients qualify for a dual diagnesis, meaning that they have both an SMI
diagnosis and a substance abuse diagnosis.

20
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YOUNG ADULT SERVICES

Within the DMHAS system, Young Adult Services (YAS) serves clients who are ages 18-25 and have a
history of DCF involvement. They must also have a history of a major mental health problem. These
data represent unduplicated client counts. Clients are counted as YAS clients as long as they receive any
YAS services. They may also receive non-YAS DMHAS services.

In SFY15, YAS programs served 1,184 clients. This is a 6% increase from SFY14.

e To provide context, we present client numbers in different DMHAS subgroups below.
¢ Client counts are unduplicated within each subgroup, but not across subgroups.

Table 18: Young Adult Clients
ALL I8-25 SA 18-25 Youne Adult Serviees
1,184

(7.2% of total 18-25 population)

Since FY 13, YAS has been collecting information from YAS clients who have been discharged during
the fiscal year. In FY15, over 62% of discharged clients were living stably in the community, an increase
of over 5% from FY14. Additionally, over 50% of clients were able to live independently after discharge.
Almost a third of discharged YAS clients had obtained a high school diploma or GED and a quarter were
employed. Over 5% were considered to be responsible parents and/or had obtained a driver’s license.
This data comes from the YAS Evaluation Form, which is managed by the School of Social Work at
UCONN.

Accomplishments at discharge

e e o . ¢

42.3%

it fueindepenienty . N 507%

34.3%

obtained a high school diploma or GED
el e

16.4%

chentisemrlored o 25.1%

Is a responsible parent. 4.0%
. s

2.5%
btained a driver's §i
oblained adriver s icence - 5.4%

4.5%
Is attendin st-HS ed
s attending po edu - -

completed post-HS edu -3'30;:‘

no longer requires mental health services - ;62:‘

0.0% 10.0% 20.0% 30.0% 40.0% 50.0% 60.0% 70.0% 80.0% 90.0% 100.0%
FY2014 mFY2015

Figure 2: Discharge Data for 239 YAS Discharges in SFY2015
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APPENDIX A. SFY15 LOC data by Region

M IP/Res LOCS Active Clients Rewion | Reg 2 Region 3 ceton 4 Region 3

Forensic MH Inpatient Services 0 483 0 0 0 483
Residential Services 0 56 0 0 0 56
Mental Health  Inpatient Services 278 566 29 213 0 1,060
Residential Services 508 663 544 566 525 2,787
Total MH 766 1636 568 764 525 4,076
MH IP/Res LOCS Admissions Revion 2 Region 3 Revion4 Region » Total
Forensic MH Inpatient Services 0 575 0 0 0 575
Residential Services 0 60 0 0 0 60
Mental Health  Inpatient Services 320 657 33 223 0 1,233
Residential Services 539 741 686 605 569 3,140
Total MH 859 2033 719 828 569 5,008
M IP/Res LOCSs Discharges L e 3o Resiond Region 3 I'otal
Forensic MH Inpatient Services 0 351 0 0 0 351
Residential Services 0 49 0 0 0 49
Mental Health  Inpatient Services 252 418 32 161 0 863
Residential Services 136 265 380 207 139 1,127

Total NI
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Revion |

) P Al
Recion 2

Revion 3

Revran 4

M OP 1L.OCS

Active Clients

H\'_‘._fi‘ LI

Forensic MH | Case Management 0 103 0 37 0 138
Crisis Services 9 16 0 0 16 41
Forensics Community-based 773 1,808 554 1,755 226 4,887
Outpatient 0 0 0 372 0 372
Mental ACT 62 148 252 518 56 1,032
Health Case Management 1,668 1,469 680 1,243 895 5,897
Community Support 696 1,531 1,068 1,509 721 5,514
Consultation 47 106 158 168 53 522
Crisis Services 990 1,473 627 1,216 2,244 6,486
Education Support 67 52 56 50 37 262
Employment Services 505 1,230 630 1,030 616 4,001
Forensics Community-based 2 2 2 20 0 24
Housing Services 177 209 15 74 2 476
Intake 717 1,393 353 249 296 2,981
10P 0 0 0 382 205 587
Outpatient 3,836 10,288 5,850 14,486 4944 | 39215
Prevention 0 396 0 0 0 396
Social Rehabilitation 1,377 1,294 1,651 1,263 6,277

Fotal MH

M OP LOCS Admissions 2
Forensic Case Management 0 65 0 12 0 77
MH Crisis Services 8 18 0 0 11 37
Forensics Community-based 777 1,344 513 1,387 200 4,221
Outpatient 0 0 0 163 0 163
Mental ACT 41 40 100 261 40 482
Health Case Management 671 691 243 560 149 2,314
Community Support 146 448 316 576 208 1,694
Crisis Services 1,195 2,360 661 1,483 2,845 8,544
Education Support 36 11 27 29 24 127
Employment Services 240 537 315 515 283 1,890
Forensics Community-based 3 2 2 21 0 28
Housing Services 1 68 2 0 0 71
Intake 516 1,358 355 169 201 2,599
10P 0 0 0 390 196 586
Outpatient 646 3,791 2,107 4,992 1210 | 12,746
Prevention 0 69 0 0 0 69
Social Rehabilitation 420 409 268 322 325 1744
23
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M OP LOCS Discharges Region I Region 2 Region 3 Recion 4 Region 3 lotal
Forensic MH | Case Management 0 63 0 18 0 81
Crisis Services 6 17 0 0 11 34
Forensics Community-based 759 1,304 511 1,284 157 4,015
Outpatient 0 0 0 207 0 207
Mental ACT 8 29 93 178 5 313
Health Case Management 541 676 241 333 143 1,934
Community Support 306 409 349 666 209 1,939
Crisis Services 1,188 2,330 687 1,452 2,832 8,489
Education Support 29 17 33 17 23 119
Forensics Community-based 273 542 316 579 290 2,000
Employment Services 3 2 2 16 0 23
Housing Services 0 102 3 0 0 105
Intake 721 1,429 349 213 327 3,039
IOP 0 0 0 373 182 555
Qutpatient 910 3,899 2,314 4,691 1,146 | 12,960
Prevention 0 62 0 0 0 62
Social Rehabilitation 262 331 283 381 256 1,513

Fotal M1 10, 40N

SAIP/Res LOCs Active Clients Revion 2 Revion H otal
Addiction Inpatient Services

Residential Services
Fotal SA 2.708 3 d 3403
SAIP/Res LOCS Admissions Recion | Revion 2 Region 3 Rezion 4 Region 3 [otal

Addiction Inpatient Services 0 3664 3664

Residential Services 3431 4823 2404 4829 3352 18,839

Fotal SA 343 N.4N7 2404 4.829 3352 22,503
SAIP/Res LOCS Discharges Recion | Rewion 2 Region 3 Remion 4 Region 3 lotal
Addiction Inpatient Services 0 3,667 0 0 0 3,667
Residential Services 3,352 4,885 2,397 4,877 3,319 18,830
Fotal SA 3352 g 3.319 22.497
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SA OP LOCS Active Clients

Revion |

y
Reaion

) " 2
Recton 3

Revion 4

Reaton 3

Fotal SA

Addiction Case Management 76 2,220 159 591 559 3,490
Employment Services 88 160 99 220 0 566
Forensics Community-based 0 97 0 208 0 305
I0P 892 47 583 1,169 859 3,519
Medication Assisted Tx 3,666 4,141 1,171 4610 1,885 14,904
QOutpatient 1,622 4,191 2,685 7,249 2642 | 18,266
PHP 60 394 0 218 0 670
Forensic SA | Case Management 0 0 97 230 113 439

Forensics Community-based

6,070

17,059

SA OP LOCS Admissions

Revion 4

[otal SA

Addiction Case Management 44 1,814 132 334 305 2,629
Employment Services 74 121 78 179 0 452
Forensics Community-based 0 82 0 164 0 246
10P 863 47 603 1,109 872 3,494
Medication Assisted Tx 1,630 1,687 458 1,685 762 6,222
Outpatient 1,256 2,543 2,229 4,974 2,195 | 13,197
PHP 57 405 0 201 0 663
Forensic SA | Case Management 0 0 107 252 118 477

Forensics Community-based

1,505

2,924

9,803

SA OP LOCS Discharges

Region |

Rewvion 4

[otal

Fotal SA

OHCA 000081

Addiction Case Management 21 1,797 299 290 2,500
Employment Services 57 115 88 192 0 452

Forensics Community-based 0 56 0 101 0 157

I0P 870 49 600 963 790 3,272

Medication Assisted Tx 1,382 1,795 406 1,575 488 5,646

Outpatient 1,169 2,235 2,054 4313 1989 | 11,760

PHP 62 399 0 165 0 626

Forensic Case Management 0 0 89 238 98 425
SA Forensics Community-based 1,418 1,317 1,125 2,747 1,368 7,975
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APPENDIX B. SFY15 Bed Capacity and Utilization by Region

Program Type LOC Type L.OC NMode Data Type Region  Region  Region  Region  Region  Grand Total — Goal
1 2 3 4 s or State \vg
Addiction Inpatient Services Intensive Res. Rehabilitation 3.8 Bed Capacity 111 111
Utilization Rate 93% 93% | 90%
Medically Managed Detox 4.2 Bed Capacity 41 42
Utilization Rate 86% 86% | 90%
Residential Services | AIDS Residential Bed Capacity 25 16 9 50
Utilization Rate 99% 91% 90% 95% | 90%
Intermediate/Long Term Res.Tx 3.5 | Bed Capacity 179 202 146 70 114 711
Utilization Rate 119% 81% 94% 89% 118% 100% | 90%
Long Term Care 3.3 Bed Capacity 50 50
Utilization Rate 112% 112% | 90%
Medically Monitored Detox 3.7D Bed Capacity 19 42 20 35 12 128
Utilization Rate 123% 76% 80% 83% 95% 88% | 90%
SA Intensive Res. Rehabilitation 3.7 | Bed Capacity 25 42 16 52 42 177
Utilization Rate 89% 68% 76% 93% 92% 85% | 90%
SA Intensive Residential - Enhanced | Bed Capacity 23 20 43
Utilization Rate 93% 96% 94% | 90%
Transitional/Halfway House 3.1 Bed Capacity 6 14 34 35 14 103
Utilization Rate 125% 87% 89% 89% 98% 92% | 90%
Forensic MH MO aNENG 3 Respite Bed Bed Capacity 3 3 2 8
Utilization Rate 69% 81% 191% 104% | 90%
Inpatient Services Acute Psychiatric Bed Capacity 232 232
Utilization Rate 100% 100% | 90%
Residential Services | MH Intensive Res. Rehabilitation Bed Capacity 6 6
Utilization Rate 28% 28% | 90%

(See next page for Mental Health)
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Goal

Program Type LOC Tape L.OC Mode Data Type Region  Region  Region  Region  Region  Grand Total
1 2 3 4 s or State Avy

A\ ICNAIR SIS Case Management Outreach & Engagement Bed Capacity 34
Utilization Rate 62% 62% | 90%

Crisis Services Respite Bed Bed Capacity 10 29 18 2 59
Utilization Rate 75% 106% 91% 420% 107% | 90%

Inpatient Services Acute Psychiatric Bed Capacity 66 254 4 5 2 331
Utilization Rate 97% 94% 133% 942% 6% 108% | 90%

Acute Psychiatric - Intermediate Bed Capacity 10 10
Utilization Rate 68% 68% | 90%

Non-Certified Subacute Bed Capacity 16 16
Utilization Rate 97% 97% | 90%

Residential Services | Group Home Bed Capacity 36 55 14 44 23 172
Utilization Rate 93% 101% 93% 94% 97% 96% | 90%

MH Intensive Res. Rehabilitation | Bed Capacity 25 60 15 100
Utilization Rate 92% 86% 65% 86% | 90%

Sub-Acute Bed Capacity 15 15
Utilization Rate 77% 77% | 90%

Supervised Apartments Bed Capacity 83 164 127 155 130 659
Utilization Rate 96% 93% 90% 89% 95% 92% | 90%

Transitional Bed Capacity 5 1 5 40 51
Utilization Rate 95% 84% 101% 89% 91% | 90%
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The opioid crisis has been called a national
epidemic. In New England it blights urban,
suburban, and rural communities, fueled by
prescription pain killers and cheap and plentiful
heroin.

To say that the United States is in the midst of an opioid epidemic
seems almost cliché at this point. Over the past two years, thousands
of articles have been written about the crisis; neatly all US states
and counties have held public hearings, town halls, and symposia;
Congress passed the Comprehensive Addiction and Recovery Act of
2016; and President Obama pledged funding and action to address
the crisis.

Most media commentary has characterized the crisis as a
national epidemic. That portrayal is accurate. The US overdose
death rate reached 15 per 100,000 in 2014 and is climbing at a
much faster rate than other causes of death, due primarily to opi-
oids (prescription pain relievers and heroin).! Opioids now kill more
Americans than do motor vehicle accidents. In 2014, 28,647 (61
percent) of drug overdose deaths involved an opioid, and nearly all
counties in the United States experienced increases in drug over-

County Drug Overdose Deaths per 100,000 in 2014

dose mortality over the past decade. (See “County Drug Overdose
Deaths per 100,000 in 2014.”)

High overdose mortality rates were once mostly restricted to
large cities and Appalachia. Now, however, places considered buff-
ered from widespread drug problems as recently as a decade ago,
including New England, face surging drug overdose morrality
rates. Between 2002 and 2014, drug overdose mortality rates more
than doubled in every New England county. Washington County,
Maine; Barnstable, Bristol, and Suffolk counties in Massachusetts;
Cobs County, New Hampshire; and Kent and Providence counties
in Rhode Island now have drug overdose mortality rates above 20.
(See “Overdose Deaths per 100,000 for New England Counties in
2002 and 2014.”)

The highest overdose mortality rates in New England span the
rural-urban continuum, including places as urban as New Haven
County, Connecticut, and places as sparsely populated as Essex
County, Vermont—the least populated county in New England.
Still, the 20 New England counties that had overdose mortality
rates above 16 in 2014 have several characteristics in common,
including poverty, disability, unemployment rates that exceed New
England averages, and above-average declines in manufacturing and
manual-labor occupations since 1970.
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Adolescent Drug Abuse and Overdose

Nationally, overdose rates are highest among individuals aged 25
to 54, but adolescents and young adults also abuse and overdose.
In 2014, the overdose death rate among individuals aged 15 to 24
was 8.6, with the highest rate among non-Hispanic white males
(17.4), followed by non-Hispanic white females (7.0), Hispanic
males (6.0), black males (4.0), Hispanic females (2.5), and black
females (2.3)2

As noted eatlier, the surge in overdose mortality has been
driven by prescription pain relievers (e.g., oxycodone, hydroco-
done) and heroin. Although rates of abuse
are much higher among young adults
(18-25), over 1.1 million adolescents (4.7

Drug Overdose Deaths per
100,000 in 2002 & 2014

more likely than their nonsmoking and nondrinking peers to use
illicit drugs and to abuse prescription opioids. Importantly, use
of emergency departments, where opioids are more commonly
prescribed, also increases adolescents’ risk of abusing opioids.

How Did We Get Here?

US overdose deaths involving prescription opioids have quadru-
pled since 1999. Not coincidentally, so have sales of prescription
opioids. Annual sales of OxyContin (a brand name for the drug
oxycodone)—the most widely prescribed, abused, and profitable
prescription narcotic in history—alone sky-
rocketed from $45 million in 1996 (when
it entered the market) to $3.1 billion by
2010. In Dreamland: The True Tale of Amer-

percent of youth aged 12~17) abused pre-
scription pain relievers in 20142 Among
both teens and adults, only marijuana is
more frequently abused than prescription
pain relievers® See “Reported Drug Use
by State, 2013-2014, Individuals 12-17”
and “Reported Drug Use by State, 2013—
2014, Individuals 18-25.” Adolescent drug
use is particularly worrisome because this
is the period when most substance abuse
and addiction disorders begin, and abuse
during these formative years increases the
likelihood of future economic precarious-
ness, relationship instability, poor health,
and criminal-justice involvement.

Rates of current (past-month) illicit-
drug use among adolescents and young
adults are higher in all New England states
than in the United States overall.® How-

icas Opiate Epidemic, Sam Quinones notes
thac Purdue Pharma, the company that
makes OxyContin, aggressively marketed
its blockbuster drug for chronic noncan-
cer pain, particularly in areas with relatively
high shares of blue-collar laborers who were
at risk of work-related back pain and other
injuries.” In 2007, Purdue Pharma and
three of the company’s executives pleaded
guilty in federal court to criminal charges
that they misled regulators, physicians,
and patients about OxyContin’s addiction
and abuse potential. However, by then,
5.2 million Americans were already mis-
using prescription opioids! and annual
prescription opioid—related overdose deaths
exceeded 14,000.

Over the past decade, public-health

ever, overall illicit-drug use rates are driven

and government efforts have focused on

mostly by marijuana. Although there are
short- and long-term adverse effects asso-
ciated with marijuana use, there have
been no reported overdose deaths from
marijuana. Nonmedical use of prescrip-
tion opioids, while much less prevalent, is
unequivocally much more deadly. Adoles-
cent abuse of prescription pain relievers in
New England is comparable to the over-
all US rate. However, among young adults
(aged 18-25), rates of nonmedical use of
prescription opioids are higher in Con-
necticut and New Hampshire than in the
United States overall,

Using data from the National
Survey on Drug Use and Health, my col-
league and I found that the most salient
contributors to opioid abuse among ado-

combating the prescription opioid epi-
demic by cracking down on “pill mills”
(medical establishments that prescribe
pills inappropriately), creating statewide
prescription-drug monitoring programs,
and educating physicians on safe pre-
scribing practices. These efforts have been
largely successful; there have been recent
declines in prescription opioid abuse and
overdose deaths among both adolescents
and adults.® However, there has been an
unintended consequence. As the supply of
prescription opioids has dwindled, heroin,
which produces the same high and is just
as addictive, has filled the gap. About 80

. <

4-8 .
= percent of people who are currently using
EJ2-16 heroin report misusing prescription opioids
B s-20 n v o . 3
— o first!! Increased mixing of heroin with the

synthetic pain reliever fentanyl (which is up

lescents and young adults are poor mental
health, peer substance use, the perception
that substance use is not risky, and having access to drugs® Ado-
lescents who smoke daily and consume alcohol to excess are
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to 50 times more powerful than heroin) has
made New England’s opiate problem much more deadly.
Moreover, despite widespread awareness of prescription opioid
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abuse, high rates of opioid prescribing continue, though they vary by
state.'? Maine currently ranks first and New Hampshire ranks third
in the nation in prescribing rates for long-acting/extended-release
opioids, which have an especially high overdose risk because abus-
ers can crush them and instantly achieve the full dose (possible even
with so-called abuse-deterrent formulations). Massachusetts (8th),
Connecticut {13th), Rhode Island (14th), and Vermont (16th) are
also ranked in the top 20 states for long-acting/extended-release
prescribing. All six New England states also have above-average
rates of high-dose opioid prescribing, and all but Vermont have
above-average prescribing rates for benzodiazepines—psychoactive
sedatives commonly abused along with opiates, drastically increas-
ing overdose risk.

Saving Lives and Communities

Although physicians are aware of the highly addictive nature of opi-
oids and are cognizant of the overdose risk, they also know that if
they cut patients off from these highly addictive narcotics, some
are likely to turn to heroin, which, thanks to increased distribution
from Mexico, has become easily accessible and incredibly cheap:
heroin is now cheaper than a pack of cigarettes or a six-pack of beer
in most parts of the United States."

Although increasing first-responder and community access to
naloxone (a drug that counteracts the effects of an opioid overdose)
has potential to reduce overdoses, and increased use of medication-
assisted treatments like buprenorphine
holds potential for treating opioid

dependence, preventing initiation
is the key to turning the tide on the
opiate abuse and overdose epidemic.
About 60 percent of current heroin
users report first using heroin between the

ages of 17 and 25, suggesting that those are the years to target.
Different strategies will work better in different communities, but
general prcvcnuon strategies include more comprehensive physician
training in pain management and addiction, moving physicians
toward safer prescribing practices, and better parent and youth edu-
cation on the risks of opioid use for minor injuries. Finally, given

OHCA 000087

high rates of abuse and overdose in communities that have long
suffered from employment restructuring and economic decline,
comprehensive job-growth strategies that emphasize secure employ-
ment with livable wages for individuals all along the educational
gradient are likely to have the most significant long-term and sus-
tainable impacts in New England and elsewhere.

Shannon M. Monnat is an assistant professor of rural sociology, de-
mography, and sociology at Pennsylvania State University. Contact her
at smmG7 @psu.edu.
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Report Revision Note:

In this revised report, Figure 37 and its
associated text were removed to be consistent
with the Office of National Drug Control
Policy’s National Drug Control Strategy.
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Summary

This national report summarizes key findings from the

2015 National Survey on Drug Use and Health (NSDUH)
for indicators of substance use and mental health

among people aged 12 years old or older in the civilian,
noninstitutionalized population of the United States.

Results are provided for the overall category of individuals
aged 12 or older as well as by age subgroups. The NSDUH
questionnaire underwent a partial redesign in 2015 to
improve the quality of the NSDUH data and to address the
changing needs of policymakers and researchers with regard
to substance use and mental health issues. Trends continue to
be presented for estimates that are assumed to have remained
comparable with those in earlier years (e.g., marijuana and
heroin use trends for 2002 to 2015 and mental health trends
typically for 2008 to 2015).

lllicit Drug Use

Changes in measurement for 7 of the 10 illicit drug
categories—hallucinogens, inhalants, methamphetamine,
and the misuse of prescription pain relievers, tranquilizers,
stimulants, and sedatives—may have affected the
comparability of the measurement of these illicit drugs.!
Therefore, only 2015 estimates are presented for these seven
illicit drug categories and for the use of any illicit drug. In
2015, 27.1 million people aged 12 or older used an illicit
drug in the past 30 days, which corresponds to about 1 in 10
Americans (10.1 percent). The illicit drug use estimate for
2015 continues to be driven primarily by marijuana use and
the misuse of prescription pain relievers, with 22.2 million
current marijuana users aged 12 or older (i.e., users in the
past 30 days) and 3.8 million people aged 12 or older who
reported current misuse of prescription pain relievers. The
2015 estimate of current marijuana users was similar to the
estimate in 2014, but it was higher than the estimates from
2002 to 2013. This increase in marijuana use among people
aged 12 or older reflects the increase in marijuana use by
adults aged 26 or older and, to a lesser extent, the increase in
marijuana use among young adults aged 18 to 25.

1 NSDUH obtains information on the following 10 categories of drugs:
marijuana, cocaine (including crack), heroin, hallucinogens, inhalants,
and methamphetamine, as well as the misuse of prescription pain relievers,
tranquilizers, stimulants, and sedatives. Estimates of "illicit drug use"
reported from NSDUH reflect the use of drugs in any of these 10 categories.

In 2015, NSDUH adopted a revised definition of
prescription drug misuse, which defined misuse as use in
any way not directed by a doctor, including use without

a prescription of one’s own; use in greater amounts, more
often, or longer than told to take a drug; or use in any other
way not directed by a doctor. The estimated 3.8 million
people aged 12 or older who were current misusers of pain

relievers represent 1.4 percent of the population aged 12 or
older.

The estimate of current heroin use in 2015 among people
aged 12 or older was higher than the estimates in most years
between 2002 and 2009, but it was similar to the estimates
between 2010 and 2014. Current cocaine use in 2015 was
similar to the estimates in most years between 2007 and
2013, but it was higher than the estimate in 2014. The 2015
estimate of crack use was similar to the estimates in most
years from 2008 to 2014. There were new baselines in 2015
for hallucinogen, inhalant, and methamphetamine use (0.5,
0.2, and 0.3 percent, respectively, for current use among
people aged 12 or older).

Tobacco Use

In 2015, an estimated 52.0 million people aged 12 or

older were current cigarette smokers. Although about 1 in

5 people aged 12 or older were current cigarette smokers,
cigarette use generally declined between 2002 and 2015
across all age groups. Among the 52.0 million current
cigarette smokers in 2015, 30.2 million were daily cigarette
smokers, including 12.4 million daily smokers who smoked
approximately a pack or more of cigarettes per day.

Aicohol Use

NSDUH collects information on past month alcohol use,
binge alcohol use, and heavy alcohol use. For men, binge
alcohol use is defined in NSDUH as drinking five or more
drinks on the same occasion on at least 1 day in the past
30 days. For women, binge drinking is defined as drinking
four or more drinks on the same occasion on at least 1 day
in the past 30 days. Heavy alcohol use is defined as binge
drinking on 5 or more days in the past 30 days. In 2015,
there were 138.3 million Americans aged 12 or older who
reported current use of alcohol, including 66.7 million
who reported binge alcohol use in the past month and
17.3 million who reported heavy alcohol use in the

past month. Past month binge drinkers and heavy alcohol
users represented 24.9 and 6.5 percent of people aged 12 or
older, respectively.
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Underage alcohol use (i.e., among people aged 12 to 20)
and binge and heavy use among young adults aged 18 to 25
are a concern. In 2015, about 7.7 million people aged 12 to
20 reported drinking alcohol in the past month, including
5.1 million who reported binge alcohol use and 1.3 million
who reported heavy alcohol use. Among all people aged

12 to 20 in 2015, 13.4 percent were binge drinkers, and
3.3 percent were heavy drinkers. About 2 out of 5 young
adults aged 18 to 25 were current binge alcohol users, and

1 out of every 10 young adults were heavy alcohol users.

Substance Use Disorders

In 2015, approximately 20.8 million people aged 12 or
older had a substance use disorder (SUD) related to their
use of alcohol or illicit drugs in the past year,2 including
15.7 million people who had an alcohol use disorder and
7.7 million people who had an illicit drug use disorder.
The percentage of people aged 12 or older with an alcohol
use disorder (5.9 percent) in 2015 was lower than the
percentages in 2002 to 2014. Due to revisions to the
NSDUH illicit drug questions, estimates in 2015 for any
illicit drug use disorder are not compared with estimates
from previous years.

Substance Use Treatment

In 2015, an estimated 21.7 million people aged 12 or older
needed substance use treatment (i.e., treatment for problems
related to the use of alcohol or illicit drugs), or about 1 in
12 people (8.1 percent). For NSDUH, people are defined

as needing substance use treatment if they had an SUD in
the past year or if they received substance use treatment at a
specialty facility in the past year.3

In 2015, 10.8 percent of people aged 12 or older
(2.3 million people) who needed substance use treatment
received treatment at a specialty facility in the past year.

2 People who met the criteria for dependence or abuse for alcohol or illicit
drugs in the past 12 months based on criteria specified in the Diagnostic
and Statistical Manual of Mental Disorders, 4th edition (DSM-IV), were
defined as having an SUD. See the following reference: American Psychiatric
Association. (1994). Diagnostic and statistical manual of mental disorders
(DSM-1V) (4th ed.). Washington, DC: Author.

3 Specialty treatment refers to substance use treatment at a hospital (only as
an inpatient), a drug or alcohol rehabilitation facility (as an inpatient or
outpatient), or a mental health center.

Mental Health Issues among Aduits

In 2015, an estimated 43.4 million adults aged 18 or older
(17.9 percent) had any mental illness (AMI) in the past year.
An estimated 9.8 million adults in the nation had a serious
mental illness (SMI) in the past year, representing

4.0 percent of all U.S. adults in 2015.4 The percentage of
adults with AMI and the percentage of adults with SMI
remained stable from 2008 to 2015. In 2015, 6.7 percent
of adults aged 18 or older (16.1 million adults) had at least
one major depressive episode (MDE) in the past year, and
4.3 percent (10.3 million adults) had an MDE with severe
impairment in the past year.5 The percentage of adults
who had a past year MDE remained stable between 2005
and 2015.

Mental Health Service Use among Adults

In 2015, an estimated 34.2 million adults (14.2 percent

of adults) received mental health care during the past

12 months. Among the 43.4 million adults with AMI,
18.6 million (43.1 percent) received mental health services
in the past year. About 6.4 million of the 9.8 million adults
with past year SMI (65.3 percent) received mental health
services in the past year. The percentage of adults with AMI
who received mental health care in 2015 was similar to the
percentages in most years from 2008 to 2014. Use of mental
health services among adults with SMI remained relatively
steady across years between 2008 and 2015.

4 Adults with AMI were defined as having any mental, behavioral, or

emotional disorder in the past year that met DSM-1V criteria (excluding
developmental disorders and SUDs). Adults with AMI were defined as
having SMI if they had any mental, behavioral, or emotional disorder that
substantially interfered with or limited one or more major life activities.
See footnote 2 for the reference for the DSM-IV criteria.

5 Based on DSM-IV criteria, adults and youths were defined as having an
MDE if they had a period of 2 weeks or longer in the past 12 months
when they experienced a depressed mood or loss of interest or pleasure in
daily activities, and they had at least some additional symptoms, such as
problems with sleep, eating, energy, concentration, and self-worth. Some
wordings to the questions for adolescents were designed to make them more
developmentally appropriate for youths. Adults and youths were defined as
having an MDE with severe impairment if their depression caused severe
problems in carrying out life activities in four developmentally appropriate
role domains. For adults, these domains were the abilicy to manage at home,
manage well at work, have relationships with others, or have a social life. For
youths, these domains were the ability to do chores at home, do well at work
or school, get along with their family, or have a social life. See footnote 2 for
the reference for the DSM-1V criteria.
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Co-Occurring Mental lliness and Substance Use
Disorders among Adults

An estimated 8.1 million adults (3.3 percent of all adults)
had both AMI and SUDs in the past year, and 2.3 million
adults (1.0 percent of all adults) had co-occurring SMI and
SUD:s in the past year. Among the 8.1 million adults with
co-occurring AMI and an SUD in the past year, 48.0 percent
received either substance use treatment at a specialty facility
or mental health care in the past year. Among the 2.3 million
adults who had co-occurring SMI and an SUD in the past
year, 62.6 percent received either substance use treatment at
a specialty facility or mental health care in the past year.

Mental Health Issues among Adolescents

In 2015, 12.5 percent of adolescents aged 12 to 17

(3.0 million adolescents) had an MDE during the past year,
and 8.8 percent of adolescents (2.1 million adolescents) had
a past year MDE with severe impairment.’ The percentage
of adolescents in 2015 who had a past year MDE was
higher than the percentages in 2004 to 2014. Among the
3.0 million adolescents in 2015 who had a past year MDE,
1.2 million (39.3 percent) received treatment for depression.
This 2015 percentage was similar to the percentages in most
years from 2004 to 2014.

Co-Occurring MDE and Substance Use among
Adolescents

In 2015, the percentage of adolescents who used illicit drugs
in the past year was higher among those with a past year
MDE than it was among those without a past year MDE
(31.5 vs. 15.3 percent). An estimated 350,000 adolescents
in 2015 had an SUD and an MDE in the past year. This
number represents 1.4 percent of all adolescents in the
United States. Among adolescents who had a co-occurring
MDE and an SUD in the past year, 63.1 percent received
either substance use treatment at a specialty facility or
mental health services in the past year.
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Introduction

Substance use and mental health issues affect millions of
adolescents and adults in the United States and contribute
heavily to the burden of disease.!>? The National Survey
on Drug Use and Health (NSDUH) is the primary source
for statistical information on illicit drug use, alcohol use,
substance use disorders (SUDs), and mental health issues
for the civilian, noninstitutionalized population of the
United States. Information on mental health and substance
use allows the Substance Abuse and Mental Health Services
Administration (SAMHSA) and other policymakers to gauge
progress toward improving the health of the nation.

The benefit of using NSDUH data to assess trends across time
has to be balanced with the periodic need to revise NSDUH
content to address changes in society and emerging issues.
Although minor changes may sometimes be made annually,
the 2015 NSDUH included a wide array of changes that
affected the reporting of trends for many NSDUH estimates.

This report contains one of the first sets of findings from
the 2015 NSDUH for key substance use and mental health
indicators in the United States. Comprehensive 2015
NSDUH detailed tables that show additional substance
use and mental health-related outcomes, including data for
various subpopulations covered in NSDUH, are available
separately at http://www.samhsa.gov/data/.4

Survey Background

NSDUH is an annual survey of the civilian,
noninstitutionalized population of the United States aged
12 years old or older.? The survey is sponsored by SAMHSA
within the U.S. Department of Health and Human Services
(HHS). The survey covers residents of households and
individuals in noninstitutional group quarters (e.g., shelters,
boarding houses, college dormitories, migratory workers’
camps, halfway houses). The survey excludes people with no
fixed address (e.g., homeless people not in shelters), military
personnel on active duty, and residents of institutional group
quarters, such as jails, nursing homes, mental institutions,
and long-term care hospitals.

NSDUH employs a stratified multistage area probability
sample that is designed to be representative of both the nation
as a whole and for each of the 50 states and the District of
Columbia. The 2015 NSDUH annual target sample size of
67,500 interviews was distributed across three age groups,
with 25 percent allocated to adolescents aged 12 to 17,

25 percent allocated to young adults aged 18 to 25, and

50 percent allocated to adults aged 26 or older. From 2002
through 2013, the NSDUH sample was allocated equally
across these three age groups. Although the sample design
changed in 2014, NSDUH had the same total target sample
size per year of 67,500 interviews between 2002 and 2015.6

NSDUH is a face-to-face household interview survey that

is conducted in two phases: the screening phase and the
interview phase. The interviewer conducts a screening

of the eligible household with an adult resident (aged

18 or older) in order to determine whether zero, one, or

two residents aged 12 or older should be selected for the
interview.” NSDUH collects data using audio computer-
assisted self-interviewing (ACASI) in which respondents read
or listen to the questions on headphones, then enter their
answers directly into a NSDUH laptop computer. ACASI is
designed for accurate reporting of information by providing
respondents with a highly private and confidential mode for
responding to questions about illicit drug use, mental health,
and other sensitive behaviors. NSDUH also uses computer-
assisted personal interviewing (CAPI) in which interviewers
read less sensitive questions to respondents and enter the
respondents’ answers into a NSDUH laptop computer.

In 2015, screening was completed at 132,210 addresses,
and 68,073 completed interviews were obtained, including
16,955 interviews from adolescents aged 12 to 17 and
51,118 interviews from adults aged 18 or older. Weighted
response rates for household screening and for interviewing
were 79.7 and 69.3 percent, respectively, for an overall
response rate of 55.2 percent for people aged 12 or older.
The weighted interview response rates were 77.7 percent
for adolescents and 68.4 percent for adults.® Further details
about the 2015 NSDUH design and methods can be found
on the web at http://www.samhsa.gov/data/.?

Notable 2015 NSDUH Questionnaire Changes

The NSDUH questionnaire underwent a partial redesign

in 2015 to improve the quality of the NSDUH data and to
address the changing needs of policymakers and researchers
with regard to substance use and mental health issues. The
prescription drug questions were redesigned to shift the
focus from lifetime misuse to past year misuse. Additionally,
questions were added about any past year prescription

drug use rather than just misuse. New methamphetamine
questions were added, replacing the methamphetamine
questions that were previously asked within the context of


http://www.samhsa.gov/data/.4
http://www.samhsa.gov/data/.9
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prescription stimulants. Substantial changes were also made
to questions about smokeless tobacco, binge alcohol use,
inhalants, and hallucinogens. These changes led to potential
breaks in the comparability of 2015 estimates with estimates
from prior years. Consequently, these changes potentially
affected overall summary measures, such as illicit drug use,
and other measures, such as initiation, SUD, and substance
use treatment. Additionally, certain demographic items were
changed as part of the partial redesign. Education questions
were updated, and new questions were added on disability,
English-language proficiency, sexual orientation of adults,
and military families.

Due to these changes, only 2015 data are presented for
certain estimates until comparability with prior years can be
established. Trends will continue to be presented for items
that are assumed to have remained comparable with earlier
years. Details on the 2015 NSDUH questionnaire changes,
reasons for the changes, and implications of the changes for
NSDUH data users are included in a brief report on these
questionnaire changes, in a report on the design changes for
the 2014 and 2015 NSDUH, and in the methodological
summary and definitions report for 2015.10:1112

Data Presentation and Interpretation

This report focuses on substance use and mental health in
the United States based on NSDUH data from 2015 and
earlier years.!3 Estimates of substance use and substance use
treatment are presented for individuals aged 12 or older,
adolescents, and adults.'* However, estimates of mental
health issues and mental health service use are not presented
jointly for individuals aged 12 or older. Rather, these
estimates are presented separately for adolescents aged 12

to 17 and adults aged 18 or older because adolescents and
adults completed different sets of questions regarding mental
health and mental health service utilization.

All estimates (e.g., percentages and numbers) presented

in the report are derived from NSDUH survey data that
are subject to sampling errors. The estimates have met the
criteria for statistical precision. Estimates that do not meet
these criteria have been suppressed and are not shown.!
Trend analyses in this report focus on percentages because
the percentages take into account any change in the size
of the total population and facilitate the comparison of
estimates across years.'® This report focuses on long-term
trends by comparing percentages in 2015 with percentages
in each of the years from 2002 to 2014. Statistical tests also

have been conducted for comparisons that appear in the

text of the report. Statistically significant differences are
described using terms such as “higher,” “lower,” “increased,”
or “decreased.” Statements use terms such as “similar,”
“remained steady,” or “stable” when a difference is not
statistically significant. Analyses of long-term trends in this
report summarize whether the 2015 estimates are different
from or similar to estimates in most or all previous years,!”
while minimizing discussion of anomalous differences
between any 2 years that can occur due to these estimates
being based on samples.'® Graphics and tables contain
estimates that support the statements in this report, and
supplementary tables of estimates (including standard errors)
are included in Appendix A. Also, Appendix B provides a list
of contributors, reviewers, and report production staff who
worked on this report.

lllicit Drug Use

NSDUH obtains information on 10 categories of illicit
drugs: marijuana, cocaine (including crack), heroin,
hallucinogens, inhalants, and methamphetamine, as well

as the misuse of prescription pain relievers, tranquilizers,
stimulants, and sedatives; see the section on the misuse

of psychotherapeutic drugs for the definition of misuse.
Estimates of “illicit drug use” reported from NSDUH
reflect the data from these 10 drug categories. Changes

in measurement for 7 of the 10 illicit drug categories—
hallucinogens, inhalants, methamphetamine, and the misuse
of prescription pain relievers, tranquilizers, stimulants,

and sedatives—may have affected the comparability of the
measurement of these illicit drugs between 2015 and prior
years. Therefore, only 2015 estimates are presented for these
seven illicit drug categories. Also, only 2015 estimates are
presented for the use of any illicit drug.

In 2015, an estimated 27.1 million Americans aged 12 or
older were current (past month) illicit drug users, meaning
that they had used an illicit drug during the month prior to
the survey interview (Figure 1). The most commonly used
illicit drug in the past month was marijuana, which was
used by 22.2 million people aged 12 or older. An estimated
6.4 million people reported misusing psychotherapeutic
drugs in the past month, including 3.8 million people
who were misusers of prescription pain relievers. Thus, the
number of current misusers of pain relievers was second to
marijuana among specific illicit drugs. Smaller numbers of
people in 2015 were current users of the other illicit drugs
shown in Figure 1.19
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Figure 1. Numbers of Past Month lllicit Drug Users among People Aged 12 or Older: 2015

No Past Month Past Month

lllicit Drug Use lllicit Drug Use
240.6 Million People 27.1 Million People
(89.9%) (10.1%)

Misuse of Prescription Pain Relievers

Misuse of Prescription Tranquilizers

Marijuana
Cocaine

Misuse of Prescription Stimulants
Hallucinogens
Methamphetamine

Inhalants

Misuse of Prescription Sedatives
Heroin

0 5 10 15 20 25
Millions of People

Note: Estimated numbers of people refer to people aged 12 or older in the civilian, noninstitutionalized population in the United States. The numbers do not sum to the total population
of the United States because the population for NSDUH does not include people aged 11 years old or younger, people with no fixed household address {e.g., homeless or transient
people not in shelters), active-duty military personnel, and residents of institutional group quarters, such as correctional facilities, nursing homes, mental institutions, and long-term

care hospitals.

Note: The estimated numbers of current users of different illicit drugs are not mutually exclusive because people could have used more than one type of illicit drug in the past month,

Any lllicit Drug Use

The estimated 27.1 million people aged 12 or older who
were current illicit drug users in 2015 (Figure 1) represent
10.1 percent of the population aged 12 or older (Figure 2).
Stated another way, 1 in 10 individuals aged 12 or older

in the United States used illicit drugs in the past month.
Approximately 2.2 million adolescents aged 12 to 17 in
2015 were current users of illicit drugs, which represents
8.8 percent of adolescents. Approximately 1 in 5 young
adults aged 18 to 25 (22.3 percent) were current users of
illicit drugs in 2015. This percentage corresponds to about
7.8 million young adults in 2015 who were current users of
illicit drugs. In 2015, 8.2 percent of adults aged 26 or older
were current users of illicit drugs, or about 17.1 million
adults in this age group.

Figure 2. Past Month lllicit Drug Use among People Aged 12 or
Older, by Age Group: Percentages, 2015
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Marijuana Use

As noted in the illicit drug use section, an estimated

22.2 million Americans aged 12 or older in 2015 were current
usets of marijuana (Figure 1). This number of past month
marijuana users corresponds to 8.3 percent of the population
aged 12 or older (Figure 3). The percentage of people aged

12 or older who were current marijuana users in 2015 was
similar to the percentage in 2014, but it was higher than the
percentages from 2002 to 2013. This increase in marijuana
use among people aged 12 or older reflects the increase in
marijuana use by adults aged 26 or older and, to a lesser extent,
increases in marijuana use among young adults aged 18 to 25.

Aged 12 to 17

In 2015, 7.0 percent of adolescents aged 12 to 17 were
current users of marijuana (Figure 3). This means that
approximately 1.8 million adolescents used marijuana in the
past month. The percentage of adolescents in 2015 who were
current marijuana users was similar to the percentages in
most years between 2004 and 2014.

Aged 18 to 25

In 2015, about 1 in 5 young adults aged 18 to 25 (19.8 percent)
were current users of marijuana (Figure 3). This means that
6.9 million young adults used marijuana in the past month.
The percentage of young adults who were current marijuana
users in 2015 was stable compared with the percentages
berween 2011 and 2014. However, the 2015 estimate was
higher than the estimates in 2002 through 2010.



Key Substance Use and Mental Health Indicators in the United States:

8 | September 2016

Results from the 2015 National Survey on Drug Use and Health

Aged 26 or Older

In 2015, 6.5 percent of adults aged 26 or older were current
users of marijuana (Figure 3), which represents about

13.6 million adults in this age group. The percentage of
adults aged 26 or older who were current marijuana users

in 2015 was similar to the percentage in 2014, but it was
higher than the percentages in 2002 to 2013.

Misuse of Psychotherapeutic Drugs

Because of the changes that were made to the prescription
drug questions in 2015, a new baseline started in 2015

for all prescription drug measures. The four categories of
prescription drugs (pain relievers, tranquilizers, stimulants,
and sedatives) cover numerous medications that currently are
or have been available by prescription. NSDUH respondents
are asked to report misuse of these drugs, defined as use in
any way not directed by a doctor, including use without

a prescription of one’s own; use in greater amounts, more
often, or longer than told to take a drug; or use in any other
way not directed by a doctor. Misuse of over-the-counter
drugs is not included. NSDUH reports combine the four
prescription drug groups into a category referred to as
“psychotherapeutics.” Additional information on the revisions

Figure 3. Past Month Marijuana Use among People Aged 12 or
Older, by Age Group: Percentages, 2002-2015
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Figure 3 Table. Past Month Marijuana Use among People Aged 12 or Older,
by Age Group: Percentages, 2002-2015

Age 02 03 04 05 06 07 08 09 10 11 12 13 14 15
212 62+ 62* 6.1* 60* 60* 58* 61* 67+ 69+ 7.0+ 73" 75* 84 83
1217 82+ 79+ 76 68 67 67 67 74 74 79 72 71 74 70
18-25 17.3* 17.0* 16.1* 16.6* 16.3* 16.5* 16.6* 18.2* 18.5* 19.0 187 191 196 198
226 40+ 40* 41+ 41+ 42+ 3.9+ 42+ 46* 48+ 48 53+ 56* 66 65

+Difference between this estimate and the 2015 estimate Is statistically significant at the .05 level.

to the NSDUH prescription drug questions are documented
in a separate 2015 NSDUH report on prescription drugs.2?
The report for prescription drugs also includes new content,
such as estimates of any use of prescription drugs (i.e., not
just misuse), and motivations for misusing prescription drugs.

In this section, a summary of current misuse of any
prescription psychotherapeutic drug is presented first,
followed by sections on the current misuse of pain

relievers, tranquilizers, stimulants, and sedatives. In 2015,

an estimated 6.4 million Americans aged 12 or older

were current misusers of psychotherapeutic drugs, which
represent 2.4 percent of the population aged 12 or older
(Figure 4). An estimated 492,000 adolescents aged 12 to 17
misused psychotherapeutic drugs in the past month. Stated
another way, about 1 in 50 adolescents (2.0 percent) were
current misusers of psychotherapeutic drugs. An estimated
1.8 million young adults aged 18 to 25 were current misusers
of psychotherapeutic drugs, which corresponds to 5.1 percent
of young adults. There were 4.1 million adults aged 26 or
older who were current misusers of psychotherapeutic drugs,
or 2.0 percent of adults in this age group.

Pain Reliever Misuse

Overall estimates of current prescription psychotherapeutic
drug misuse in 2015 among the population aged 12 or older
that were described previously were largely driven by the
misuse of prescription pain relievers. In 2015, about three
fifths of the current misusers of psychotherapeutic drugs who
were aged 12 or older reported misusing pain relievers in the
past month (Figure 5).

An estimated 3.8 million people aged 12 or older in 2015
were current misusers of pain relievers, which represents
1.4 percent of the population aged 12 or older (Figures 5

Figure 4. Past Month Misuse of Prescription Psychotherapeutics
among People Aged 12 or Older, by Age Group: Percentages, 2015
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and 6). In 2015, an estimated 276,000 adolescents aged

12 to 17 were current misusers of pain relievers, which
corresponds to 1.1 percent of adolescents (Figure 6). An
estimated 829,000 young adults aged 18 to 25 misused pain
relievers in the past month, which represents 2.4 percent

of young adults. An estimated 2.7 million adults aged 26

or older were current misusers of pain relievers, which
corresponds to 1.3 percent of adults aged 26 or older.

Tranquilizer Misuse

An estimated 1.9 million people aged 12 or older in 2015
were current misusers of tranquilizers, which represents

0.7 percent of people aged 12 or older (Figures 1 and 6).

In 2015, an estimated 162,000 adolescents aged 12 to 17
were current misusers of tranquilizers, which represents

0.7 percent of adolescents (Figure 6). An estimated 582,000
young adults aged 18 to 25 misused tranquilizers in the
past month, which represents 1.7 percent of young adults.
In 2015, an estimated 1.1 million adults aged 26 or older
were current misusers of tranquilizers, which corresponds to
0.5 percent of adults in this age group.

Stimulant Misuse

In 2015, an estimated 1.7 million people aged 12 or older,
or 0.6 percent of this population, were current misusers of
stimulants (Figures 1 and 6). About 117,000 adolescents

aged 12 to 17 were current misusers of stimulants in 2015,

corresponding to about 0.5 percent of adolescents (Figure 6).

There were about 757,000 young adults aged 18 to 25 in
2015 who misused stimulants in the past month, which
corresponds to about 2.2 percent of young adults in 2015.
In 2015, an estimated 779,000 adults aged 26 or older were

Figure 5. Misuse of Prescription Pain Relievers and Other
Prescription Psychotherapeutics among People Aged 12
or Older Who Were Current Misusers of Any Prescription
Psychotherapeutics: 2015

2.6 Million Current
Misusers of Prescription
Psychotherapeutics
Excluding Prescription
Pain Relievers
(40.7%)

6.4 Million Current Misusers of Prescription Psychotherapeutics

current misusers of stimulants, which represents 0.4 percent
of this age group.

Sedative Misuse

An estimated 446,000 people aged 12 or older were
current misusers of sedatives in 2015, which rounds to

the 0.4 million people shown in Figure 1. This number
represents 0.2 percent of the population aged 12 or older
(Figure 6). There were an estimated 21,000 adolescents in
2015 who were current misusers of sedatives (0.1 percent
of adolescents). In 2015, an estimated 86,000 young
adults aged 18 to 25 misused sedatives in the past month
(0.2 percent of young adults). An estimated 340,000 adults
aged 26 or older were current misusers of sedatives in 2015
(0.2 percent of adults aged 26 or older).

Cocaine Use

In this report, estimates of the use of cocaine include use

of crack cocaine. Estimates also are presented separately

for crack use. In 2015, the estimate of about 1.9 million
people aged 12 or older who were current users of cocaine
(Figure 1) included about 394,000 current users of crack.
These numbers correspond to about 0.7 percent of the
population aged 12 or older who were current users of
cocaine (Figure 7) and 0.1 percent who were current users
of crack (Table A.1B in Appendix A). The 2015 estimate

for current cocaine use was similar to the estimates in most
years between 2007 and 2013, but it was higher than the
estimate in 2014. The 2015 estimate of crack use was similar
to the estimates in most years from 2008 to 2014. The 2015
estimates of both cocaine and crack use were lower than
most of the estimates between 2002 and 2006.

Figure 6. Past Month Misuse of Prescription Pain Relievers,
Tranquilizers, Stimulants, and Sedatives among People Aged 12
or Older, by Age Group: Percentages, 2015
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Aged12to 17

There were 53,000 adolescents aged 12 to 17 who were
current users of cocaine in 2015. This number who used
cocaine represents 0.2 percent of adolescents (Figure 7).

The 2015 estimate for current cocaine use among adolescents
was similar to the estimates between 2009 and 2014, but the
2015 estimate was lower than the estimates in the years from
2002 to 2008. Where estimates had sufficient precision to be
reported, estimates of crack use among adolescents in 2002
to 2015 ranged from less than 0.1 percent to 0.1 percent
(Table A.2B in Appendix A).

Aged 18 to 25

An estimated 1.7 percent of young adults aged 18 to 25 were
current users of cocaine in 2015 (Figure 7), and 0.1 percent
used crack in the past month (Table A.3B in Appendix A).
These percentages represent 580,000 young adults who

used cocaine, including 39,000 who used crack. The 2015
percentage of young adults who were current cocaine users
was lower than the percentages in 2002 through 2006, and it
was similar to the percentages in most years between 2007 and
2014. The estimate of current crack use among young adults
in 2015 was similar to estimates between 2007 and 2014.

Figure 7. Past Month Cocaine Use among People Aged 12 or
Older, by Age Group: Percentages, 2002-2015
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Figure 7 Table. Past Month Cocaine Use among People Aged 12 or Older,
by Age Group: Percentages, 2002-2015

Age 02 03 04 05 06 07 08 09 10 11 12 13 14 15
212 09* 10+ 08+ 10+ 10* 08 07 07 06 05* 06 06 06* 07
12-17 06* 06* 05* 06* 04* 04* 04* 03 02 03 01 02 02 02
18-25 20" 22+ 21+ 26+ 22 17 16 14 15 14 11+ 11+ 14 17
226 07 08 07 08 08 07 07 06 05 04* 06 05 05 06

Aged 26 or Older

In 2014, 0.6 percent of adults aged 26 or older were current
users of cocaine (Figure 7), and 0.2 percent used crack in the
past month (Table A.4B in Appendix A). These percentages
teptesent 1.2 million adults aged 26 or older who currently
used cocaine, including 354,000 who currently used crack.
The 2015 estimate of current cocaine use among adults aged
26 or older was similar to the estimates from most years
between 2002 and 2014. Current use of crack was stable
between 2008 and 2015, but the 2015 estimate was lower
than the estimates in most years from 2002 to 2007.

Heroin Use

Heroin is a highly addictive opioid that is illegal and has no
accepted medical use in the United States. About 329,000
people aged 12 or older were current heroin users in 2015,
which rounds to the 0.3 million people shown in Figure 1.
This number corresponds to about 0.1 percent of the
population aged 12 or older (Figure 8). Because heroin use is
not as common as the use of other illicit drugs, monitoring
both past month and past year heroin use provides
additional context for interpreting the trends. For past year

Figure 8. Past Month Heroin Use among People Aged 12 or Older,
by Age Group: Percentages, 2002-2015
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Figure 8 Table. Past Month Heroin Use among People Aged 12 or Older,
by Age Group: Percentages, 2002-2015

Age 02 03 04 05 06 07 08 09 10 11 12 13 14 15
212 01+ 01+ 01+ 01+ 01 03+ 01 01* 01 01 01 01 02 01
1217 00 01 €1 01 01 00 01 01 00 0.1 01 01 00
18-25 0.1* 01+ 01 02 02 01 02 02 03 03 04 03 02 03
>26 01 00t 01+ 00* 01 01t 01 01* 01 01 01 01 02 01

+Difference between this eslimate and the 2015 estimate Is statistically significant at the .05 level.

*Differance between thls estimate and the 2015 estimate Is statistically significant at the .05 level.
* Low preclsion; no estimate raported.
Note: Estimates of 0.0 percent round to less than 0.1 percent when shown to the nearest tenth of a percent.
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use, 0.3 percent of people aged 12 or older in 2015 had used
heroin (Figure 9), which represents about 828,000 people.

Despite the dangers associated with heroin use, its use has
increased in recent years. The estimate of curtent heroin use
in 2015 among people aged 12 or older was higher than the
estimates in most years between 2002 and 2009, but it was
similar to the estimates between 2010 and 2014 (Figure 8).
However, even when there was a statistically significant
difference between the 2015 estimate and prior years, the
percentages were approximately the same, except for the
estimate in 2014 (0.2 percent). For example, all of these
estimates for current heroin use rounded to 0.1 percent.

In 2014, the estimate of current heroin use was higher than
in all previous years; however, the 2015 estimate does not
provide strong support that the increase in 2014 signaled
the start of a change in the trend. Future survey years will be
useful for monitoring this trend.

The estimate of past year heroin use in 2015 (0.3 percent)
was also higher than the estimates for most years between
2002 and 2008, but it was similar to the estimates between
2009 and 2014 (Figure 9). This shift in heroin use among
people aged 12 or older reflects changes in heroin use by
adults aged 26 or older and, to a lesser extent, smaller

" increases in heroin use among young adults aged 18 to 25.

Aged 12 to 17

In 2015, less than 0.1 percent of adolescents aged 12 to

17 were current heroin users (Figure 8), and 0.1 percent
were past year users (Figure 9). These percentages represent
21,000 adolescents who used heroin in the past year,
including 5,000 adolescents who were current users of
heroin. The percentage of adolescents in 2015 who were
current heroin users was similar to available estimates for
heroin use in 2002 to 2014. The percentage of adolescents
in 2015 who were past year heroin users was similar to the
percentages in most years from 2005 through 2014.

Aged 18 to 25

Among young adults aged 18 to 25 in 2015, 0.3 percent
were current heroin users (Figure 8), and 0.6 percent were
past year users (Figure 9). These percentages represent
217,000 young adults who used heroin in the past year,
including 88,000 who were current users of heroin. The
percentage of young adults in 2015 who were current heroin
users (0.3 percent) was higher than the percentages in 2002

and 2003, and it was similar to the percentages in 2004
through 2014. The percentages of young adults who were
past year heroin users were similar between 2005 and 2015
(ranging from 0.4 to 0.8 percent), but the percentage in
2015 (0.6 percent) was higher than the percentages from
2002 through 2004 (ranging from 0.3 to 0.4 percent).

Aged 26 or Older

In 2015, 0.1 percent of adults aged 26 or older were current
heroin users (Figure 8), and 0.3 percent were past year users
(Figure 9). These percentages represent 591,000 adults aged
26 or older who used heroin in the past year, including
236,000 who were current users of heroin. The percentage
of adults aged 26 or older in 2015 who were current heroin
users (0.1 percent) was similar to the percentages for most
years between 2008 and 2014, but it was higher than the
percentages for most years between 2002 and 2007 (ranging
from less than 0.1 to 0.1 percent). The percentage of

adults aged 26 or older in 2015 who were past year heroin
users (0.3 percent) was similar to the percentages for most
years between 2009 and 2014, but it was higher than the
percentages in most years from 2002 to 2008.

Figure 9. Past Year Heroin Use among People Aged 12 or Older,
by Age Group: Percentages, 2002-2015
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* Difference between this estimate and the 2015 estimate is statistically significant at the .05 level.

Figure 9 Table. Past Year Heroin Use among People Aged 12 or Older, by Age
Group: Percentages, 2002-2015

Age 02 03 04 05 06 07 08 09 10 11 12 13 14 15
212 02+ 0.1* 02+ 02* 02 02* 02* 02 02 02 03 03 03 03
12-17 02* 01 02t 01 01 01 02 01 01 02 01 01 01 01
18-25 04+ 03* 04 05 04 04 05 05 06 07 08 07 08 06
226 01+ 01+ 01t 01+ 02 01+ 01* 02 02 02t 02 02 03 03

+ Difference between this estimate and the 2015 estimate |s statistically significant at the .05 level.
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Several drugs are grouped under the category of
hallucinogens, including LSD, PCP, peyote, mescaline,
psilocybin mushrooms, “Ecstasy” (MDMA or “Molly”),
ketamine, DMT/AMT/“Foxy,” and Salvia divinorum.?!

The 2015 estimates for hallucinogen use are presented in this
section. In 2015, the NSDUH estimate of any hallucinogen
use was expanded to include the use of ketamine, DMT/
AMT/“Foxy,” and Salvia divinorum. Because of this change,
estimates of hallucinogen use in 2015 are not compared with
estimates in prior years.

In 2015, an estimated 1.2 million people aged 12 or older
were current users of hallucinogens (Figure 1), representing
0.5 percent of the population aged 12 or older (Figure 10).
An estimated 121,000 adolescents aged 12 to 17 were
current users of hallucinogens in 2015, or 0.5 percent of
adolescents. In 2015, 1.8 percent of young adults aged 18

to 25 were current users of hallucinogens, which represents
636,000 young adults who used hallucinogens. An estimated
0.2 percent of adults aged 26 or older were current users of
hallucinogens in 2015, which represents 482,000 individuals
in this age group who were using hallucinogens.

Inhalant Use

Inhalants include a variety of substances, such as nitrous oxide,
amyl nitrite, cleaning fluids, gasoline, spray paint, computer
keyboard cleaner, other aerosol sprays, felt-tip pens, and glue.
Respondents are asked to report the use of inhalants to get
high, but not to include accidental inhalation of a substance.

In 2015, the NSDUH estimate of inhalant use was expanded
to include the use of felt-tip pens or computer keyboard cleaner
to get high. Because of this change, estimates of inhalant use in
2015 are not compared with estimates in prior years.

Figure 10. Past Month Hallucinogen Use among People Aged 12
or Older, by Age Group: Percentages, 2015
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In 2015, approximately 527,000 people aged 12 or older
were current users of inhalants, which rounds to the estimate
of 0.5 million people shown in Figure 1. This number
represents 0.2 percent of the population aged 12 or older
(Figure 11). Current use of inhalants in 2015 was more
common among adolescents aged 12 to 17 than among
people in other age groups. Percentages of people in different
age groups who were current users of inhalants in 2015

were 0.7 percent of adolescents, 0.4 percent of young adults
aged 18 to 25, and 0.1 percent of adults aged 26 or older
(Figure 11). About 175,000 adolescents, 126,000 young
adults, and 226,000 adults aged 26 or older were current
users of inhalants in 2015.

Methamphetamine Use

Prior to 2015, questions about methamphetamine use
were asked in the context of questions about the misuse

of prescription stimulants because methamphetamine is
legally available by prescription (Desoxyn’). However, most
methamphetamine that is now used in the United States

is produced and distributed illicitly rather than through
the pharmaceutical industry. Therefore, for 2015, a new

set of questions specific to methamphetamine was created
and administered separately from the questions about

the misuse of prescription stimulants. Because of these
changes, estimates of methamphetamine use in 2015 are not
compared with estimates from prior years.

In 2015, approximately 897,000 people aged 12 or older
were current users of methamphetamine, which rounds to
the estimate of 0.9 million people shown in Figure 1. This
number represents 0.3 percent of the population aged 12 or
older (Figure 12). About 13,000 adolescents aged 12 to 17
were current methamphetamine users in 2015. This number
corresponds to about 0.1 percent of adolescents in 2015

Figure 11. Past Month Inhalant Use among People Aged 12 or
Older, by Age Group: Percentages, 2015
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being current methamphetamine users. There were about
128,000 young adults aged 18 to 25 in 2015 who used
methamphetamine in the past month, which corresponds
to about 0.4 percent of young adults (Figure 12). In
2015, an estimated 757,000 adults aged 26 or older used
methamphetamine, which represents 0.4 percent of this

age group.

Figure 12. Past Month Methamphetamine Use among People
Aged 12 or Older, by Age Group: Percentages, 2015
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Tobacco Use

Tobacco use continues to be the leading cause of preventable
death in the United States. Tobacco use, particularly cigarette
smoking, imposes substantial health and financial costs on
our nation.?223 NSDUH data can be used to estimate the
percentage of individuals who used tobacco products and,

in turn, can be used to monitor changes in use over time.
NSDUH asks respondents aged 12 or older about their
tobacco use in the 30 days before the interview. Tobacco
products include cigarettes, smokeless tobacco (such as snuff,

dip, chewing tobacco, or “snus”), cigars, and pipe tobacco.
Cigarette use is defined as smoking “part or all of a cigarette.”
A discussion of the estimates for daily cigarette smoking
follows a presentation of the estimates for any current
cigarette smoking. Finally, this section presents estimates for
current use of cigars, pipe tobacco, and smokeless tobacco.

In 2015, respondents were asked about their use of any
smokeless tobacco product (i.e., instead of being asked
separately about their use of snuff and chewing tobacco)
because data from prior years indicated that respondents had
difficulty distinguishing between these types of smokeless
tobacco. Due to these changes, estimates of smokeless
tobacco use in 2015 are not compared with estimates in
prior years.

The majority of current (i.e., past month) tobacco users

in 2015 were current cigarette smokers (Figure 13), as has
been the case historically.2* Among current users of any
tobacco product aged 12 or older in 2015, 66.3 percent
smoked cigarettes but did not use other tobacco products,
15.0 percent smoked cigarettes and used some other type
of tobacco product, and 18.8 percent used only tobacco
products other than cigarettes (Figure 14). This same
pattern was observed across the three age groups in 2015
(adolescents aged 12 to 17, young adults aged 18 to 25,
and adults aged 26 or older), with most current tobacco
use consisting only of cigarette smoking, followed by the
use of tobacco products other than cigarettes or the use of
both cigarettes and other tobacco products. Among young
adults and adults aged 26 or older who were current users
of tobacco products, about 20 percent did not smoke
cigarettes (19.0 and 18.4 percent, respectively). In contrast,
among adolescents who were current tobacco users,

Figure 13. Past Month Tobacco Use among People Aged 12 or Older: 2015

No Past Month
Tobacco Use
203.7 Million People
(76.1%)

Past Month
Tobacco Use
64.0 Million People

(23.9%)

Cigarettes 52.0
Cigars 12.5
Smokeless Tobacco 9.0

Pipe Tobacco | 2.3

0 10 20 30 40 50 60
Millions of People

Note: The estimated numbers of current users of different tobacco products are not mutually exclusive because people could have used more than one type of tobacco
product in the past month.
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30.3 percent used tobacco products other than cigarettes
but did not smoke cigarettes. In addition, about one fourth
of adolescents and young adults who were current tobacco
users smoked cigarettes and used other tobacco products
(26.0 and 23.6 percent, respectively). Among adults aged
26 or older who were current tobacco users, about 1 in 8
(12.7 percent) were current cigarette smokers and current
users of other tobacco products.

Cigarette Use

In 2015, an estimated 52.0 million people aged 12 or

older were current cigarette smokers (Figure 13). This
number corresponds to 19.4 percent of the population

being current cigarette smokers (Figure 15). Past month
cigarette use among the population aged 12 or older was
lower in 2015 than in 2002 to 2014. Stated another way,
about 1 in 5 people aged 12 or older in 2015 were current
cigarette smokers. In comparison, about 1 in 4 people

aged 12 or older were current cigarette smokers in 2002

to 2008 (ranging from 24.0 to 26.0 percent). Although
cigarette smoking has declined, some of this decline may
reflect the use of electronic vaporizing devices for delivering
nicotine, such as e-cigarettes. For example, recent research
indicates that more than a quarter million middle school
and high school students in 2013 (263,000) never smoked

a conventional cigarette but used e-cigarettes.2> Future
research on both cigarette use and e-cigarette use is needed to
continue monitoring these developments; however, NSDUH
does not currently ask direct questions about e-cigarette use.

Aged 1210 17

Among adolescents aged 12 to 17 in 2015, 1.0 million
smoked cigarettes in the past month. This number represents

Figure 14. Type of Past Month Tobacco Use among Current
Tobacco Users Aged 12 or Older: Percentages, 2015

Cigarettes and
Some Other Type of
Tobacco Product
15.0%

Only Cigarettes
66.3%

Non-Cigarette
Tobacco Products
18.8%

Note: The percentages do not add to 100 percent due to rounding.

4.2 percent adolescents who were current cigarette smokers
(Figure 15). The percentage of adolescents who were past
month cigarette smokers declined from 13.0 percent in 2002
(or about 1 in 8 adolescents) to 4.2 percent in 2015 (or
fewer than 1 in 20). The percentage of adolescents who were
current cigarette smokers in 2015 also was lower than the
percentages in each year from 2002 to 2014.

Aged 18 to 25

Among young adults aged 18 to 25 in 2015, 9.3 million
smoked cigarettes in the past month. This number of young
adults who were current cigarette smokers represents about
one quarter of young adults (26.7 percent) (Figure 15).

The percentage of young adults who were current cigarette
smokers in 2015 was lower than the percentages in 2002 to
2014.

Aged 26 or Older

In 2015, 41.6 million adults aged 26 or older smoked
cigarettes in the past month. Stated another way, 1 out of 5
adults aged 26 or older (20.0 percent) were current cigarette
smokers in 2015 (Figure 15). The 2015 estimate for current
cigarette smoking among adults in this age group was lower
than the estimates from 2002 to 2014.

Figure 15. Past Month Cigarette Use among People Aged 12 or
Older, by Age Group: Percentages, 2002-2015
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+Difference between this estimate and the 2015 estimate is statistically significant at the .05 level,

Figure 15 Table. Past Month Cigarette Use among People Aged 12 or Older,
by Age Group: Percentages, 2002-2015

Age 02 03 04 05 06 07 08 09 10 11 12 13 14 15
212 26,0* 25.4+ 249 24.9* 250* 24.3* 24,0* 23.3* 23.0* 22.1* 22.1* 21.3* 20.8* 194
12-17 13.0* 122+ 11.9* 10.8* 104* 9.9+ 9.2* 90+ B84+ 7.8+ 66+ 56* 49* 42
18-25 40.8* 40.2* 39.5* 36.0* 38.5+ 36.2+ 35.7* 35.8* 34.3* 33.5* 31.8+ 30.6* 28.4* 267
226 25.2* 247+ 24.1% 24.3* 247+ 24.1* 23.8* 23.0* 22.8* 21.9+ 22.4* 21.6* 21.5* 200

+Difference between this estimate and the 2015 estimats is statistically significant at the .05 level.




Key Substance Use and Mental Health Indicators in the United States:

Results from the 2015 National Survey on Drug Use and Health

September 2016 | 15

Figure 16. Daily Cigarette Use among Past Month Cigarette Smokers Aged 12 or Older and Smoking of
One or More Packs of Cigarettes per Day among Current Daily Smokers: Percentages, 2015

21.8 Million

Less Than 30,2 Million

Daily Smokers
(58.1%)

Daily Smokers
(41.9%)

17.8 Million
Smokers of
Less Than a
Pack per Day
(58.9%)

12.4 Million
Smokers of
One or More
Packs per Day
(41.1%)

Note: Current daily smokers with unknown data about the number of cigarettes smoked per day were excluded from the pie graph on the right.

Daily Cigarette Use

Among the 52.0 million current cigarette smokers aged 12
or older in 2015, 30.2 million were daily cigarette smokers.
The 30.2 million daily smokers represent 58.1 percent of
current cigarette smokers (Figure 16). Thus, about three
fifths of current cigarette smokers in 2015 smoked cigarettes
daily. The percentage of current smokers aged 12 or older

in 2015 who smoked cigarettes daily was lower than the
percentages in most years from 2002 to 2012, but it was
similar to the percentages in 2013 and 2014 (Table 1).

Among the 30.2 million daily smokers aged 12 or older in
2015, 12.4 million reported smoking 16 or more cigarettes
per day (i.e., approximately one pack or more per day). Stated
another way, about 2 out of 5 daily smokers (41.1 percent)
reported smoking a pack or more of cigarettes per day
(Figures 16 and 17). The percentage of daily smokers aged 12
or older who smoked one or more packs of cigarettes per day
was lower in 2015 than the percentages in 2002 to 2011.

Aged 1210 17

In 2015, about 208,000 adolescents aged 12 to 17 smoked
cigarettes every day in the past month, which represents
about one fifth (20.0 percent) of adolescents who were
current smokers (Table 1). The 2015 percentage was lower
than the percentages in 2002 and 2007, but it was similar
to the percentages in 2008 to 2014. The percentage of
adolescent daily smokers who smoked one or more packs of
cigarettes per day was lower in 2015 (7.8 percent) than in
2002 to 2011 (Figure 17).

Aged 18 to 25

About 3.9 million young adults aged 18 to 25 in 2015 were
daily cigarette smokers in the past month, or 42.0 percent of
young adults who were current cigarette smokers (Table 1).
Thus, about 2 in 5 young adults in 2015 who were current
cigarette users smoked cigarettes daily. The percentage of
young adult current smokers who smoked cigarettes daily

in 2015 was lower than the percentages in years from 2002

Table 1. Daily Cigarette Use among Past Month Cigarette Smokers Aged 12 or Older, by Age Group:

Percentages, 2002-2015

2012

2013

Age Group 2002 2006 2007
12 or Older 63.4*+ 629+ 623+ 63.0+ 623+ 61.3*
12t0 17 31.8+ 297+ 276* 258* 26.5* 26.4+
18t0 25 51.8+ 527+ 516+ 50.1+ 48.8* 492+
26 or Older 68.8* 68.0* 67.8* 689+ 67.9* 66.3*

615+ 61.0+ 595 60.7+ 60.7+ 596 588 58.1
223 230 225 227 220 194 241 200
478+ 453* 458+ 453+ 451+ 431 430 420
67.0+ 67.2* 648 66.5* 66.0* 649 633 627

+ Difference between this estimate and the 2015 estimate is statistically significant at the .05 level.
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to 2012, and it was similar to the percentages in 2013 and
2014. The percentage of young adult daily smokers who
smoked one or more packs of cigarettes per day was lower in

2015 (22.5 percent) than in 2002 to 2011 (Figure 17).

Aged 26 or Older

In 2015, about 26.1 million adults aged 26 or older smoked
cigarettes every day in the past month, which represents
62.7 percent of the adults aged 26 or older who were current
smokers (Table 1). The percentage of current smokers aged
26 or older in 2015 who smoked cigarettes every day was
lower than the percentages in most years from 2002 to 2012,
but it was similar to the percentages in 2013 and 2014.
Despite the decline since 2002, when nearly 70 percent of
current smokers aged 26 or older were daily smokers, more
than three fifths of current smokers in this age group in 2015
were daily smokers. Among daily smokers aged 26 or older,
the percentage who smoked one or more packs of cigarettes
per day was lower in 2015 (44.1 percent) than in 2002 to
2011, but the percentage was stable between 2012 and 2015
(Figure 17).

Figure 17. Smokers of One or More Packs of Cigarettes per Day
among Past Month Daily Cigarette Smokers Aged 12 or Older,
by Age Group: Percentages, 2002-2015
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* Difference between this estimate and the 2015 estimate is statistically slgnificant at the .05 level.

Figure 17 Table. Smokers of One or More Packs of Cigarettes per Day
among Past Month Daily Cigarette Smokers Aged 12 or Older, by Age Group:
Percentages, 2002-2015

Age 02 03 04 05 06 07 08 09 10 11 12 13 14 15
212 53,1 535* 54,0+ 51.4+ 506+ 509+ 49.2* 45.9* 45.1* 43.8* 420 413 403 411
1217 21.8* 22.0* 19.4* 20.1* 17.9* 187+ 184* 17.9* 16.7+ 148* 108 119 119 78
18-25 391+ 37.1* 34.9* 36.9+ 34.4+ 32.9* 31.6* 29.5* 27.3* 26.1* 251 223 225 225
226 57.1* 58,0* 59.2¢ 55.1* 54.5* 55.1* 53.0* 49.4* 4B.8* 47.4* 452 447 433 441

+ Difference between this estimate and the 2015 estimate is statistically significant at the .05 level.

Cigar and Pipe Tobacco Use

An estimated 12.5 million people aged 12 or older in

2015 were current cigar smokers, and 2.3 million were
current pipe tobacco smokers (Figure 13). These numbers
correspond to 4.7 percent of the population aged 12 or older
who were current cigar smokers (Figure 18) and 0.8 percent
who were current pipe tobacco smokers (Figure 19). Among
people aged 12 or older, the percentage who were current
cigar smokers was lower in 2015 than in most years between
2002 and 2012, but it was similar to the percentages in 2013
and 2014. The percentage of people who were current pipe
tobacco smokers in 2015 was similar to the percentages in
most years between 2002 and 2014.

Aged12to 17

Among adolescents aged 12 to 17 in 2015, 517,000 smoked
cigars, and 84,000 smoked pipe tobacco in the past month.
These numbers indicate that 2.1 percent of adolescents were
current cigar smokers (Figure 18) and 0.3 percent were
current pipe tobacco smokers in 2015 (Figure 19). A lower
percentage of adolescents in 2015 were current cigar smokers

Figure 18. Past Month Cigar Use among People Aged 12 or Older,
by Age Group: Percentages, 2002-2015
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+Difference between this estimate and the 2015 estimate is statistically significant at the .05 level.

Figure 18 Table. Past Month Cigar Use among People Aged 12 or Older,
by Age Group: Percentages, 2002-2015

Age P2 03 04 05 06 07 08 09 10 11 12 13 14 15
212 54* 54+ 57+ 56+ 56* 54+ 653+ 53* 52+ 50 52¢ 47 45 47
1217 45 45 48 42+ 41+ 43+ 38+ 40* 32+ 34+ 26+ 23 21 21
18-25 11.0% 114 127+ 12.0* 121* 11.9* 11.4* 11.5* 11.3* 109* 10.7* 100* 97 89
226 48 45 46 47 46 44 44 44 44 42 45 41 39 43

+Difference between this estimate and the 2015 estimate Is statistically significant at the .05 lavel.
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than in 2002 to 2012, although the 2015 estimate was
similar to the estimates in 2013 and 2014. The estimate for
current pipe tobacco smoking among adolescents in 2015
was lower than the estimates in 2002 to 2014.

Aged 18 1o 25

In 2015, 3.1 million young adults aged 18 to 25 smoked
cigars, and 0.6 million smoked pipe tobacco. These numbers
indicate that 8.9 percent of young adults were current cigar
smokers (Figure 18) and 1.8 percent were current pipe tobacco
smokers in 2015 (Figure 19). The percentage of young adults
in 2015 who were current cigar smokers was lower than

in 2002 to 2014. The percentage of young adults in 2015
who were current pipe tobacco smokers was greater than

the percentages in most years from 2002 to 2008, but the
2015 estimate was similar to the estimates in most years from
2009 to 2014. Although the percentage of young adults who
were current pipe tobacco smokers increased relative to the
percentages in 2002 to 2008 and was faitly stable after 2008,
current smoking of pipe tobacco among young adults in 2015
was less common than the use of other types of tobacco.

Figure 19. Past Month Pipe Tobacco Use among People Aged 12
or Older, by Age Group: Percentages, 2002-2015
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+ Difference between this estimate and the 2015 estimate Is statistically significant at the .05 level.

Figure 19 Table. Past Month Pipe Tobacco Use among People Aged 12 or
Older, by Age Group: Percentages, 2002-2015

Age 02 03 04 05 06 07 08 09 10 11 12 13 14 15

212 08 07+ 08 09 09 08 08 08 08 08 10 09 08 08
12-17 06+ 06* 07+ 06+ 07+ 07+ 0.7* 09* 08* 07+ 07+ 06* 07+ 03
18-25 11 09t 12~ 15 18~12> 14* 18 18 19 18 22+ 19 18
226 08 06 07 08 09 08 06 07 07 07 08 07 07 08

+ Diference between this estimate and the 2015 estimate Is statistically significant at the .05 level.

Aged 26 or Older

About 8.9 million adults aged 26 or older in 2015 smoked
cigars, and 1.6 million smoked pipe tobacco. These numbers
correspond to current cigar smoking by 4.3 percent of
adults aged 26 or older (Figure 18) and current pipe

tobacco smoking by 0.8 percent of adults in this age group
(Figure 19). The 2015 estimates for current cigar use and
cutrent pipe tobacco smoking among adults aged 26 or older
were similar to estimates between 2002 and 2014.

Smokeless Tobacco Use

As noted previously, questions on snuff and chewing tobacco
were combined into a single set of questions about smokeless
tobacco in 2015, and a moist tobacco powder referred to

as snus was added as an example of smokeless tobacco.

This change resulted in a new baseline being established

in 2015 for measuring trends in smokeless tobacco use.
Consequently, comparisons are not made between estimates
of smokeless tobacco use in 2015 and those in prior years.

An estimated 9.0 million people aged 12 or older in 2015
were current smokeless tobacco users (Figure 13). This
number of current smokeless tobacco users corresponds to
3.4 percent of the population aged 12 or older (Figure 20).
In 2015, about 367,000 adolescents aged 12 to 17 used
smokeless tobacco in the past month, or 1.5 percent of
adolescents. An estimated 1.9 million young adults aged

18 to 25 used smokeless tobacco in the past month, or

5.4 percent of young adults. About 6.7 million adults aged 26
or older in 2015 used smokeless tobacco in the past month,
which represents 3.2 percent of adults in this age group.

Figure 20. Past Month Smokeless Tobacco Use among People
Aged 12 or Older, by Age Group: Percentages, 2015
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Alcohol Use
NSDUH asks respondents aged 12 or older about their

alcohol use in the 30 days before the interview. Current
alcohol use is defined as any use of alcohol in the past

30 days. In addition to asking about any alcohol use,
NSDUH collects information on binge alcohol use and
heavy alcohol use.2¢ Consistent with federal definitions?’
and other federal data collections, the NSDUH definition
for binge alcohol use varies for males and females. Binge
drinking for males is defined as drinking five or more drinks
on the same occasion on at least 1 day in the past 30 days,
which is the same as the definition of binge alcohol use

that was applied to males in prior years. For females, binge
alcohol use is defined in 2015 as drinking four or more
drinks on the same occasion on at least 1 day in the past

30 days. The threshold of four or more drinks for females
differs from the threshold of five or more drinks that was
used in prior years. Heavy alcohol use is defined as binge
drinking on 5 or mote days in the past 30 days based on

the thresholds that were described previously for males

and females. Any alcohol use, binge drinking, and heavy
drinking are not mutually exclusive categories of use; heavy
use is included in estimates of binge and current use, and
binge use is included in estimates of current use (Figure 21).
Because of these changes to the definition of binge alcohol
use in NSDUH, estimates of binge and heavy alcohol use in

Figure 21. Current, Binge, and Heavy Alcohol Use among People
Aged 12 or Older: 2015

138.3 Million
Current Alcohol Users

66.7 Million
Binge Alcohol Users
(48.2% of Current
Alcohol Users)

17.3 Million
Heavy Alcohol Users

(26.0% of Binge
Alcohol Users and
12.5% of Current

Alcohol Users}

Note: In 2015, the threshold for determining binge alcohol use for females changed from five or more
drinks on an occasion to four or more drinks on an occasion.

2015 are presented in this report, but these 2015 estimates
are not compared with estimates from prior years.?8

In 2015, 138.3 million Americans aged 12 or older reported
current use of alcohol, 66.7 million reported binge alcohol
use in the past month, and 17.3 million reported heavy
alcohol use in the past month (Figure 21). Thus, nearly

half of current alcohol users reported binge alcohol use
(48.2 percent), and about 1 in 8 curtent alcohol users
reported heavy alcohol use (12.5 percent). Among binge
alcohol users, about 1 in 4 (26.0 percent) were heavy users.

Gurrent Alcohol Use

The estimate of 138.3 million current alcohol users aged 12
or older in 2015 (Figure 21) corresponds to alcohol use in
the past month by slightly more than half (51.7 percent) of
people aged 12 or older (Figure 22). The 2015 estimate of
past month alcohol use was similar to the estimate in 2005
to 2013, but it was lower than the 2014 estimate.

Figure 22. Past Month Alcohol Use among People Aged 12 or
Older, by Age Group: Percentages, 2002-2015

70
60 u——~———’u“ll>-—'ﬂ—ﬂ—.—-u__| Jo—={7}
—(

50
40
30

20
O_H%H—O‘OUII

10

Percent Using in Past Month

=~

0
02 03 04 05 06 07 08 09 10 11 12 13 14 15

=/\=12 or Older =O=12t017 ~1-18t025 == 26 or Older
*+Difference between this estimate and the 2015 estimate s statistically significant at the .05 level.

Figure 22 Table. Past Month Alcohol Use among People Aged 12 or Older,
by Age Group: Percentages, 2002-2015

Age 02 03 04 05 06 07 08 09 10 T 12 13 14 15
212 51.0 50.1* 50.3* 618 510 512 516 519 51.8 51.8 521 522 527+ 51.7
12-17 17.6* 17.7* 17.6* 16.5* 16.7* 16.0* 14.7* 14.8* 13.6* 13.3* 129* 11.6* 11.6* 96
18-25 60.5+ 61.4* 60.5* 609 62.0* 61.3* 61.1* 61.8* 61.4* 60.7* 60.2* 59.6 59.6 58.3
226 53.9* 52,5+ 53.0* 551 537* 54.1* 547 549 549 551 556 559 565 556

+Differance between this estimate and the 2015 estimate Is statistically significant at the 05 level.
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Aged 12to 17

The percentage of adolescents aged 12 to 17 who were
current alcohol users was 9.6 percent in 2015 (Figure 22),
which corresponds to 2.4 million adolescents in 2015

who drank alcohol in the past month. The percentage of
adolescents who were current alcohol users in 2015 was
lower than the percentages in 2002 through 2014. Although
the estimate of current alcohol use among adolescents
decreased between 2002 and 2015, about 1 in 10 adolescents
aged 12 to 17 were current alcohol users in 2015.

Aged 18 to 25

In 2015, 58.3 percent of young adults aged 18 to 25 were
current alcohol users (Figure 22), which corresponds to
about 20.4 million young adults. The percentage of young
adults in 2015 who drank alcohol in the past month was
similar to the percentages in 2013 and 2014. Although the
2015 estimate was lower than the estimates in 2002 through
2012, about three fifths of young adults were current alcohol
users in each year between 2002 and 2015 (ranging from
58.3 to 62.0 percent).

Aged 26 or Older

More than half (55.6 percent) of adults aged 26 or older in
2015 were current alcohol users (Figure 22). This percentage
corresponds to about 115.6 million adults in this age group
who drank alcohol in the past month. The percentage of
adults aged 26 or older in 2015 who were current alcohol
users was higher than the percentages in most years from
2002 to 2007, but it was similar to the percentages in 2008
to 2014. In each year between 2002 and 2015, however,
more than half of adults aged 26 or older were current
alcohol users (ranging from 52.5 to 56.5 percent).

Binge Alcohol Use

In 2015, an estimated 66.7 million people aged 12 or older
were binge alcohol users in the past 30 days (Figure 21).

This number of people who were current binge drinkers
corresponds to about 1 in 4 people aged 12 or older

(24.9 percent) (Figure 23). About 1.4 million adolescents
aged 12 to 17 in 2015 were past month binge alcohol users,
which corresponds to 5.8 percent of adolescents. Thus, about
1 in 17 adolescents aged 12 to 17 in 2015 were current binge
drinkers. An estimated 39.0 percent of young adults aged 18
to 25 in 2015 were binge alcohol users in the past month,
which corresponds to about 13.6 million young adults. Stated
another way, about 2 out of 5 young adults in 2015 were

current binge alcohol users. About a quarter (24.8 percent)
of adults aged 26 or older in 2015 were curtent binge alcohol
users. This percentage corresponds to about 51.6 million
adults in this age group who were binge drinkers.

Heavy Alcohol Use

The estimate of 17.3 million people aged 12 or older in 2015
who were heavy alcohol users in the past month (Figure 21)
represents 6.5 percent of the population aged 12 or older
(Figure 23). In 2015, 221,000 adolescents aged 12 to 17
were current heavy alcohol users. Stated another way, about
1 out of 100 adolescents (0.9 percent) engaged in binge
drinking on 5 or more days in the past 30 days. About 1 out
of every 10 young adults aged 18 to 25 (10.9 percent) were
heavy alcohol users in the past month, which corresponds
to 3.8 million young adults. An estimated 6.4 percent of
adults aged 26 or older in 2015 were current heavy alcohol
users. This percentage corresponds to about 13.3 million
adults aged 26 or older who were heavy alcohol users in the
past month.

Underage Alcohol Use

All 50 states and the District of Columbia currently prohibit
possession of alcoholic beverages by individuals younger
than 21, and most prohibit underage consumption (i.e.,
consumption of alcoholic beverages prior to the age of
21).2 In 2015, about 7.7 million people aged 12 to 20
reported drinking alcohol in the past month, including

5.1 million who reported binge alcohol use and 1.3 million
who reported heavy alcohol use (Figure 24). Thus, about

Figure 23. Past Month Binge and Heavy Alcohol Use among
People Aged 12 or Older, by Age Group: Percentages, 2015
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Note: In 2015, the threshold for determining binge alcohol use for females changed from flve or more
drinks on an occasion to four or more drinks on an occaslon.
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two thirds of underage current drinkers (65.7 percent) were
binge alcohol users, and about 1 in 6 were heavy alcohol
users (16.4 percent). About one fourth of underage binge
alcohol users (24.9 percent) were heavy drinkers.

The estimate of 7.7 million underage people in 2015 who
reported current alcohol use represents 20.3 percent of 12

to 20 year olds (Figure 25). Among all people aged 12 to 20
in 2015, 13.4 percent were binge drinkers, and 3.3 percent
were heavy drinkers. The percentage of underage individuals
who reported current alcohol use in 2015 was lower than the
percentages in 2002 through 2014 (Figure 26). Despite these
declines over time, about 1 in 5 individuals aged 12 to 20 in
2015 drank alcohol in the past month.

Figure 24. Current, Binge, and Heavy Alcohol Use among People
Aged 12 to 20: 2015

7.7 Million
Current Alcohol Users

5.1 Million
Binge Alcohol Users
(65.7% of Current
Alcohol Users)

1.3 Million
Heavy Alcohol Users
(24.9% of Binge
Alcohol Users and
16.4% of Current
Alcohol Users)

Note: In 2015, the threshold for determining binge alcohol use for females changed from five or more
drinks on an occasion to four or more drinks on an occasion,

Figure 25. Current, Binge, and Heavy Alcohol Use among People
Aged 12 to 20: Percentages, 2015

Percent Using in Past Month

Current Binge Heavy

Note: In 2015, the threshold for determining binge alcohol use for females changed from five or more
drinks on an occasion to four or more drinks on an occasion.

Figure 26. Current Alcohol Use among People Aged 12 to 20:
Percentages, 2002-2015
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*Difference between this estimate and the 2015 estimate is statistically significant at the .05 level,

Figure 26 Table. Current Alcohol Use among People Aged 12 to 20:
Percentages, 2002-2015

Use 02 03 04 05 06 07 08 09 10 11 12 13 14 15

26,8+ 29.0* 28.7+ 28.2* 284+ 28,0+ 26.5+ 27.2* 26.2* 251+ 24,3+ 22.7+ 22.8* 20.3

Current

+ Difference between this estimate and the 2015 estimate is statistically significant at the .05 level.

Substance Use Disorders in the Past Year

Substance use disorders (SUDs) represent clinically
significant impairment caused by the recurrent use of
alcohol or other drugs (or both), including health problems,
disability, and failure to meet major responsibilities at work,
school, or home. NSDUH includes a series of questions to
estimate the percentage of the population aged 12 or older
who had SUDs in the past 12 months. Respondents were
asked questions about SUDs if they previously reported

use in the past 12 months of alcohol or illicit drugs. Illicit
drugs include marijuana, cocaine, heroin, hallucinogens,
inhalants, methamphetamine, and the misuse of prescription
psychotherapeutic drugs (i.e., pain relievers, tranquilizers,
stimulants, and sedatives). These SUD questions classify
people as having an SUD in the past 12 months and are
based on criteria specified in the Diagnostic and Statistical
Manual of Mental Disorders, 4th edition (DSM-1V).30:31

Because of changes that were described previously to the
questions for the use of hallucinogens, inhalants, and
methamphetamine and the misuse of prescription drugs,
the sets of respondents who were asked the SUD questions
for those drugs in 2015 could have differed from the
corresponding sets of respondents who were asked these
SUD questions in prior years. Consequently, the 2015
SUD estimates for those drugs are not comparable with
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Figure 27. Numbers of People Aged 12 or Older with a Past Year Substance Use Disorder: 2015

Past Year Substance
Use Disorder
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Note: Estimated numbers of people refer to people aged 12 or older in the civilian, noninstitutionalized population in the United States. The numbers do not sum to the total
population of the United States because the population for NSDUH does not include people aged 11 years old or younger, people with no fixed household address (e.g.,
homeless or transient people not in shelters), active-duty military personnel, and residents of institutional group quarters, such as correctional facilities, nursing homes, mental

institutions, and long-term care hospitals,

Note: The estimated numbers of people with substance use disorders are not mutually exclusive because people could have use disorders for more than one substance.

the estimates from prior years. Also, questions were added
in 2015 about SUD symptoms that respondents attributed
specifically to their use of methamphetamine; prior to
2015, past year methamphetamine users were asked about
SUD symptoms for the misuse of prescription stimulants.
In addition, these changes are assumed to have affected the
comparability of the overall SUD measures in 2015 with
those prior to 2015 for illicit drugs and for any substance
(i.e., illicit drugs or alcohol). Thus for these measures, the
2015 estimates are not compared with estimates from prior
years. Because the questions did not change for alcohol,
marijuana, cocaine, and heroin, estimates of SUDs for
these substances in 2015 are assumed to have remained
comparable with estimates from earlier years.

This section presents estimates for the most common SUDs
among the population aged 12 or older. Estimates of less
common SUD:s are not discussed in this report (e.g., inhalant
use disorder) but are available in Table A.12B in Appendix A.

Substance Use Disorder

In 2015, approximately 20.8 million people aged 12 or older
had an SUD in the past year, including 15.7 million people
who had an alcohol use disorder and 7.7 million people who
had an illicit drug use disorder (Figure 27). An estimated

2.7 million people aged 12 or older had both an alcohol

use disorder and an illicit drug use disorder in the past year
(Figure 28). Thus, among people aged 12 or older in 2015
who had an SUD in the past year, nearly 3 out of 4 had an

alcohol use disorder, and about 1 out of 3 had an illicit drug
use disorder. About 1 in 8 people aged 12 or older who had
SUD:s in the past year had both an alcohol use disorder and
an illicit drug use disorder.

Of the 7.7 million people aged 12 or older who had a past
year SUD related to their use of illicit drugs, 4.0 million had
a past year disorder related to their use of marijuana, and
2.0 million people had a disorder related to their misuse of
prescription pain relievers (Figure 27). Smaller numbers of
people in 2015 had disorders in the past year related to their
use of cocaine or heroin.

Figure 28. Alcohol Use Disorder and lilicit Drug Use Disorder in
the Past Year among People Aged 12 or Older with a Past Year
Substance Use Disorder (SUD): 2015
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(75.6% of People with SUDs) (37.2% of People

with an SUD) with an SUD)
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The 20.8 million people who had SUDs in 2015 (Figure 27)
represent 7.8 percent of people aged 12 or older (Figure 29).
This percentage of people in 2015 who had SUDs corresponds
to about 1 in 13 people aged 12 or older. An estimated

1.2 million adolescents aged 12 to 17 had SUDs in 2015,
which represents 5.0 percent of adolescents, or about 1 in 20
adolescents. In 2015, 5.3 million young adults aged 18 to 25
had SUDs; this number of young adults with SUDs represents
15.3 percent of young adults, or about 1 in 7 young adults.
An estimated 14.2 million adults aged 26 or older in 2015
had SUDs, which represents 6.9 percent of adults aged 26 or
older, or about 1 in 15 adults in this age group.

Alcohol Use Disorder

The 15.7 million people aged 12 or older who had an
alcohol use disorder in 2015 (Figures 27 and 28) represent
5.9 percent of people aged 12 or older (Figure 30), or about
1 in 17 people aged 12 or older. The percentage of people
aged 12 or older with an alcohol use disorder in 2015 was
lower than the percentages in 2002 to 2014.

Aged 1210 17

There were 623,000 adolescents aged 12 to 17 in 2015 with
a past year alcohol use disorder, or 2.5 percent of adolescents
(Figure 30). The percentage of adolescents with an alcohol
use disorder in 2015 was lower than the percentages in 2002
to 2012, but it was similar to the percentages in 2013 and
2014. In particular, the percentage of adolescents in 2015
with an alcohol use disorder was roughly half the percentages
in 2002 to 2008 (ranging from 4.9 to 6.0 percent).

Aged 18 to 25

Approximately 3.8 million young adults aged 18 to 25
in 2015 had an alcohol use disorder in the past year.

Figure 29. Substance Use Disorder in the Past Year among People
Aged 12 or Older, by Age Group: Percentages, 2015
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This number of young adults with an alcohol use disorder
represents 10.9 percent of young adults (Figure 30). The
percentage of young adults with an alcohol use disorder
in 2015 was lower than the percentages in 2002 to 2014.
Nevertheless, about 1 in 9 young adults in 2015 had an
alcohol use disorder.

Aged 26 or Older

In 2015, approximately 11.3 million adults aged 26 or older
had an alcohol use disorder in the past year, which represents
5.4 percent of the adults in this age group (Figure 30). The
percentage of adults aged 26 or older with an alcohol use
disorder in 2015 was lower than the percentages in most
years from 2002 to 2013, but it was similar to the percentage
in 2014.

Illicit Drug Use Disorder

The 7.7 million people aged 12 or older who had an illicit
drug use disorder in 2015 (Figures 27 and 28) represent
2.9 percent of people aged 12 or older (Figure 31). An
estimated 3.4 percent of adolescents aged 12 to 17 had

an illicit drug use disorder in 2015, or about 855,000
adolescents. Approximately 2.5 million young adults aged

Figure 30. Alcohol Use Disorder in the Past Year among Peopie
Aged 12 or Older, by Age Group: Percentages, 2002-2015
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Figure 30 Table. Alcohol Use Disorder in the Past Year among People Aged
12 or Older, by Age Group: Percentages, 2002-2015

Age 02 03 04 05 06 ©07 08 09 10 11 12 13 14 15
212 7.7+ 15 78 77+ 7.7¢ 75* 74+ 75* 7.4+ 65+ 6.8* 66* 64+ 59
1217 58* 659* 6.0* 55* 54* 54* 49+ 46* 46* 38 34 28 27 25
18-25 17.7¢ 17.2+ 17.4* 17.5* 17.6* 16.9* 17.4* 16.1* 16,7+ 144* 143+ 13.0* 12.3* 109
226 62+ 60* 63* 62* 62* 62' 6.0° 63* 59 54 59* 60* 59 54

* Difference between this estimate and the 2015 estimate is statistically significant at the .05 level.
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18 to 25 in 2015 had an illicit drug use disorder in the past
year, which represents 7.2 percent of young adults. In 2015,
approximately 4.4 million adults aged 26 or older had an
illicit drug use disorder in the past year, which represents
2.1 percent of adults aged 26 or older.

Marijuana Use Disorder

The approximately 4.0 million people aged 12 or older in
2015 who had a marijuana use disorder in the past year
(Figure 27) represent 1.5 percent of people aged 12 or older
(Figure 32). The 2015 percentage of the population aged 12
or older with a marijuana use disorder was lower than the
percentages in most years between 2002 and 2010 and was
similar to the percentages in 2011 to 2014.

Aged121to 17

In 2015, 2.6 percent of adolescents aged 12 to 17 had

a marijuana use disorder in the past year (Figure 32), or
about 651,000 adolescents. The percentage of adolescents
with a marijuana use disorder in 2015 was lower than

the percentages in 2002 to 2012, but it was similar to the
percentages in 2013 and 2014.

Aged 18 to 25

Approximately 1.8 million young adults aged 18 to 25

in 2015 had a marijuana use disorder in the past year, or

5.1 percent of young adults (Figure 32). 'Lhe percentage of
young adults with a marijuana use disorder in 2015 was
lower than the percentages in 2002 through 2005, but it was
similar to the percentages in 2006 to 2014.

Aged 26 or Older

In 2015, approximately 1.6 million adults aged 26 or older
had a marijuana use disorder in the past year, or 0.8 percent

Figure 31. lllicit Drug Use Disorder in the Past Year among People
Aged 12 or Older, by Age Group: Percentages, 2015
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of adults in this age group (Figure 32). The 2015 percentage
of adults aged 26 or older with a marijuana use disorder
was similar to the percentages in all years between 2002
and 2014.

Cocaine Use Disorder
About 896,000 people aged 12 or older in 2015 had a

cocaine use disorder in the past year, which rounds to the
0.9 million people shown in Figure 27. This number of
people with a cocaine use disorder represents 0.3 percent of
the population aged 12 or older (Figure 33). The percentage
of the population aged 12 or older with a cocaine use
disorder remained stable between 2010 and 2015. However,
the percentage in 2015 was lower than the percentages in
2002 to 2009.

Aged 1210 17

An estimated 0.1 percent of adolescents aged 12 to 17 in
2015 had a cocaine use disorder in the past year (Figure 33),
or about 31,000 adolescents. The percentage of adolescents
with a cocaine use disorder in 2015 was lower than the
percentages in 2002 to 2008, but it was similar to the
percentages in 2009 to 2014.

Figure 32. Marijuana Use Disorder in the Past Year among People
Aged 12 or Older, by Age Group: Percentages, 2002-2015
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+ Difference between this estimate and the 2015 estimate is statistically significant at the .05 level.

Figure 32 Table. Marijuana Use Disorder in the Past Year among People Aged
12 or Older, by Age Group: Percentages, 2002-2015

Age 02 03 04 05 06 ©07 08 09 10 N 12 13 14 15
212 1.8 18* 1.9* 1.7 1.7 16 17* 17* 18" 16 17 16 16 15
12-17 43+ 3.8+ 39+ 36" 34* 31+ 34+ 34+ 36+ 35 32+ 29 27 26
18-25 6.0+ 59* 60* 59* 57 56 56 56 57 57 55 54 49 51

226 08 07 08 07 08 07 08 08 09 07 08 08 09 08

+Difference between this estimate and the 2015 estimate Is statistically signiticant at the .05 level.
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Aged 18 to 25

Approximately 229,000 young adults aged 18 to 25 in 2015
had a cocaine use disorder in the past year. This number
represents 0.7 percent of young adults (Figure 33). Similar to
the pattern for adolescents aged 12 to 17, the percentage of
young adults with a cocaine use disorder in 2015 was lower
than the percentages in 2002 to 2009, but it was similar to
the percentages in 2010 to 2014.

Aged 26 or Older

In 2015, approximately 637,000 adults aged 26 or older
had a cocaine use disorder in the past year, which represents
0.3 percent of adults in this age group (Figure 33). The
percentage of adults aged 26 or older with a cocaine use
disorder in 2015 was lower than the percentages in 2002

to 2008, but it remained steady when compared with the
percentages between 2009 and 2014.

Heroin Use Disorder

About 591,000 people aged 12 or older in 2015 had a
heroin use disorder, which rounds to the 0.6 million people
shown in Figure 27. This number of people with a heroin
use disorder represents 0.2 percent of people aged 12 or

Figure 33. Cocaine Use Disorder in the Past Year among People
Aged 12 or Older, by Age Group: Percentages, 2002-2015
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*+Difference between this estimate and the 2015 estimate Is statistically significant at the .05 level.

Figure 33 Table. Cocaine Use Disorder in the Past Year among People Aged
12 or Older, by Age Group: Percentages, 2002-2015

Age 02 03 04 05 06 07 08 09 10 11 12 13 14 1§
212 06* 06* 07+ 06* 07+ 06+ 06* 04* 04 03 04 03 03 03
12-17 04* 03* 04+ 04* 04* 04* 03* 02 01 02 02 01 01 01
18-25 1.2¢ 1.2+ 14+ 15+ 13+ 14+ 12* 09+ 07 06 06 07 05 07
226 06* 06* 06* 05* 06* 06* 05 04 04 03 04 03 03 03

older (Figure 34). The percentage of people aged 12 or older
with a heroin use disorder in 2015 was higher than the
percentages in 2002 to 2010 (0.1 percent), but it was similar
to the percentages in 2011 to 2014.

Aged 12 to 17

Less than 0.1 percent of adolescents aged 12 to 17 in 2015
had a heroin use disorder in the past year (Figure 34), which
corresponds to about 6,000 adolescents. The percentage of
adolescents with a heroin use disorder remained stable from
2002 to 2015.

Aged 18 to 25

Approximately 155,000 young adults aged 18 to 25 in 2015
had a heroin use disorder in the past year, which represents
0.4 percent of young adults (Figure 34). The percentage of
young adults with a heroin use disorder in 2015 was greater
than the percentages in 2002 to 2007, but it was similar to
the percentages in 2008 to 2014.

Aged 26 or Older

In 2015, approximately 430,000 adults aged 26 or older
had a heroin use disorder in the past year, which represents
0.2 percent of adults in this age group (Figure 34).

Figure 34. Heroin Use Disorder in the Past Year among People
Aged 12 or Oider, by Age Group: Percentages, 2002-2015
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+ Difference between this estimate and the 2015 estimate is statistically significant at the .05 level.

Figure 34 Table. Heroin Use Disorder in the Past Year among People Aged 12
or Older, by Age Group: Percentages, 2002-2015

Age 02 03 04 05 06 07 08 09 10 11 12 13 14 15
212 0.1+ 01+ 01+ 04+ 01+ 01* 01* 01+ 01* 02 02 02 02 02
12-17 01 00 01 00 00 00 01 01 00 O01* 01 00 01 00
18-25 02+ 01* 02+ 03+ 02* 02* 03 03 03 04 05 05 05 04
226 0.1+ 01+ 01* 04+ 0% 04* 01+ 01 01 01 01 02 02 02

+Differance between this estimate and the 2015 estimate Is statistically significant at the .05 level.

+ Differsnce between this estimate and the 2015 estimats Is statistically significant at the .05 level.
Note: Estimates of 0.0 parcent round to less than 0,1 parcent when shown to the nearest tenth of a percent.
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Between 2002 and 2015, 0.1 to 0.2 percent of adults aged
26 or older had a heroin use disorder in the past year.

The 2015 estimate was higher than the estimates in most
years between 2002 and 2010, but it remained steady when
compared with the percentages between 2011 and 2014.

Methamphetamine Use Disorder

Questions were added in 2015 about SUD symptoms

that respondents attributed specifically to their

use of methamphetamine. Prior to 2015, past year
methamphetamine users were asked about SUD symptoms
for the misuse of prescription stimulants. An estimated
872,000 people aged 12 or older had a methamphetamine
use disorder in 2015.32 This number represents about

0.3 percent of people aged 12 or older (Table A.12B in
Appendix A). An estimated 0.1 percent of adolescents aged
12 to 17 in 2015 had a methamphetamine use disorder in
the past year (Table A.13B), which represents about 22,000
adolescents. Approximately 156,000 young adults aged 18
to 25 and 694,000 adults aged 26 or older in 2015 had a
methamphetamine use disorder in the past year. Adults with
a methamphetamine use disorder correspond to 0.4 percent
of young adults aged 18 to 25 (Table A.14B) and 0.3 percent
of adults aged 26 or older (Table A.15B).

Pain Reliever Use Disorder

The estimated 2.0 million people aged 12 or older in 2015
who had a pain reliever use disorder (Figure 27) represents
0.8 percent of people aged 12 or older (Figure 35). An
estimated 0.5 percent of adolescents aged 12 to 17 in 2015
had 2 pain reliever use disorder in the past year, which
represents about 122,000 adolescents. Approximately
427,000 young adults aged 18 to 25 and 1.5 million adults

Figure 35. Pain Reliever Use Disorder in the Past Year among
People Aged 12 or Older, by Age Group: Percentages, 2015
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aged 26 or older in 2015 had a pain reliever use disorder in
the past year. These numbers of adults with a pain reliever
use disorder correspond to 1.2 percent of young adults and
0.7 percent of adults aged 26 or older.

Tranquilizer Use Disorder

In 2015, an estimated 688,000 people aged 12 or older
had a tranquilizer use disorder. This number represents

0.3 percent of people aged 12 or older (Table A.12B in
Appendix A). An estimated 0.3 percent of adolescents aged
12 to 17 in 2015 had a tranquilizer use disorder in the
past year (Table A.13B), which represents about 77,000
adolescents. Approximately 234,000 young adults aged 18
to 25 and 376,000 adults aged 26 or older in 2015 had a
tranquilizer use disorder in the past year. These numbers
correspond to 0.7 percent of young adults (Table A.14B) and
0.2 percent of adults aged 26 or older (Table A.15B).

Stimulant Use Disorder
An estimated 426,000 people aged 12 or older had a

stimulant use disorder in 2015, which rounds to the estimate
of 0.4 million people in Figure 27.32 This number of people
with a stimulant use disorder represents 0.2 percent of
people aged 12 or older (Table A.12B in Appendix A). An
estimated 0.2 percent of adolescents aged 12 to 17 in 2015
had a stimulant use disorder in the past year (Table A.13B
in Appendix A), which represents about 38,000 adolescents.
Approximately 159,000 young adults aged 18 to 25 and
229,000 adults aged 26 or older in 2015 had a stimulant
use disorder in the past year. These numbers correspond to
0.5 percent of young adults (Table A.14B) and 0.1 percent
of adults aged 26 or older (Table A.15B).

Need for Substance Use Treatment
NSDUH includes questions that are used to identify

people who needed substance use treatment (i.e., treatment
for problems related to the use of alcohol or illicit drugs)
in the past year. For NSDUH, people are defined as
needing substance use treatment if they had an SUD in
the past year or if they received substance use treatment

at a specialty facility?? in the past year.?*35 Because of the
previously described effects of the questionnaire changes
on the comparability of SUD estimates between 2015 and
prior years, the 2015 estimates of the need for substance
use treatment are not compatred with estimates from

prior years.
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In 2015, an estimated 21.7 million people aged 12 or
older needed substance use treatment, which means that
about 1 in 12 people (8.1 percent) needed substance use
treatment (Figure 36).35 About 1.3 million adolescents
aged 12 to 17 in 2015 needed treatment for a substance
use problem in the past year, representing 5.1 percent of
adolescents. About 5.4 million young adults aged 18 to 25
in 2015 needed treatment for a substance use problem in
the past year, representing 15.5 percent of young adults.
Stated another way, about 1 in 6 young adults needed
substance use treatment. In 2015, about 15.0 million
adults aged 26 or older needed substance use treatment in
the past year. This number represents 7.2 percent of adults
in this age group.

Figure 36. Need for Substance Use Treatment in the Past Year
among People Aged 12 or Oider, by Age Group: 2015

Number of People (in Thousands) Percent
30,000 20,000 10,000 0 0 5 10 15 20
21,664 12 or Older 8.1
12t0 17 5.1
18t0 25 15.5
26 or Older 72

Receipt of Substance Use Treatment

NSDUH respondents who used alcohol or illicit drugs in
their lifetime are asked whether they ever received substance
use treatment, and those who received substance use
treatment in their lifetime are asked whether they received
treatment in the 12 months prior to the survey interview
(i.e., the past year). Substance use treatment refers to
treatment or counseling received for illicit drug or alcohol
use or for medical problems associated with the use of
illicit drugs or alcohol. NSDUH collects information on
the receipt of substance use treatment at a specialty facility.
Receipt of substance use treatment at a specialty facility is
defined as substance use treatment a respondent received

at a hospital (only as an inpatient), a drug or alcohol
rehabilitation facility (as an inpatient or outpatient), or a
mental health center. People could report receiving treatment
at more than one location.

As previously described, the changes to the questions for
the use of hallucinogens, inhalants, and methamphetamine
and the misuse of prescription drugs also had the potential
to affect the group of respondents in 2015 who answered
questions about their receipt of substance use treatment.
Investigations with future years of NSDUH data will

help to assess whether these changes ultimately affected
the comparability of NSDUH estimates for the receipt of
substance use treatment between 2015 and prior years. For
this report, however, the 2015 estimates of the receipt of
substance use treatment are not compared with estimates
from prior years.

Report Revision Note:

In this revised report, Figure 37 and its
associated text were removed to be consistent

with the Office of National Drug Control
Policy’s National Drug Control Strategy.
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SUBSTANCE USE
ALCOHOL DEPENDENCE OR ABUSE

Past Year Alcohol Dependence or Abuse Among Individuals Aged 12 or Older in
Connecticut and the United States (2010-2011 to 2013-2014)'

Connecticut's percentage of alcohol dependence or abuse among
individuals aged 12 or older was similar to the national percentage
in 2013-2014.
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In Connecticut, about 206,000 individuals aged 12 or older
(6.8% of all individuals in this age group) per year in 2013-2014
were dependent on or abused alcohol within the year prior to
being surveyed. The percentage did not change significantly
from 2010-2011 to 2013-2014.

Source: SAMHSA, Center for Behavioral Health Statistics and Quality, National Surveys on Drug Use and Health, 2010-2011 to 2013-2014.
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SUBSTANCE USE
ILLICIT DRUG DEPENDENCE OR ABUSE

Past Year lllicit Drug Dependence or Abuse Among Individuals Aged 12 or Older in
Connecticut and the United States (2010-2011 to 2013-2014)!

Connecticut's percentage of illicit drug dependence or abuse

among individuals aged 12 or older was similar to the national
percentage in 2013-2014.
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&, In Connecticut, about 88,000 individuals aged 12 or older

W (2.9% of all individuals in this age group) per year in 2013-2014
! were dependent on or abused illicit drugs within the year prior
" to being surveyed. The percentage did not change significantly
from 2010-2011 to 2013-2014.

Source: SAMHSA, Center for Behavioral Health Statistics and Quality, National Surveys on Drug Use and Health, 2010-2011 to 2013-2014,
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SUBSTANCE USE
HEAVY ALCOHOL USE

Past Month Heavy Alcohol Use Among Adults Aged 21 or Older in Connecticut and the
United States (Annual Averages, 2010-2014)2

Connecticut’'s annual average of heavy alcohol use
armong adults aged 21 or older was similar to the
annual average for the nation from 2010 to 2014.
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Source: SAMHSA, Center for Behavioral Health Statistics and Quality, National Surveys on Drug Use and Health, 2010-2014.
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SUBSTANCE USE TREATMENT
ALCOHOL

Past Year Treatment for Alcohol Use Among Individuals Aged 12 or Older with Alcohol
Dependence or Abuse in Connecticut (Annual Average, 2010-2014)2

Connecticut’s annual average of treatment for alcohol use among
individuals aged 12 or older with alcohol dependence or abuse was
similar to the annual average for the nation (7.3%) from 2010 to
2014.

m Received Treatment for
Alcohol Use

® Did Not Receive Treatment
for Alcohol Use

. In Connecticut, among individuals aged 12 or older with
alcohol dependence or abuse, about 16,000 individuals (7.1%)
;J per year from 2010 to 2014 received treatment for their alcohol
" use within the year prior to being surveyed.

Source: SAMHSA, Center for Behavioral Health Statistics and Quality, National Surveys on Drug Use and Health, 2010-2014.
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SUBSTANCE USE TREATMENT
ILLICIT DRUGS

Past Year Treatment for lllicit Drug Use Among Individuals Aged 12 or Older with lllicit
Drug Dependence or Abuse in Connecticut (Annual Average, 2007-2014)2

Connecticut’s annual average of treatment for illicit drug use among
individuals aged 12 or older with drug dependence or abuse was
similar to the annual average for the nation (13.9%) from 2007 to
2014.

m Received Treatment for
lllicit Drug Use

B Did Not Receive Treatment
for lllicit Drug Use

%, In Connecticut, among individuals aged 12 or older with illicit

\ drug dependence or abuse, about 18,000 individuals (20.1%)
§ per year from 2007 to 2014 received treatment for their illicit
drug use within the year prior to being surveyed.

Source: SAMHSA, Center for Behavioral Health Statistics and Quality, National Surveys on Drug Use and Health, 2007-2014.
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FIGURE NOTES

I State estimates are based on a small area estimation procedure in which state-level National Survey on
Drug Use and Health (NSDUH) data from 2 consecutive survey years are combined with local-area county
and census block group/tract-level data from the state. This model-based methodology provides more
precise estimates at the state level than those based solely on the sample, particularly for states with smaller
sample sizes.

2 Estimates are annual averages based on combined 2010-2014 NSDUH data or combined 2007-2014 NSDUH
data where indicated. These estimates are based solely on the sample, unlike estimates based on the small area
estimation procedure as stated above.

3 Risk perceptions were measured by asking respondents to assess the extent to which people risk harming
themselves physically and in other ways when they use various illicit drugs, alcohol, and cigarettes, with
various levels of frequency. Response options were (1) no risk, (2) slight risk, (3) moderate risk, and (4) great
risk. Respondents with unknown risk perception data were excluded.

4 Respondents with unknown past year major depressive episode (MDE) data were excluded.
3 Respondents with unknown past year MDE or unknown treatment data were excluded.

6 Estimates were based only on responses to suicide items in the NSDUH Mental Health module. Respondents
with unknown suicide information were excluded.

7 Estimates of serious mental illness (SMI) and any mental illness (AMI) presented in this publication may
differ from estimates in other publications as a result of revisions made to the NSDUH mental illness
estimation models in 2012. Other NSDUH mental health measures presented were not affected. The 2013 and
2014 Barometer reports include the revised SMI and AMI estimates. For further information, see Revised
Estimates of Mental Iliness from the National Survey on Drug Use and Health, which is available on the
SAMHSA Web site at http://www.samhsa.gov/data/sites/default/files/NSDUH148/NSDUH148/sr148-mental-
illness-estimates.pdf.

8 Respondents were not to include treatment for drug or alcohol use. Respondents with unknown treatment/
counseling information were excluded. Estimates were based only on responses to items in the NSDUH Adult
Mental Health Service Utilization module.
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DEFINITIONS

Any mental illness (AMI) among adults aged 18 or older is defined as currently or at any time in the past year
having had a diagnosable mental, behavioral, or emotional disorder (excluding developmental and substance use
disorders) of sufficient duration to meet diagnostic criteria specified within the 4th edition of the Diagnostic and
Statistical Manual of Mental Disorders (DSM-1V). Adults who had a diagnosable mental, behavioral, or emotional
disorder in the past year, regardless of their level of functional impairment, were defined as having AML

Binge alcohol use is defined as drinking five or more drinks on the same occasion (i.e., at the same time or
within a couple of hours of each other) on at least 1 day in the past 30 days.

Dependence on or abuse of alcohol or illicit drugs is defined using DSM-IV criteria.

Heavy alcohol use is defined as drinking five or more drinks on the same occasion on each of 5 or more days in
the past 30 days.

Illicit drugs is defined as marijuana/hashish, cocaine (including crack), inhalants, hallucinogens, heroin, or
prescription-type drugs used nonmedically, based on data from original National Survey on Drug Use and
Health (NSDUH) questions, not including methamphetamine use items added in 2005 and 2006.

Hllicit drug use treatment and alcohol use treatment refer to treatment received in order to reduce or stop illicit
drug or alcohol use, or for medical problems associated with illicit drug or alcohol use. They include treatment
received at any location, such as a hospital (inpatient), rehabilitation facility (inpatient or outpatient), mental
health center, emergency room, private doctor’s office, self-help group, or prison/jail.

Major depressive episode (MDE) is defined as in the DSM-IV, which specifies a period of at least 2 weeks in
the past year when an individual experienced a depressed mood or loss of interest or pleasure in daily activities
and had a majority of specified depression symptoms.

Mental health treatment/counseling is defined as having received inpatient or outpatient care or having used
prescription medication for problems with emotions, nerves, or mental health.

Nonmedical use of psychotherapeutics includes the nonmedical use of pain relievers, tranquilizers, stimulants,
or sedatives and does not include over-the-counter drugs.

Serious mental illness (SMI) is defined by SAMHSA as adults aged 18 or older who currently or at any time
in the past year have had a diagnosable mental, behavioral, or emotional disorder (excluding developmental
and substance use disorders) of sufficient duration to meet diagnostic criteria specified within the DSM-IV that
has resulted in serious functional impairment, which substantially interferes with or limits one or more major
life activities.

Treatment for depression is defined as seeing or talking to a medical doctor or other professional or using
prescription medication for depression in the past year.
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American Psychiatric Association. (1994). Diagnostic and statistical manual of mental disorders (DSM-1V)
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The National Survey on Drug Use and Health (NSDUH) is an annual survey sponsored by the Substance
Abuse and Mental Health Services Administration (SAMHSA). The survey is the primary source
of information on the use of illicit drugs, alcohol, and tobacco in the civilian, noninstitutionalized
population of the United States aged 12 years old or older, and also includes mental health issues and
mental health service utilization for adolescents aged 12 to 17 and adults aged 18 or older. Conducted
by the Federal Government since 1971, the survey collects data by administering questionnaires to
a representative sample of the population through face-to-face interviews at their place of residence.
The data used in this report are based on information obtained from approximately 67,500 individuals
aged 12 or older per year in the United States. Additional information about NSDUH is available at
http://www.samhsa.gov/data/population-data-nsduh.
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Quick Guide

For Clinicians

Based on TIP 47

Substance Abuse:
Clinical Issues in Intensive
Outpatient Treatment

This Quick Guide is based entirely on information contained in
TIP 47, published in 2006. No additional research has been
conducted to update this topic since publication of TIP 47.

OHCA 000130



2  Clinical Issues in Intensive Outpatient Treatment

WHY A QUICK GUIDE?

This Quick Guide was developed to accompany
Substance Abuse: Clinical Issues in Intensive
Outpatient Treatment, Number 47 in the
Treatment Improvement Protocol (TIP) Series
published by the Center for Substance Abuse
Treatment (CSAT), Substance Abuse and Mental
Health Services Administration (SAMHSA). This
Quick Guide is based entirely on TIP 47 and is
designed to meet the needs of the busy clinician
for concise, easily accessed how-to information.

The Quick Guide is divided into 12 sections (see
Contents) to help readers quickly locate relevant
material. It will help clinicians make informed deci-
sions when treating clients in outpatient settings.

For more information on the topics in this Quick
Guide, readers are referred to TIP 47.
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What Is a TIP?

3

WHAT IS A TIP?

The TIP series has been in production since 1991.
The series provides the substance abuse treat-
ment and related fields with consensus-based,
field-reviewed guidelines on substance abuse
treatment topics of vital current interest.

TIP 47, Substance Abuse: Clinical Issues in
Intensive Outpatient Treatment—

e Addresses the expansion of intensive outpatient
treatment (I0T) represented by the development
and adoption of new approaches to treat a wide
range of clients

* Describes the core services every IOT program
should offer, the enhanced services that should be
available on site or through links with community-
based services, and the processes of assessment,
placement, and treatment planning that help
counselors address each client’s needs

* Discusses major clinical challenges of 10T and
surveys the most common treatment approach-
es used in IOT programs

* Presents treatment strategies for specific
groups including women; adolescents; criminal
justice system clients; individuals with HIV/
AIDS, co-occurring disorders, or physical or cog-
nitive disabilities; racial and ethnic minorities;
rural populations; people who are homeless;
and older adults
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4 Clinical Issues in Intensive OQutpatient Treatment

* Examines the complex issues facing |OT pro-
viders and offers analytical discussions and
incisive opinions.

See the inside back cover for information on how
to order TIPs and other related products.
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Introduction 5

INTRODUCTION

0T is a multidimensional treatment modality

that serves a variety of clients. It recognizes sub-
stance abuse as a chronic disorder requiring case
management and the involvement of families,
communities, and mutual-help groups in ongoing
care. The blending of evidence-based interven-
tions with community-based services has helped
clinicians, clients, and family members under-
stand that substance use disorders have complex
biological, social, psychological, and spiritual
dimensions. 10T has the following features:
 6-30 contact hours per week;

e Step-up and stepdown levels of care that vary in
intensity and duration;

* A minimum duration of 90 days followed by out-
patient continuing care;

* Core services including—

- Comprehensive biopsychosocial assessment
Group, individual, and family counseling
Psychoeducational programming
Integration into support groups
Relapse prevention training
Substance use screening and monitoring

- Vocational and educational services; and
e Enhanced services including—

- Ambulatory detoxification

OHCA 000134



6 Clinical Issues in Intensive Outpatient Treatment

- Child care
- Outreach.

For more detailed information, see TIP 47, pp. 1-6.
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14 Principles of 10T

7

14 PRINCIPLES OF IOT

The TIP consensus panel identified 14 principles
integral to |OT:

1.

2.

L.

11

12

OHCA 000136

Make treatment available to a wide spectrum
of clients;

Make treatment access straightforward and
welcoming;

Build on existing motivation by using strate-
gies that enhance client motivation;

Enhance the therapeutic alliance by building
trust between the counselor and client;

Make client retention a priority;

Assess the client’s treatment needs and
match services to the individual;

Provide ongoing care through a chronic care
model that adjusts to the client’s needs;
Monitor abstinence by recognizing the client’s
achieving and maintaining abstinence;

Help clients integrate into support groups;

If indicated, use medications to manage
co-occurring substance use and mental
disorders;

Educate clients and family members about
substance use disorders and recovery skKills;
Include families, employers, and significant
others in the treatment process;



8 Clinical Issues in Intensive Qutpatient Treatment

13. Seek out and use evidence-based training
and materials; and

14. Improve program administration.

For more detailed information, see TIP 47, pp. 7-16.
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Letters of Support
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International Union of Operating Engineers

OCAL UNIONS 478 478A 478C 478D 478E

,/.:: S O‘I‘

y - ’)

IFFILIATED WITH |;%
'A

1965 DIXWELL AVENUE
HAMDEN CONNECTICUT 065142475

THE AFL-CIO

Dear Jerry,

| would like to thank you for your support with the Iinternational Union of Operating
Engineers Local 478 members. | know that every time | reach out to you, you are always
there to provide me with the best solution to any issues that come about. Countless times,
Counseling Center of Waterbury has demonstrated their ability to go above and beyond
with any situation presented to them and have treated our members and their families with
nothing but remarkable service and respect. The Intensive Outpatient Program you are
proposing will provide the service area with much needed assistance and will undoubtedly

be utilized by the Operating Engineers 478 members.

| look forward to many more years of outstanding service.

Sin¢ f
am
IUOE Local 478 Health & Safety Director
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Family&Children'sAid

Improving children’s emotional and behavioral health

Irvin R. Jennings, MD
Executive and Medical Director

November 18, 2015
To Whom it May Concern:

Counscling Center of Waterbury has been a great resource for the
community for substance abuse treatment. The Family and Children’s Aid IICAPS
(Intensive In-home Child and Adolescent Psychiatric Services) program works with
many families to try to stabilize the identified child in the home while helping the family
make use of more traditional services. In many cases, we have families struggling with
substance abusc diagnoses and the Counseling Center of Waterbury has been great to
work with. We have referred adults along with adolescents in order to work
collaboratively to stabilize the home situation. We have also utilized the services from
Counseling Center of Waterbury as a discharge plan for some of our families that are
struggling with addiction. Counseling Center of Waterbury has been accommodating,
opens cases quickly and always keeps in communication when needed. Please feel free to
contact me with any questions.

Respectfully,

- Lesn

Hanna Proféta, LCSW

Site Coordinator — Waterbury IICAPS
Family and Children’s Aid
203-241-8988
hanna.profcta@fcaweb.org

Main Campus: 75 West Street, Danbury, CT 06810 e (203) 748-5689  www.fcaweb.org
Other Locations: Bridgeport, New Britain, New Milford, Shelton, Torrington and Waterbury
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Mailing address: PO Box 6001 Wolcott, Ct 06716

Phone: Joe Dunn 203-560-1665 Laurie Dunn 203-206-9038
www.wolcottcrossroadsinc.com

Wolcott Crossroads, Inc. is a community based, non-profit group, that works to help
individuals and families find the proper resources that will assist them with the healing process
of addiction. From our formation six years ago, we have collaborated with Connecticut
Counseling and Wellness. Jerry is sincere and genuine, and he is committed to seeing that the
individual suffering from the disease of addiction, and their families, have their lives restored.
“Jerry is in it to win it,” and we have witnessed first-hand the positive results of his caring
approach and will continue to offer this wonderful resource to anyone, or any family that is in
need of counseling. Wolcott Crossroads, Inc. is very excited, encouraged, and in full support of

the idea of having an Intensive Outpatient Program available for the community of Wolcott.

We look forward to our continual work with such wonderful people, people who have that

special personal quality that puts them above the rest.

Sincerely,

Joe Dunn (co-founder)

Laurie Dunn (co-founder)

OHCA 000141


http://www.wolcottcrossroadsinc.com

ATTACHMENT IV

Protocols

OHCA 000142



The Matrix Model of Intensive Outpatient Treatment

A guideline developed for the Behavioral Health Recovery Management project

Richard A. Rawson
UCLA Integrated Substance Abuse Programs
[Los Angeles, California

Michael J. McCann
The Matrix Institute on Addictions
Los Angeles, California

Richard A, Rawson, Ph.D., Richard Rawson is the Associate Director of the UCLA Integrated
Substance Abuse Programs (ISAP) in the Department of Psychiatry and Biobehavioral Science,
UCLA School of Medicine. He received a Ph.D. in experimental psychology from the
University of Vermont in 1974, Dr. Rawson has been a member of the UCLA Department of
Psychiatry for over 25 years and is a Professor-in Residence. In his role at [SAP, Dr. Rawson
coordinates and contributes to a portfolio of addiction research ranging from brain imaging
studies to numerous clinical trials on pharmacological and psychosocial addiction treatments, to
the study of how new treatments are applied in the treatment system. During the past decade, he
has worked with NIDA, SAMHSA, the US State Department, the World Heath Organization and
the United Nations Office of Drugs and Crime on international substance abuse research and
training projects, exporting US technology and addiction science throughout the world. He
directs the capacity building and training component of the UNODC International Network of
Drug Treatment and Rehabilitation Resource Centres. He is currently principal investigator of
the Pacific Southwest Addiction Technology Transfer Center, and the NIDA Methamphetamine
Clinical Trials Group. Dr. Rawson has published 2 books, 20 book chapters and over 175
professional papers and annually conducts over 50 workshops, paper presentations and training
sessions.

Michael McCann, M.A., Associatc Director of the Matrix Institute is one of the founders and
creators of the Matrix Model. He has over 30 years experience in substance abuse treatment and
research and has authored or co-authored over 40 articles and books in the area. He was the
principal investigator for one of the sites in the CSAT-funded Matrix Model Methamphetamine
Treatment Project, and also for the NIDA-funded Methamphetamine Clinical Trials Group
projects. He is also the Project Director for a CSAT-tfunded TCE/HIV grant which is expanding
treatment services for opioid dependence and providing evidence-based enhancements to
standard services. Mr. McCann has developed and overseen the operation of Matrix clinics as
well as the integration of many research projects within these sites. He has trained and lectured
on cvidence-based behavioral interventions, pharmacologic treatments, methamphetamine
dependence, and on the implementation of research findings into clinical practice.

The Behavioral Health Recovery Management project is an initiative of Fayette

Companies, Peoria, IL; Chestnut Health Systems, Bloomington, IL; and the University of
Chicago Center for Psychiatric Rehabilitation
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The Matrix Model of Intensive Outpatient Treatment,

The Matrix Model is a multi-clement package of therapeutic strategies that complement each
other and combine to produce an integrated outpatient treatment experience. It is a set of
evidence-based practices delivered in a clinically coordinated manner as a “program.” The
rescarch reports which have described the compilation of clinical experience with the model,
plus the results of a multi-site trial have all provided information on the application of the entire
package of techniques. However, many of the treatment strategies within the Model are derived
from clinical research literature, including cognitive behavioral therapy, research on relapse
prevention, motivational interviewing strategies, psycho-educational information and 12-Sstep

program involvement.

Background

The Matrix Model of outpatient treatment was developed at the height of the cocaine epidemic in
Southern California in the 1980°s. In the urban areas of Los Angeles, cocaine and crack were the
major drugs to eftect communities, and 50 miles to the East of downtown Los Angeles, in San
Bernardino County, large numbers of methamphetamine users began to present at the Matrix
clinic for assistance. At the time, there was no established approach for structuring outpatient

services to attempt to meet the needs of these two groups of psychostimulant users.

The development of the Matrix model was influenced by an ongoing interaction between

clinicians working with clients and researchers collecting related information. As clinical
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experience with stimulant dependent individuals was amassed, clinical impressions frequently
generated questions that were answered by using relevant research findings.

Treatment materials had to be developed that were sophisticated enough to capture the essence of
the proven cfficacious therapies, yet simple enough to be readily used and casily monitored in
widely diverse clinical situations by patients and the clinical staff. Materials were written to
guide clinical staff in how to work collaboratively with patients and eftectively teach
cognitive/behavioral strategies and basic brain research to patients and their families. With
funding from NIDA, the authors of the Matrix approach attempted to integrate existing
knowledge and empirically supported techniques into a single, multi-element manual that could
serve as an outpatient “protocol” for the treatment of cocaine and methamphetamine users
(Rawson, Obert, McCann, Smith & Schetfey, 1989; Rawson, Obert & McCann, 1995). These
manuals were written for patients that contained handouts for cach session. Each topic was
introduced by a simple exercise in which scientific information was explained in patient-friendly
terms and questions directed participants to apply the information specifically to their immediate
situation. The groups were focused on discussing patients’ written and oral responses to the

questions.

Treatment is delivered in a 16-week intensive outpatient program primarily in structured group
sessions targeting the skills nceded in early recovery and for relapse prevention. A primary
therapist conducts both the individual and group sessions for a particular patient and is
responsible for coordinating the whole treatment experience. There is also a 12-week family and
patient education group scries and induction into an ongoing weekly social support group for

continuing care. Wecekly urine testing is another program component and participants are
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encouraged to attend 12-step meetings as an important supplement to intensive treatment and a

continuing source of positive emotional and social support.

The Matrix Model has been delivered to a broad spectrum of people. In the Matrix clinics in
Southern California the race/ethnicity representation is approximately 17% African-American,
8% Hispanic, 62% Caucasian, and 3% other. Females comprise about 1/3 of the patient
population. In the CSAT multi-site comparison of the Matrix Model and Treatment-as-Usual
(described below) the sample consisted of 55% females and 45% males; 60% Caucasian, 18%

Hispanic, and 17% Asian/Pacific Islander.

The Matrix Model treatment manuals have been published by Hazelden Publishing Company
(Rawson et al., 2005). Hazelden has also published a Spanish translation of the treatment
materials. A version of the Matrix Manual for Native Americans has been published (Matrix
Institute, 2006). There are also translations in Thai and Slovakian. The Matrix Model for
stimulant use disorders has been published by the Center of Substance Abuse Treatment
(SAMHSA, 2006) and is in the public domain. The Model was adapted for gay and bisexual

methamphetamine using men (see Shoptaw, S., C. J. Reback, et al., 2005).
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Evaluations
Several evaluations of the Matrix Model have been conducted over the past 20 years. These
range from open trials with few controls to controlled clinical trials. The carliest of these was a
pilot study conducted in 1985 which documented the clinical progress of 83 cocaine abusers at 8
months following treatment admission (Rawson et al., 1986). During an evaluation session,
patients sclf-sclected either: no formal treatment (voluntary involvement in AA, CA, or NA); 28-
day inpatient treatment; or the Matrix Model outpatient treatment. An independent rescarch
assistant was hired to conduct telephone follow-up interviews inquiring into drug and alcohol use

and participation in aftercare and self-help.

There were no demographic or drug use differences among the patients prior to beginning
treatment. The hospital patients received 26.5 of 28 days of treatment and the Matrix patients
received 21.6 of 26 weeks. By contrast, only 20% of the no formal treatment patients ever
attended more than one sclf-help meeting. The most noteworthy finding of this pilot study were
reports of significantly less cocaine use by the Matrix patients at 8 months after treatment
admission. The number of patients reporting a return to monthly or more cocaine use in the
Matrix group was 4 of 30, compared to 10 of 23 in the inpatient group, and 14 of 30 in the no
formal treatment group. Although the quasi-experimental nature of this evaluation, and the small
numbers of subjects per cell limit the degree to which strong conclusions may be drawn, the
findings did provide some support for the Matrix Model and also were a basis for altering
treatment materials to prescribe total abstinence as a necessary tactic for preventing relapse to

cocaine.
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Through the Small Business Innovative Research Program the protocol for the Matrix Model
was formalized into a 300 page treatment manual. After completion of the manual, a controlled
trial of the model was conducted over a two-year period (Rawson et al., 1995). In this study 100
cocaine dependent subjects were randomly assigned to six-month Matrix treatment condition or
they were referred to “other available community resources.” Subjects assigned to the
community resource group were given detailed information on treatment alternatives in the area
and were given a referral and an appointment time to receive an evaluation at a community
treatment location. Subjects in both conditions were scheduled for 3, 6, and [2-month follow-up

evaluations.

Racial/ethnic representation was: African —American (27%), Hispanic (23%), and the remainder
were Caucasian. At 3 and 6-month follow-ups, 40% of the community resource subjects
reported involvement in some formal treatment ranging from outpatient to hospital treatment.
There was a strong positive relationship between the amount of treatment received and the
percent of cocaine negative urine results for the Matrix subjects but not for the community
resources subjects. Similarly, greater amounts of treatment participation for the Matrix subjects
were associated with improvement on the ASI employment and family scales, and on a
depression scale. These analyses supported the clinical impression of the counseling staff of an
orderly dose-response association between amount of treatment and outcome status. This study
supported the Model’s clinical utility but the results did not provide definitive empirical
confirmation of its efficacy. The variability of community resource subjects’ treatments made
differential treatment outcomes undetectable.  In addition, failure to employ a pre-

randomization “lead-in” period to screen out applicants resulted in high rates of attrition in both
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treatment groups. This reduced the number of subjects receiving a meaningful dose of treatment

and further impaired the identification of differential treatment outcomes.

A convenience sample of 114 patients out of the 500 referred to in the Rawson et al._(2002)
report was followed at 2-5 years after treatment. In this study funded by CSAT, 437 potential
study candidates were telephoned by research assistants and asked to come to the clinic for a
follow-up interview. When necessary the interview was performed at a neutral offsite location
and as a last resort it was done by phone. Of the total pool of 437, 183 (42%) were located,
contacted and asked to participate. Of the 183, 114 agreed to participate in the follow-up
interview. The participants were similar to the non-participants on demographics, however they
remained in treatment almost twice as long and gave more methamphetamine-free urine samples

during the course of treatment.

There was a significant change in self-reported methamphetamine use in the 30 days prior to
treatment (86% reporting use), and 30 days prior to follow-up (17.5% reporting use). The only
predictor of non-use at follow-up was marital status with married patients more likely to be
methamphetamine non-users at follow-up. Urine samples were collected on 46 individuals and
only 3 (6.5%) were positive for methamphetamine. Of the 54 who had reported daily usc at

baseline, 39 (72.2%) were abstinent at follow-up.

At treatment admission 26% of the follow-up sample were employed compared to 62%

employed at follow-up. There was significant reduction in the percentages of participants
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reporting paranoia, however there was not a reduction in complaints of depression (more than

60%) and headaches (38.9% at bascline and 44.1% at follow-up).

The limitations of the study methodology preclude conclusions about the specific impact of the
Matrix treatment, and the 114 patients who were followed were not representative of the entire
initial sample of'437. However, despite these limitations, it was demonstrated that many
methamphetamine users are able to discontinue methamphetamine use following treatment with

the Matrix Model.

In 1998, the Center for Substance Abuse Treatment selected the Matrix Model approach for a
randomized, controlled evaluation with other methamphetamine treatment methods available in
the community, called Treatment-As-Usual (TAU). The study was conducted as an 8-site,
outpatient trial, coordinated by UCLA. The sites were located in Northern and Southern
California, Hawaii, and Montana. Over an 18-month period, between 1999 and 2001, 978
treatment-secking MA-dependent individuals were recruited by the eight sites. At each site half
of the participants were randomly assigned to receive the Matrix Model of treatment, whereas
the other half received TAU as delivered at that site. Several important points should be noted in

the design and results of this study.

The design involved a comparison of the Matrix approach with 8 different forms of treatment as
usual (TAU). This was not an optimal efficacy design, but was necessitated by CSAT’s desire to
provide as much treatment as possible within an evaluation study. In this study, many of the

TAU protocols were very similar to the materials in Matrix model and in some cases, the “dose”
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of treatment delivered in the TAU conditions was designed to be more intensive than the Matrix
condition, The variability of the comparison conditions was tremendous (not an optimal
circumstance for finding statistically signiticant differences between study groups). In addition,
in no sense were these TAU conditions designed to be “minimal treatment control conditions.”
In fact, since the TAU protocols were designed by the clinical staft of the 8 programs, they were

viewed at the beginning of the study as being quite effective treatment interventions.

The sample consisted of 55% females and 45% males; 60% Caucasian, 18% Hispanic, and 17%
Asian/Pacific Islander. Other characteristics of those seeking treatment included: age: 32.8 years
on average; education: 12.2 years on average; employment: 69%; and married and not separated:
16%. Participants were recruited through media advertisements, referrals from community
agencies, and word-of-mouth. During the study their primary drug used was MA. The
participants had on average 7.54 years of lifetime MA use and 11.53 days of MA use in the past
30 days. The preferred route of administration of MA was smoking (65%), followed by injecting

(24%), and snorting (11%).

Retention was higher for the Matrix participants at all sites except the drug court site, and at five
of the sites, retention rates for Matrix participants were significantly higher than for TAU
participants. Comparisons at two of the other sites were marginally significant, with the Matrix
condition having increased retention relative to the TAU condition. At the drug court site, both
the Matrix and the TAU pl'ogl'alns were more stringent, and as a result, there was no difference

in retention between the two conditions at this site,

10
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Completion of the program was defined as a participant having attended at least one treatment
session in his/her last scheduled week of treatment. Comparison across all sites indicates that the
completion rate for Matrix participants was significantly higher (40.9%) than for TAU

participants (34.2%).

All participants were required to provide onc urine sample cach week, which was sent to an
outside laboratory and tested for drug metabolites. At all sites, except the drug court site, Matrix

participants provided more methamphetamine-free urine samples than did TAU participants.

For all sites, urine samples that were submitted at the discharge interview, were
methamphetamine-free for 66% of the Matrix participants, and 69% of the TAU
participants.(this difference is not significant). For urine samples at the six-month follow-up
time-point, the rates were the same for both conditions (69%). At the 12-month follow-up, the
differences between Matrix and TAU were again not significant, and they were 70% and 73%

respectively.

Overall self-reported MA use dropped dramatically during treatment. At enrollment participants
reported approximately 11 days of use in the last 30 days, whereas at discharge the number was
reduced to approximately four days of use in the last 30 days. At the six-month follow-up time-
point the number was still approximately four days and it decreased even more at the 12-month
follow-up time-point (approximately three days). This reduction from enrollment to the different

time-points was consistent across sites and conditions.

OHCA 000153



This study was conducted in “real-world” treatment programs, using the diverse collection of
treatment methods normally used in these communities, therefore the study was not a
conventional multi-site study comparing identical approaches at all sites. Despite these study
limitations, during the application of the Matrix model, the participant performance in 7 of the 8
sitcs was clearly superior in the Matrix condition to the TAU condition (the lone exception was
within a drug court, mandated program, where there was no difterence). The retention was
superior, the urinalysis data were superior and the ability to produce a sustained period of

abstinence was superior.,

12
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Clinical Guidelines

The elements of the treatment approach are a collection of group sessions (early recovery skills,
relapse prevention, family education and social support) and 3 to 10 individual sessions delivered
over a 16-week intensive treatment period. Patients are scheduled three times per week to attend
two Relapse Preventions groups (Monday and Friday) and one Family/education group
(Wednesdays). During the first four weeks patients also attend two Early Recovery Skills groups
per week (these groups occur on the same days as the Relapse Prevention groups just prior to
them). After 12 weeks they attend a Social Support group on Wednesdays instead of the

Family/education group.

Sample Schedule
 Monday Wednesday Friday
Early Recovery Skills Family/education Early Recovery Skills
Weeks -4 Weeks 1-12 Weeks|-4
Relapse Prevention Social Support Relapse Prevention
Weeks 1-16 Weeks 13-16 Weeks 1-16
Continues past week 16

Urine tests once per week

Program Components

Individual counseling. These sessions are critical to the development of the crucial relationship
between the patient and the therapist. The content of the individual sessions is primarily

concerned with setting and checking on the progress of the patient’s individual goals. These

13
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sessions can be combined with conjoint sessions, including significant others in the treatment
planning. Extra sessions arc sometimes necessary during times of crisis to change the treatment
plan. These individual sessions are the glue that ensures the continuity of the primary treatment
dyad and, thereby, retention of the patient in the treatment process.

Early Recovery Skills Groups. The eight Early Recovery Skills Groups are designed for
patients in the first month of treatment or those who need extra tutoring in how to stop using
drugs and alcohol. The purpose of the group is to teach patients: 1) how to use cognitive tools to
reduce craving, 2) the nature of classically-conditioned cravings, 3) how to schedule their time,
4) about the need to discontinue use of secondary substances and 5) to connect patients with
community support services necessary for a successful recovery. The reduced size of the groups
allows the therapist to spend more individual time with each patient of these critical early skills
and tasks. Patients who destabilize during treatment are often encouraged to return to the Early
Recovery group until they re-stabilize.

Relapse Prevention Groups. The Relapse Prevention groups occur at the beginning and end of
cach week from the beginning of treatment through Week 16. They are the central component of
the Matrix Model treatment package. They are open groups run with a very specific format for a
very specific purpose. Most paticnts who have attempted recovery will agree that stopping using
is not that difficult; it is staving stopped that makes the difference. These groups are the means

by which patients are taught how to stay in sobriety.

The purpose of the Relapse Prevention groups is to provide a setting where information about
relapse can be learned and shared. The 32 relapse prevention topics are focused on behavior

change, changing the patient’s cognitive/affective orientation, and connecting patients with 12-

14
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step support systems. Each group is structured with a consistent format during which: 1) Patients
are introduced if there are new members, 2) Patients give an up to the moment report on their
progress in recovery, 3) Patients read the topic of the day and relate it to their own experience, 4)
Patients share their schedules, plans, and commitment to recovery from the end of group until the
group meets again. Input and encouragement from other group members is solicited but the
group leader does not relinquish control of the group or promote directionless cross talk about
how each member feels about what the others have said. The therapist maintains control and
keeps the groups topic centered and positive with a strong educational element. Care is taken not
to allow group members to share graphic stories of their drug and alcohol use. Therapists
specifically avoid allowing the groups to become confrontational or extremely emotional.
Whenever possible the use of a co-leader who has at least 6 months of recovery is employed. The
co-leader serves as a peer support person who can share his or her own recovery experiences.
Family Education Groups. The 12-wecek series is presented to patients and their families in a
group sctting using slide presentations, videotapes, panels, and group discussions. The
educational component includes such program topics as: (a) the biology of addiction, describing
concepts such as neurotransmitters, brain structure and function and drug tolerance; (b)
conditioning and addiction, including concepts such as conditioned cues, extinction, and
conditioned abstinence; (¢) medical effects of drugs and alcohol on the heart, lungs, reproductive
system, and brain; and (d) addiction and the family, describing how relationships are affected
during addiction and recovery. Successfully engaging families in this component of treatment
can significantly improve the probability of retaining the primary patient in treatment for the

entire 16 weeks.
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12-Step Meetings. The optimal arrangement is to have a 12-Step meeting on site at the
treatment center one night each week. This meeting does not have to be an official meeting.
Rather, the patients presently in treatment and graduated members can conduct an "Introduction
to 12-Step Mecting" using the same format as an outside meeting with the purpose of orienting
patients unfamiliar to the meetings in a safe setting with people they already know. Attending
these meetings often makes going to an outside mecting for the first time much easier and less
anxiety provoking. These meetings, along with outside 12-step meetings chosen by patients and
the Social Support Group provide strong continuing support for graduated group members.
Urine/Breath Tests. Urine testing is done randomly on a weekly basis. Positive urine tests
revealing previously undisclosed drug use serve as points of discussion rather than incrimination,
Patients struggling with secondary drug or alcohol use should also be tested for those substances.
Relapse Analysis A specific exercise is used when a patient relapses unexpectedly or
repeatedly and does not seem to understand the causes of the relapses. The optional exercise and
forms are designed to help the therapist and the patient understand the issues and events that
occurred preceding the relapse(s) in order to help prevent future relapses. This exercise 1s
typically conducted during an individual session with the patient and, possibly, a significant
other.

Social Support. Designed to help patients establish new nondrug-related friends and activities,
these groups are less structured and topic-focused than the Relapse Prevention Groups. Patients
begin the groups during the last month in treatment at the end of the family education series, in
order to ensure that they feel connected before they graduate from the Relapse Prevention
Groups. The content of the groups is determined by the needs of those members attending. [f

patients have relapsed, relapse prevention work may be in order, unstable patients are given
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dircction to help stabilize them and patients moving successfully through the stages of recovery

arc aided and encouraged to continue with the lifestyle changes that they are making.

Guiding Principles

The Matrix has a number of central therapeutic constructs. These include:

1
2)

3)

4)
5)
0)
7)

8)

Establishing a positive and collaborative relationship with the client

Creating explicit structure and expectations

Teaching psycho-educational information (including information on brain chemistry
and other research derived clinically relevant knowledge).

Introducing and applying of cognitive-behavioral concepts

Positively reinforcing desired behavioral change

Educating family members regarding the expected course of recovery

Introducing and encouraging sclf-help participation

Monitoring drug use through the use of urinalyses

1) Positive and collaborative relationship

The context of the Matrix Model is characterized by a positive and collaborative relationship

between the patient and therapist. Within this model, the therapist is required to be directive but

to maintain a client-centered therapeutic stance. As cited in much psychotherapy research, it is

essential to deliver accurate empathy, positive regard, warmth, and genuineness. [t means

treating patients with dignity, respect, and listening attentively and reflectively to their unique

experience without imposing judgment.
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A collaborative relationship will develop when you actively listen to patient’s concerns and
opinions and attempt to sce the world from his/her perspective. This allows the creation of' a
spirit of cooperation and mutual effort. Conversely, use of a confrontational and therapist
imposition of treatment goals and demands will create and adversarial relationship which can
frequently contribute to premature treatment termination. Setting mutually agreed upon goals
engages your client as an active participant. In addition, it validates and acknowledges his
expertise and experiences, thereby reinforcing the therapeutic alliance. This collaborative
climate increases the client’s rcadiness to learn new skills and practice more adaptive coping
strategics and establishes an environment where the successes and failures of using these new

strategies can be shared.

The Motivational Interviewing techniques developed by Miller and Rollnick (1991; 2002) are all
extremely valuable in building a successful therapeutic relationship with patients in outpatient
treatment. The clinical skills incorporated within this approach are of tremendous value
throughout treatment and especially during the early weeks of treatment.

2) Structure and Expectations

Structure is a critical element in any effective outpatient program. In outpatient settings structure
is created by defining for patients the activities that are required parts of their treatment
involvement. These activities include attendance at the individual and group sessions of the
program, participation in community self-help groups, and the scheduled daily activities that
minimize contact with drugs and other high risk situations.  The structure provided by treatment
helps to define for the patient exactly what is expected of him/her in treatment and provides a

“roadmap” for recovery. This information can be useful in reducing the anxiety that is
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commonly experienced by substance dependent individuals upon treatment initiation.
Functioning within a structure can decreases stress and provide consistency and predictability

which are all incompatible an addict’s spontaneous, unplanned, chaotic lifestyle.

The primary component of structure during outpatient treatment is the daily, hour by hour
schedule of his/her activitics. The purpose of this exercise is not to create a list of one activity
after another. Rather, the intent is to impart the concept of proactive planning of work activities,
treatment and recovery activities, family and recreational activities, and relaxation activities.
Within the context of this scheduling exercise it is possible to teach the identification and
avoidance of high risk settings and pcople, and to promote engagement in new, non-drug related
alternative behaviors. Creating a 24-hour schedule with the patient can help operationalize how
to stay abstinent “one day at a time”. This exercise can reduce feelings of being over whelmed
in carly recovery and/or of neglecting oneself in an attempt to immediately resolve problems

created by the addiction.

The patient should keep the schedule and refer to it during day to day activities. It is important
that the counselor keep a copy of the schedule and review it at the beginning of the next session.
During early stages of treatment many patients forget to follow the schedule or decide to ignore
the schedule. Frequently lapses will occur and these lapses can reinforce the use of the schedule
procedure. Patients should realize that they can change their plan when essential but they should
take the time to actually change the written schedule and write in the new activity. This process

allows the patient time to think through the feasibility and advisability of the schedule change.
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Some challenges and solutions:

1) Patients (and therapists) may forget to schedule in leisure activities, time to rest, or time
to relax. The schedule can become a marathon of productive activities. This type of
unrealistic scheduling will lead to noncompliance with the schedule and quickly will
make the scheduling activity pointless. One helpful way to make sure that the schedule is
realistic is to review the events of typical drug-free days and see what a normal routine is
for that person. If the schedule created is too different from normal habits, it will be
difficult for the client to incorporate it into his/her routine.

2) Many patients have difficulty making an hour-by-hour schedule. If this is the case, it is
necessary to simplify the process. One way to do that is to simply use a small, pocket-
sized card with the day divided into four sections; morning, midday, afternoon and
cvening. Beginning scheduling is easier if the patient can just plan activities for those
four times of day. At first, some have trouble learning this skill. If this is the case, it can
be helpful to have them describe what they did for the past 24 hours and then guess at
what they are likely to do in the next 24 hours. You can write their schedule as they talk
about it.

3) Some families want to help “plan” (dictate) a patient’s schedule. Spouses and parents,
especially, have lots of ideas for things that have been neglected or things that the patient
should do. Since many patients are trying to win back the support of their families, they
can be easily convinced that they should do whatever family members want rather than
what they need to do sustain a plan for their recovery. [f someone else’s wishes and
desires are the basis for the schedule regularly, sooner or later the recovering person will

get resentful and will not find the scheduling useful or helpful. 1t will be viewed as a
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“sentence” imposed by the family member and the therapist will be viewed as a colluding
compatriot.
It is important for the patient to be the person who is responsible for constructing the

schedule with input from the therapist.

3) Psychoeducation

A key component of the Matrix Model is information regarding conditioning and ncurobiology
to. Accurate, understandable information helps patients understand what has been happening in
the past and also what predictable changes that will occur in their thinking, mood, and
relationships over the course of several months. This education process identifies and
normalizes symptoms, thercby empowering them to draw upon resources and techniques to help

manage the symptoms.

The use of patient education as a treatment component is a not a new treatment concept, unique
to the Matrix Model. However, teaching patients and their families about how the chronic use of
drugs or alcohol produces changes in brain functioning in a manner that has direct application to
patients’ behavior is a relatively new strategy. Much of the information about drug-induced
changes in the brain is highly technical and requires extensive scientific knowledge to
comprehend the concepts fully. Without scientific training, it is not intuitive to substance abusing
individuals or to their families to understand that the behavior associated with drug use may, in

part, be explained by modifications in brain chemistry.

21
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Two very basic “brain chemistry made simple” lectures were developed to be delivered in the
treatment setting by a senior clinical staff person to patients and their families. (These lectures
are also available in commercially produced video and DVDs through Hazelden Publishing.)
New therapists are coached in explaining the essence of this brain chemistry change process
along with the concept of classical conditioning as it relates to craving. Classically conditioned
craving occurs independently of rational choice or renewed resolve to stop drug use. This fact
provides a reassuring explanation of past behavior and an uncompromising context for recovery.
From this premise follows many of the treatment handouts and exercises such as time scheduling
(to avoid depending on in-the-moment, addiction-compromised thought processes) thought-
stopping (to prevent initiation of the craving sequence), and avoidance of triggers (which also
trigger release of neurotransmitters and simulate a desire to use). Without any more sophisticated
knowledge than seeing the red areas of the brain light up with repeated cocaine dosing, clinical
staff could refer to the *addicted brain” with science on their side and work collaboratively with
patients to overcome the effects of this now very obvious physical alteration in the working

brain.

The second basic lecture involves continuing changes in brain chemistry as the healing brain
attempts to regain normal functioning. New scientific information continues to provide
supportive evidence for the stages of recovery that patients have reported over the last 16 years.
Studies are consistently showing that the recovery process often results in some brain functions
getting worse before they get better, the brain needing a drug [ree environment for the healing to
occur, and the entire recovery taking a much longer time to return to normal than we ever

imagined. Even without a technical understanding of how and why these issues are occurring,

8]
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counselors can now say that they are occurring with certainty and can provide pictures to support
their claims. This knowledge sets the stage for the continued teaching of the relapse prevention
activities and supports vigilant treatment participation far beyond the initial withdrawal phase.
Patients are comforted by the existence of a roadmap delineating the process of recovery and are
more secure in the knowledge that activities they are asked to do relate directly to their recovery

from a very physical disease state.

In the Matrix model the science-made-simple lectures are delivered midweek during the family
education group for patients and their families. They are part of a series of 16 educational groups
that the senior clinical person in each clinic conducts. New counselors are required to sit in on
the education groups and to complete a formal training process that includes reading scientific
articles and publications, becoming familiar with professional guidelines, viewing educational
videotapes and observing a required number of groups, individual sessions and hotline phone

calls.

Some challenges and solutions:

[. The presentation of psycho-educational information based on science can be dull and
tedious for patients and families if presented improperly. The material from the research
literature has to be “translated” into non-technical language and presented at an 8-10" grade
level. Visual aids, including clear and understandable pictures and videos can be very useful to
convey this information. It is important that the material be presented in a context of clinical
issues so that patients and their family members understand the relevance of the information and

how it applies to their addiction recovery.
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2. The individual who presents this material as part of the Matrix program has to be well
versed in the neurobiological concepts and other research information. For the material to be
understood and used by patients, the presenter must have credibility, be able to expand on the

material, and make the material relevant to patients’ clinical challenges.

4) Cognitive Behavioral Skills

Knowledge and skills that have been developed within the field of cognitive behavioral therapy
(CBT) play a large role in the Matrix Model. The work of Marlatt and Gordon (1985), Carroll
and colleagues (Carroll et al., 1994; Carroll and Onken, 2005), and others have contributed
greatly to the content of the group treatment activities at Matrix. This approach teaches patients
that drug use and relapse are not random events, and that they can learn skills that can be applied
in daily life to promote abstinence and prevent relapse. One of these skills is self-monitoring to
bring into awareness any dysphoric or uncomfortable symptoms, thoughts, warning signs, high-
risk situations, and subtle precipitating events. Patients learn skills to identify triggers, develop
coping skills, and manage immediate problems. They are encouraged to practice and experiment
with new behaviors outside the clinic setting. In the group, patients report back on what worked
and what didn’t work, what obstacles were encountered, and what changes need to be made to
make the interventions successful in the future. In this process patients become the experts on

their own individual recovery processes.

Each of the Matrix groups is anchored with a specitic CBT topic for each session. The topic is

introduced by the therapist and a brief explanation is given about how this topic is related to the

achievement of a successful recovery. There is a review of a handout/worksheet that explaing
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the concept and includes questions that are used to personalize the concept and make it relevant
to cach person. Each patient in the group discusses how the topic is a factor in his/her life and
how the skills being introduced could help with specific challenges each faces in recovery. The
discussion is never confrontational and while the primary exchange is typically between the
patient and the therapist/group leader, frequently other patients can make observations about
similaritics and differences between their experiences and those of other patients. Frequently the
therapist will suggest to one or more of the group members to apply the skill in the following

days as a homework assignment.

Some challenges and solutions:

[. A cognitive-behavioral orientation can be very engaging, and a nonjudgmental stance
communicates positive regard for the patient. However, if the topic is not accompanied with
uscful real world examples of how the topic can actually relate to patient challenges and benefits,
the sessions can feel excessively didactic and academic, in short, boring. An important part of
therapist training in the Matrix Model is the art of CBT delivery to keep the topic interesting and
relevant and find ways to apply it to patients in the group.

2. Another challenges is maintaining a stimulating pace, staying on topic and managing
the time of the group. At times, group members may be disruptive and interrupt the group with
cross talk or impulsive behaviors. Speaking calmly and redirecting clients is an cffective way to
keep the group focused and on task. (With methamphetamine use there maybe some cognitive
impairment, which should not be confused with “resistance™ or “noncompliance.”)

3. Some patients (particularly those who are mandated) may be at a stage of readiness

where they are not receptive to total abstinence, lifestyle change, or even any modification in
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their current drug or alcohol use. Often the cohesiveness and positive momentum of the group
can also move them towards change. A skilled therapist will need to limit negative,
counterproductive input from such a patient and at the same time be accepting, positive, and not
be judgmental.

4. On occasion an intoxicated patient may show up for group. If another counselor is
available on site, he or she can work with the patient to ensure safe transportation home. Any
discussion on the matter regarding the drug or alcohol use should be avoided until the next
appointment. If possible, an individual session should be scheduled to address the particular
issucs surrounding the relapse. The effect of such an event on other group members should not
be ignored. They may need to discuss their reactions, and possible triggering, resulting from

being in such close proximity to a relapsing colleague.

5) Positive reinforcement

There is a large amount of rescarch supporting the efficacy of the systematic use of
reinforcement for meeting specific behavioral criteria in the treatment of addictions (Higgins et
al., 1994, 2000; Iguchi et al. 1997; Petry et al., 2000; Rawson et.al., 2002, 2006). Contingency
management research with substance abuse problems usually has targeted drug-free urine results,
attendance at treatment sessions, or achieving treatment goals as the basis for receiving
incentives. Participants in research studies usually receive certificates that are redeemable for
items with monetary values ranging from as little as one dollar to as much as one hundred
dollars.  Coupled with social recognition, relatively inexpensive items can have a strong effect
on behavior. This approach has long been a part of both the educational system and of parenting

skills training.
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Although supported by a large amount of research, contingency management has not made
significant inroads into treatment mainly because of cost and complexity. The Matrix Model
includes many different uses of contingency management that are simple and inexpensive. The
specific behavior targets and reinforcers may vary from program to program depending on the
clinical needs and the program resources, but some general features should be common to all.
These include:
a) Specific, clear criteria. The requirement for earning an incentive should be described
in writing and in detail. For example, if attendance at group meetings carns a voucher,
attendance would need to be clearly defined (e.g., attending at least 60 minutes of a
90-minute group; arriving within 5 minutes of the scheduled start time).
b) Verifiable behavior. If urine results are incentivized, it is critical that they arc valid
and testing procedures should be in place. If achieving treatment planned goals are
rewarded, there should be some way of verifying these (e.g., ticket stubs from a
museum, job application, or 12-step meeting attendance cards.)
¢) Consistency in application of contingencies. If the rules are bent they quickly
become ineffective.
d) Use of social reinforcement along with other rewards as much as possible.

Acknowledging accomplishments in groups magnifies the cffects tremendously.

Some examples of contingency management used in the Matrix programs include:
e Abstinence: At the beginning of each group session patients are asked to place

colored stickers “*dots” on a calendar for cach drug free day. The session opens with
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cach patient reviewing number of days of abstinence. This public recording of data
provides an excellent opportunity to explicitly reinforce the achievement of gaining
drug free days.

Urine results: Everyone who provides a drug-free urine cach week participates in a
pizza party at the end of the week

Attendance: Participants who attend all treatment sessions over the course of a month
carn a gift card which is presented in group. Those who attend 80% of treatment
session earn a gift card of lesser value.

Promptness: Cookies and chocolates are put out 5 minutes prior to the start of group
and are left out until 5 minutes after. Only those who are present within this 10-
minute period have access to the treats.

Behavior in group: Counselors give stickers during group to clients who say
something rellective of a positive change in attitude or recovery behavior, something
supportive of other group members, or for abiding by group rules for the entire group.
The stickers are typically put on the outside of treatment binders and the quickly

achieve value in groups.

The cost of these incentives is very small and can be offset by better attendance where fee-for-

service billings are the basis for program income. Local merchants may also donate gift cars or

merchandise to reduce costs of contingency management.
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6) Family Education

The Matrix model involves family members in the treatment program. “Family” includes all
those people who are part of their everyday existence and are close to them. This includes
biological family as well as partners, close friends, associates and people who are part of their
extended family. Providing the family with education such as information on classically
conditioned craving helps make the patient’s behavior prior entering treatment understandable
and it helps to demystify treatment and recovery. It is also important for significant others to be
better prepared for the range of events such as lapses that may happen during the recovery

process.

In the initial stages of treatment, family members will need to decide whether they are willing to
be part of the recovery process. It is often necessary for therapists using the Matrix Model to
schedule a session with family member to explain the manners in which they can be helpful in
participating in the treatment process and strongly encouraging them to attend scheduled
sessions.  Addiction is presented to the family as a chronic condition which they can be helpful
in remediating by providing support for the patient. By presenting their role as providing
supportive and positive assistance, as opposed to entering “therapy” for their family systems
pathology, family members are often more willing to help support the recovery process and

attend treatment.

Not all family members will want to be a part of the recovery process, despite the urging by the
therapist or patient. There are many reasons for this. One may be that the family members feel

they have been through tremendous stress and disappointment and that they cannot put
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themselves through any more of the emotional turmoil. These people usually still care very
deeply for their affected family member but cannot stand to keep watching them destroy their
life. Usually they have been involved in previous treatment attempts and are exhausted,
cmotionally and financially, from multiple unsuccessful attempts at recovery. Another reason
for family members being unwilling to participate may be that that they are very angry. They
may be tired of all the family resources being expended fruitlessly on battling the addiction.
Other family members say they are just tired of all the deception and turmoil that is part of the
addiction and they are not willing to invest more energy into helping the patient recover. These
family members might say something like “This is your problem not mine. Go get fixed and
when you are all better we can continue leading our lives together.™ In these circumstances, if
the patient initiates treatment and demonstrates some positive progress, family members can then

be approached again and invited to participate.

7) Self-Help Groups

AA/NA meetings are widely available, are free of charge, and provide a place where recovering

people can meet others who are dealing with many of the same issues. Recently there have been
some well designed studies that have demonstrated empirically the usefulness of participation in
12-Step programs. It makes sense for patients to use the meetings as an ongoing resource if they
find them beneficial, and the Matrix Model includes topics designed to familiarize patients with

this resource.

Not everyone responds favorably to the concepts of the 12-Steps or to the groups themselves.

Many patients are not willing to attend 12-Step meetings, or they sample one or two meetings
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and find them unhelpful/aversive. Much of the resistance to the 12-Step program concerns the
“spiritual” dimension of AA/NA. This resistance can be reduced by urging patients to focus on
other benefits of the program which they can find useful. For example, one basic principle of the
Matrix approach is the creation of structure and development of non-drug related activities. The
12-Step groups can be presented as a means to construct a schedule with drug-free activities
during high-risk time periods. Often motivational interviewing strategies can be helpful in

addressing resistance to participation in 12-Step program involvement.

8) Urine and Breath Alcohol Testing

The Matrix approach requires accurate information on the drug use status of patients as they
progress through treatment. The most accurate means of monitoring clients for drug and alcohol
use during treatment is through the use of urine and breath alcohol testing. The variety of testing
options available today makes it much casier for programs to regularly administer the tests than
in the past. Tests can be analyzed on site or sent out to laboratories. Specimens can be monitored
with temperature strips, they can be observed or unobserved. Regardless of the specific
procedure used, the objective is the same: to monitor drug use and to provide feedback to the
patient. Some patients may resist the necessity of urine testing. They may view the procedure as
coercive or indicative of mistrust by the treatment program staff. It is possible to mitigate this
resistance by describing the purpose of the testing as offering objective evidence of the patient’s
abstinence, if situations occur when family members or others make accusations of drug use.
Patients will often say things like, “You don’t need to test me. Why would I come in here and lie

about using? I will tell you if [ use.” It’s important to let new patients know that the testing
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procedure is a standard part of the program, and that urine testing is not a way of ““catching”

misbehavior.

One important point to take into consideration is that urine testing should not be presented
primarily as a monitoring measure. Instead of being used as a policing device, testing should be
seen as a way to help a person not use drugs. Urine and breath alcohol testing done in a clinical

setting for clinical purposes is quite different from urine testing that is done for legal monitoring.

Summar
The Matrix Model provides an integrated treatment experience for drug and alcohol users
through a cognitive/behavioral approach, imbued with a motivational interviewing style, and
supplemented with contingency management. The program as outlined here is typical and ideal.
It has also been delivered within the context of medication-assisted treatment, with criminal
justice patients (including a drug court), and as a track of residential treatment. In addition, as a
result of the vagaries of funding (particularly managed care), or other requirements (our drug
court is an 18-month program) treatment durations have not always been the 16-weeks described
here. Our experience is that some variation on the ideal does not sacrifice effectiveness as long

as there is adherence to the cognitive/behavioral elements of the Model.

In the future, we plan to augment this treatment approach with additional evidence-based
interventions in order to sustain and increase effectiveness, and to expand the focus of treatment.

For example, we hope to more successfully extend patient care beyond the initial intensive phase
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through applications of contingencics targeting attendance in continuing care groups, or through

scheduled telephone follow-up calls.
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Resources

Treatment Materials:

Matrix Institute (2006). Matrix Model; Culturally Designed Client Handouts for American

Indians/Alaskan Natives. Los Angeles: Matrix Institute.

Rawson, R.A., McCann, M.J., Obert, J.L. (2005). The Matrix Model Handouts and Worksheets.

The Family Unit Spanish CD-Rom. Center City, Minnesota: Hazelden.
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Spanish CD-Rom. Center City, Minnesota: Hazelden.

Rawson, R.A., Obert, J.L., McCann, M.J., Ling, W. (2005). The Matrix Model Intensive
Outpatient Alcohol and Drug Treatment Program: a 16-week Individualized Program. Center

City, Minnesota: Hazelden,

SAMHSA (2006). Matrix Intensive OQutpatient Treatment for People with Stimulant Use

Disorders. Rockville, MD: U.S. Department of Health and Human Services.
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Training

The Matrix Model has been extensively disseminated over the past several years. There is a
standard training curriculum. Training procedures include an initial 2-day training in the Matrix
Model with follow-up intensive training in order to better achieve a reliable and faithful
translation of training into a Matrix Model treatment program. All agencies who receive Matrix
Model training identify a "Key Supervisor" who receives additional training at the Matrix
Institute clinics and ongoing guidance in clinical supervision and maintenance of fidelity. This
person will be a contact person for Matrix and will be the individual who assumes responsibility
for assisting the program in getting the Model in place and maintaining a standard of practice
with regard to fidelity. During their visits to Matrix in Los Angeles and following, the Key
Supervisors are trained to supervise clinicians in the Matrix Model of treatment, to work with
administrators to adapt the Model to their settings, and to administer the fidelity instruments.
They have access to consultations with experienced Matrix clinicians, they are listed on the
Matrix website as Key Supervisors, and they participate in a national listserve designed to
connect all the Key Supervisors in the country and engage them in devising and developing ways
to best disseminate the Matrix Model. Matrix uses this network of Key Supervisors to

communicate changes and updates to the program.

Information regarding training is available at www.matrixinstitute.org
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Charity Care Policy and Sliding Fee Scale
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ONNECTICUT

Counseling & Wellness

PRO BONO POLICY

Connecticut Counseling and Wellness has been servicing the residents of the greater Waterbury area
for over 20 years. We offer clinical services to those affected by the disease of addiction, including but
not limited to the identified client and their family. We recognize that there are residents of our
community who do not have the resources or support to battle their disease, as such, we accept several
Pro Bono clients per year.

Connecticut Counseling and Wellness determines Pro Bono status on a case by case basis; typically

we discuss the need for Pro Bono services with referral source, verify client's inability to pay and
determine those who demonstrate a need that can be best met by our clinical area of expertise.

“Because of our kinship with the suffering, our channels to contact have always been charged with the
language of the heart”

- Bill W.
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CONNECTICUT

Counseling & Wellness

Fee Scale and Fee Agreement

SERVICES FEE :

Intake - $150.00

Individual 60 minute session: $100.00
Group session: $75.00

FEE AGREEMENT If you have Medical Assistance or private insurance we will bill your insurance
company for services at the established rate. You are responsible for any co-payments and deductibles.
If your insurance does not pay in full, you will be responsible for the amount not paid by your insurance
company. The Fee agreement does not apply to co-pays and deductibles since those rates are set by
your insurance company or Medicaid. This Fee agreement only applies if you do not have insurance or if
your insurance does not cover behavioral health services. CCW will help verify coverage, but financial
obligations are still the responsibility of the client. Should your coverage change or be denied by the
insurance company you are responsible for paying for the services you or your child receives. Fees are
subject to change at the beginning of each calendar year. You may request a copy of the fee schedule
at any time. If you do not have insurance, or if your insurance benefits have been exhausted, you will be
responsible for paying the rate established on this fee agreement. You are also responsible for
continued payment at the agreed upon rate once your maximum insurance benefits have been used. If
you cannot afford the fees listed, you may request a sliding or reduced fee. This sliding fee will be taken
from a sliding fee scale that is based on income and number of dependents. Proof of income is required
to set the sliding fee amount below the full rates listed above. If you do not provide proof of income you
will be charged the full amount. This agreement is re-negotiable with loss of insurance or change in
income or family size. It will be agreed upon at your first session.
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SLIDING (REDUCED) FEE SCALE: Connecticut Counseling and wellness services are offered for a
reduced fee for those who may not be able to afford the full price. These lower fees are based on

income and family size.

Sliding fee scale for Intake may be reduced to $75.00 from the standard $150.00
Individual sessions may be reduced to $50.00 per one hour session, from the standard $100.00
Group sessions may be available at $25.00 per session , down from the standard $75.00

| attest that the information provided above is true and agree to pay the established fee as listed in the
table above. | also authorize the agency to release any information necessary to process my insurance
claims. | further acknowledge that this information has been reviewed with me and that | have received a

copy.

Client or Parent/Guardian’s Signature: Date:

Therapist's Signature: Date:
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ATTACHMENT VI

Balance Sheets, Statements of Operations, and Tax Returns
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1776 Meriden Road * Wolcott CT * 06716

PROFIT AND LOSS
January - December 2016

TOTAL
INCOME
cash, checks, copays -50.00
Edward Edgar 75.00
Gerry Marcll 9,985.00
Insurance compensation / Ed -8.37
Sales 258,975.43
Stave Smolka 17,615.00
Uncategorized Income ‘ 35.00
Total Income $286,590.08
GROSS PROFIT $286,590.06
EXPENSES
Bank fee 519.30
Bookkeeping 1,210.00
Credit Card Fees 73213
donation 600.00
Expense Reimbursement 684.60
Health Insurance 1,448.40
insurance 398.00
Licenses & Permils 380.00
Oftfice Expense 3,772.86
Payroll Expenses 13,531.44
Professienal expense 8,606.24
rent 12,000.00
Subcontractors 165,728.73
supplies 2,326.21
Tax Collector, Walerbury 117.02
Uncategorized Expense 890.89
Utility (Ol 1,007.20
Utility (Telecom) 985.79
voided 0.00
Total Expenses - © $214,937.81
NET OPERATING INCOME $71,652.25
OTHER EXPENSES
Bad Debt 781.63
fee difference 55,365.30
write ofl 4,149.29
Total Other Expenses $60,296.22
NET OTHER INCOME - $ -60,296.22
NET INCOME $11,356.03

Accrual Basis Monday, Febroary 20, 2017 12:45 PM GMT-8
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1776 Meriden Road * Wolcott CT * 06716

BALANCE SHEET
As of December 31, 2016

TOTAL
ASSETS
Current Assets
Bank Accounts
Checking 6,472.53
Total Bank Accounts $6,472.53
Accounts Receivable
Accounts Receivabie 53.649.91
Total Accounts Receivable - $53,649.91
Other Current Assels
Accounls Receivabie - Adj 2,214.78
Accounts Receivable - Tax Adj 0.00
Prepaid expense 1,500.00
Securily Deposit 1,500.00
Undeposited Funds -2,116.29
Total Other Current Assets T $3,098.49
Total Current Assets N © $63,220.93
Fixed Assels
Accumulated Dapraociation -9,387.00
Bldg and Olher Assels 9,387.00
Total FIxed Assets $0.00
Other Assets
Goodwill 9.613.00
Goodwill - Accum Amortization -1,816.00
Seclion 754 Accum Depreciation -368.20
Section 754 Adjustment 5,156.20
voided chack 0.00
Total Other Assets $12,585.00
TOTAL ASSETS $75,805.93
LIABILITIES AND EQUITY
|_iabilities
Current Liabilities
Credit Cards
First Data -2.72
Total Credit Cards $§-272
Other Current Liabilities
due to J Marcil o 10,900.00
Total Other Current Liabilities $10,900.00
Total Current Llabilities $10,897.28
Total Llabilities $10,897.28
Equity
Member Equily - Jerry 72,979.56
Draw- Marcil, Jerry -18,925.00

Accrual Basis Monday, February 20, 2017 12:47 PM GMT-8
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TOTAL

Investmnt- Marcil, Jerry
Total Member Equity - Jerry
Member Equity- Steve

Draw- Smolka, Steve

Investmnt- Smolka, Steve
Total Member Equity- Steve
Relainad Earnings
Nel income

Total Equity

TOTAL LIABILITIES AND EQUITY

0.00
54,054.56
0.00

0.00

0.00

0.00
-501.94
11,356.03
$64,908.65

$75,805.93

Accrual Basis Monday, February 20. 2017 12:47 PM GMT-8
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4:21 PM Counseling Center of Waterbury

01/26/16 Profit & Loss

Accrual Basis January through December 2015

Ordinary Income/Expense
Income

Gross Profit

Expense
Amortization
Bank feo
Credit Card Fees
Office Expense
Prior Period Adjustments
Professianal expense
refund
rent
stale business tax
Subcontractors
supplies
Tax Collector, Waterhbury
Utility (Electric)
Utility (Gas)
Utility (Qil)
Ulility (Telecom)

Total Expense

Net Ordinary income

Other Income/Expense
Other Expense
Bad Debt

Total Other Expense
Net Other Income

Net Income

OHCA 000188

Jan - Dec 15

291,926.95

221,926.95

541.00
207.85
782.15
16,509.62
13,205.38
5,279.95
148.00
13.844,00
250,00

87 566.25
1,647.33
117.02
2.210.24
1.461.60
464.30
2,273.93

146,798,748

145,128.17

19.968.56

19,968.56

-19,968.56

125,159.61
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4:00 PM Counseling Center of Waterbury

01726116 Balance Sheet
Accrual Basis As of December 31, 2015
Dec 31,15
ASSETS
Current Assets
Checking/Savings
Checking 1,837.62
Total Checking/Savings 1.837.62
Accounts Receivable
Accounts Receivable 56.216.94
Total Accounts Receivable 56,21G6.94
Other Current Assets
Security Deposit 1.100.00
Undeposited Funds -660.00
Total Other Current Assets 440.00
Total Current Assets 58,194,56
Fixed Assets
Accumulated Depreciation -9,387.00
Bldg and Other Assets 9,387.00
Total Fixed Assets 0.00
Other Assets
Goodwill
Accumulated Amortization -1.816.00
Goodwill - Other 9,613.00
Total Goodwill 7,797.00
Soction 754 Adjustment B = 5,156.20
Total Other Assets 12,953.20
TOTAL ASSETS 71,447.76
LIABILITIES & EQUITY
Equity
Member Equity- Sleve
Draw- Smolka, Steve -56.100.00
Member Equity- Stevo - Other 56,100.00
Total Member Equity- Steve 0.00
Member Equity - Jerry
Draw- Marcil, Jerry -56,750.00
Member Equity - Jerry - Other 128,197.76
Total Memher Equily - Jerry 7144776
Retained Earnings -125,169.61
Net Income 125,169.61
Total Equity » — 71.{31,76
TOTAL LIABILITIES & EQUITY 71,447.76
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1065 U.S. Return of Partnership Income OV No, 1836:0128
;)‘?E::::‘—;:|: '(::l:, Fie catendar year 2074, o7 1ax year baginning _ . L ending v . 20 1 5
A Poncipal busress acivily Name ol palnership D E:‘rpb) e identification
COUNSELING COUNSELING CENTER OF WATERBURY, LLC 46-1590675
) Pracipo product ar samvice Tg?ﬂ Nutnoer, street, and 10om o suita ne, If a P.O. box, see the inshuctions E Data business stated

Printl5 25 WOLCOTT STREET 01/01/2013

COUNSELING Cily or town, siale or pravinca. country, and ZIF or foraign pastal cade FoTotal assels
C Business coude nuinber
621420 WATERBURY CT 06705 $ 72,980,

6 Check applicable boxes: (1) Initial return -~ (2) [X ] Final return (3) I___—]NAHIDCI\HHQG (4) [__I Address change (5) [_] Amended return
(6) ["] Technical termination - also check (1) or (2)

H  Check accounting method: (1) [__lcash (2) LX] Accrual (3} {1 other (specify) P> .
I Number of Schedules K-1. Attach ong for each person who was a partner at any time during the tax year b 2
J___Check if Sehedules C and M-3 are attached | = diaiasis s : SV SfSsERy i S5 E:]

Caution. Include only trade or business income and expenses on lines 1a through 22 below. See the instructions for more information,

1 a [woss recepls or sales 1a 339 2 195.
b Ratres did allowances ) 1b 60,473,
¢ Balance. Subtract ine 10 from ling 1a 1c 278,722
g 2 Cost of goods sold {attach Form 1125-A) 2
E| 8 Gross profit. Subtractiine 2 trom line 1c 3 278,722,
g 4 Ordinary income {loss) liom other parinerships, estates, and trusls {atlach slatement) 4
5 Nettarm prolit (loss) (atach Schedule I (Form 1040)) 5
6 Netgan (loss)irom Form 4797, PartIl, line 17 (altach Form 4797y . 6
7 Other income {loss) (altach slalemant) 7
8 Total income (loss). Combine lines 3 through 7 8 278,722,
| 9 Salaries and wages {other than to partners) (iess employrent credits) 9
g (L PR T TV IR T e e I AT ey O e i e 10
© | 11 Repaus and maintenance 1
€| 12 Bud debls _ . 12 19,969.
S| 18  Ram ) 13 12,044.
2| 14 Taxes and licenses 14 367.
% 15 Inferest . : ; 15
% 16 @ Depreciation (il required, attach Form 4562) - 16a
f: b Laas depreciation raported on Form 1125-A and elsewhers onretuin . 16b 16¢
S | 17 Uepletion (Do not deduct oil and gas depletion.) . e RO I 4
S| 18 Retrementplans,ete. e e |18
@ [ 19 Employee benefil programs A e S P 19
o
3| 20 Other deductions (atlach statement) . _SEE STATEMENT 1 20 119,282,
8
| 21 Total deductions. Add the amournits shown n the lar sight column for lines 9 thiough 20 S— |2 151,662,
22 Drdinary busingss jncome {loss). Subtract ling 21 from line 8 A 22 127,060.
el panaltins of porjuy. | daclaie that | hayve sxamined 1y telurn, includng ur)nomnmymg scneduleu and slalsmvlv :md o mu m! of my knowirdge and oeief, Il is trye,
Loand complite. Osciaralon of preparer othel han ganeral puiner or litmitad Jiadility comgany memper manager) s taced on all Informatian of which prapares nas any
S'D" ' May Ihe RS divcuss this relum
Here with e prapaser shown Below
} Signalure of geaoral partne of (miled [aEiil; compary Member mainaget » Dale tsea Inelr.)? m Yes D No
Frl/Type prepacen’s nama Preparer's signature Date Chedi E i PTIN
JOHN J. MOONEY, CPA, seli-employed
Paid CFE P00167755
Preparer Firm's name |y,
Use Only BAILEY MOORE GLAZER SCHAEFER PROTO LLP rmsen P 06-0674931
Firm's addross ’16 LUNAR DRIVE
WOODBRIDGE, CT 06525-9941 ponens, (203)397-7700
LHA For Paperwork Reduction Act Notice, see separate Instructions, Form 1065 (2015)
A0y

3292 38
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Form 1065 (2015) COUNSELING CENTER OF WATERBURY, LLC 46-1590675 Page 2

| Schedule B| Other Information

1

What lype of entity is filing this relurn? Chack the applicalile box!
a [_j{] Domestic general partnership b [:] Domestic limited partnership
I,»J Domestic limited liabilily company d L_'] Domestic timited liability partnership
3 l JFc«exqu_«lnushlp [ _1 Othoi

Yes | No

2

Aany time duting the 1ax vear, was any pariner in the parinership a disregarded enlily, a partnership (Including an enlity treated as a
partnershipd, a trust, an S corporation, an estate (other than an estale of a decaased partner), or a nomine# or simifar person?

Atthe end of 1he tax year:

a  Did any foreign or domestic carporation, partnership (including any entity treated as a partnership), teust, or lax-exernpt arganization, or
any foreign government own, directly or indirectly, an interest of 50% or more in e prolil, loss, or capital of the partnership? For iules of
canstructive ownership, see insliuclions. 11 "Yes,” attach Schedule 8-1, Information on Partners Qwning 50% or More of the Partnership

b Did any individual o estate own, divectly or indirectly, an inlerest of 50% or more in the profit, 10ss, or eapital of the partnership? For rules of
censlructive pwnership, see instructions. If “Yes," attach Schedule B-1, Inforimation on Partners Owning 50% or More of the Parlnership

Al the end of the tax year, did the parlnership:

a  Own directly 20% or more, or own, directly or indirgctly, 50% or more of the tolal vating power of all classes of stock entitled (o vole of any foreign

or domestic corporation? For rules of constructive ownership, see instructions. 1 "Yes," complete (i) through (iv) below

X

(i) Mame 0! Corporation ('L‘E)ﬂﬁ:""g;fl; (iii) Counlry of

Number (it any) Incorporation

(iv) Percantage
Qwned in
Viting Stock

b Own directly an interest of 20% or more, or own, dneclly or indirectly, an interest of 50% or more in the profil, loss, or capital in any foreign or
domastic partnership (including sn entity 1reated as a partnership) or i the beneficial interest of a trust? For rules of conslructive ownership, see

mshuctions, It Yes," complate (i) through {v) below oSt ) S e R AR X
i Name i i1) Emplayer 2ol E i v G V) Waumum

(i) Name of Entity moc!ut.!:mmﬁ o (iii) Type of Entity | (iv) Gountry of Pu(ul)unwwu!aln

(it ares Organization #roli Lass, ur Capitat

OHCA 000191

Yes | No
5 Did Ihe parinarship file Form 8843, Election of Partnership Level Tax Trealment, or @n eleclion stalemenl unde
seclion 623 1(a)(1)(B)i) for partnership-level lax teatmen, thal is in effect for this tax year? See Form 8843
far more details . SR X
6 Daes the partnership salisfy all four of the followmg con(hnons.7
a  The partnarship’s lolal receipts for the tax year were less than $250,000.
b The partnership's (otal assels at the end of the tax year were less than $ 1 milion.
¢ Scherules K-1 are filed with the teturn and furmshed to the partness on v belore the due date Gucluding extensons) for (he partngrship
relum.
d The partnership s not tiling and is not required to file Schedule M-3 X
1H*Yes," the parinership is not required to complete Schedules L, M-1, and 1-2; ||cmF on page 1 of Form 1065;
of ltem L on Sehedule K-1,
7 ls lis partnership a publicly traded partnership as defined in section 469(k)(2)? ... R , o
8 Dunng the lax year, did the partnership have any debl that was cancelled, was lauuvm or had the tenns uuulmmt s0as to reduce lhe
principal amount of the deb? .. .o e e X
9 Has this partnership filed, or is it required to me H\rm 8‘118 M'ﬂerlal Advisor (Jmir)sure bta{mnent 10 pvowde |nlm rmtuon on any
reportable WaNSACHONT. iccussyoiecinisinn siersvermio soviovesnscei oo sipsesage s e X
10 Alany time during calendar year 2015 dud the pann:rsmp have an mte:esl nora smmlure or olher autharity over a hnancnl accounl m a
foreign country (such as a bank account. securities acceunt, or other financial account)? See the instructions for exceptions and filing
etuirzrnents for FnCEN Forn 114, Report ol Fareign Bank and Financial Accounts (FBAR). [ "Yes," enter the name of the fureign counlry.
| 4 X
Form 1065 (2015)
LARIVAR]
V2423105
2
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l-orm

1065 (2015) COUNSELING CENTER OF WATERBURY, LLC 46-1590675 Page3

| Schedule B| Other Information (continued)

Yes | No
11 Alany time during the tax year, did the partnership receive a distibulion from, or was it the grantor of, or transferor 10, a foieign trust? If “Yes,”
the partnership may have to file Form 3520, Annual Return To Report Transactions With Foreign Trusts and Receipt of Cerlain Foreign Gifts.
SeeinSlUCONS . e X
12a 15 the parnesship making, ol had il pleuouslv madp mnd not revude) 4 sec h()n 754 eleclion? X |
Se nstruclions lor detalls regarding & section 754 election.
b [hd the partnerstip miake lor this lax year an aptional hasis adjustment under section 743(b) or 734(0)? 1f"Yes,” altach a statement showing
the computation and allocation ol (he basis adjustment, See instructions STATEMENT 2 5 X
¢ Is the partnership required to adjust the basis of partnership assels under secllon 743(b) or 734(b) because of a subslantial hunll in luss (as lle!med
under section 743(d)) or substantial basis reduction (as delined under section 734(d))? 1l “Yes," altach a statement showing the computation and
allocation of lhe basis adjustinent, See instruetions . . e X
13 Check this hox if, during the current or prior tax year, the pallnel ship mqlnhule(l any property received in a like- kmd exchange or conlributed sut.h
properly to another entity (other than disregarded entitics wholly owned by the partnership throughout the tax year) . . . ) »
14 Atany time during the lax year, did the partnership distribute to any partner a tenancy-in-common or other undivided interest in partnership
1 A X
15 M the patnership is leumred to mp Fnrm 88‘8 lnlurnmlvon Relurn of U S Pmsous Wllh Resppcl Ta Foreign Dlsmgamed tnnues enler lhe
number ol Forms 8858 attached. Sge insiructions P
16 Daes the pannership have any foreign partners? 1t "Yes," enter the number of Forms 8805, Foreign Partner's Information Statement of
. Section 1446 Withholding Tax, filed for (his partnership. X
17__Enter the numbaer of Forms 8865, Return of U.S. Parsons With Respact (o Certain Foreign Partnerships. attached 1o this retur, pp-
18a  [id you make any payments in 2015 thal would require you Lo lits Form{s) 10997 See instiuctions X
b IrYes," did you or will you file required Form(s) 10997 X
19 Ente (he nuinber of Form(s) 5471, Information Return of U.S. Pmsom With Respect To (‘Pmm Foreign [‘otpmannns aﬂa(‘hwl
1o 1lis return, B>
20 Fnter the number of pariners that are toreign governmenls under section 892. P B
Designation of Tax Matters Partner {se2 instruclions)
Entar below the general partner or member-manager designaled as the tax matters pariner (TMP) for the fax year of this relum:
Name of Identifying
designated TMP > GERARD MARCIL numher of TP B ¥ * % _k* _ 26529
I the TMP is an Phoie
antity, name of TMP ;
[epresentative number of TMP P
P 175 PEACH ORCHARD ROAD

sevinaied TP ” WATERBURY, CT 06706

51102

Farm 1065 (2015)

12-23418

.0110307 747646 4026
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Form 1065 (2015) COUNSELING CENTER OF WATERBURY, LLC 46-1590675 Pages

Schedule K| Partners’ Distributive Share Items Total amount
1 Ordinary business incame {loss) (page 1, ling 22) e 1 127,060,
2 Nelrenlalraal estate income (loss) (atlach Form 8826) . . . . e B 2
3 a (ther gross rental income (less) 3a
b Expensea from other rental activities (attach nlaIunbnl] 3b o
o Other nat rental ncome (lossp, Subhact ling 30 feom line 3a B 3¢
= 4 Guaranteed paymgnts Sisvaima 4
§ 5 Interestincome : DY ' T A : )
o | 6 UDividends: a Ordinary dividends GRS 76 ; AerofOpsisiags 6a
E b OQualified dividends _ . [ s |
§ 7 Rovallies . I 7
8 MNetshorl-lerm Laplldi gain (loss) (attach Scheduic D (Form 1063)) B, 8
9 a Net long-term capital gain (loss) (attach Schedule I (Form 1065)) RS PR e Sidaia i 92
b Collectibies {28%) gain (l0ss) m— A = — 9b
¢ Unrecaplured section 1250 gain (altach .,nlemenl) N en el 9c
10 Net seclion 1231 gain (loss) (attach Form 4797) s I ; . 10 _—
11 Other income (loss) (see instructions) Type B 11
= 12 Seclion 178 deduchion (altaeh Form 4562) ) 12
S | 13 a Conibuions . : . 13a
§ b investrment inferest expense R e : NN P S 13b
2 ¢ Section 5(e)?) expendituies: (1) Type B> {2) Amount > | 13¢{2)
4 d Other dedugtions (se¢ instructions) Type > SECTION 754 DEPRECIATION _ 13d 368.
%, 14 a Net carnings (loss) from sell-employment e — S 14a 127,060.
_-_E‘,“ b Gross fanmmg or lishing income B ) . ) e 14b
i o Gross nonlarn income e — s o TN e 14c 278,722,
15 a Low-income housing credit (section 4?(1)(5]1 ) e e 15a
b Low-income housing credit (other) MR IR A ' 15b
% ¢ Cualificd rehabilitation expenditures (rental rt.al estate) (attach Form 3468, if applicable) . 15¢
g o Other renlal ieal estale eredits (see inshuctions) Type P — 15d
e Other rental sredits (see instructions) Type P 158
I Other credils (See nstructions) Type B 151
16 & Name of couniry or \LS. possession
b Gross ncome fran all sonces 16b
W | o Giossincome sourced at parngr level o 16¢
5 Foreign gross incame soulced al partnership level
E d :lw' | 2 e Ceneral calegory P 1 Other | 161
g Deductions allocated and apportinned al partoner level
= 9 Interest expense P b Other e e B | 18R
§. Deductions allocated and appartioned at partnership lavel to foreign source income
g i fm}?,.b j General calegory B> kOlher P | 16k
- | Tolal foreign taxes (check ong). B Paid l:] Accrued Lj ) 161
m Beduclion in taxes available (o credit (attach slatement) 16m
n Olher foreign lax information (attach statement)
17 a Post-1946 depreciation adjustment [ S SO SR 172
S I Adjusted gain or loss = S, RN, 17b
gzg ¢ Depletion (other than oil and gas) it S T e i7c
gga d Qil, gas. and genthernial properties - Gross income e Dleep e o 17d
SEZ| e Oil gas, and geolhernial properties - deductions ) — ST ran e BRI
L1 Qi AMT items (attach statement) . e . 17
18 a Tax-axenpt interest income e, B R . 183
g b Qlher lax-exenpt income , R 18b
= ¢ Nondeductible expenses ) SN G S—— 18¢
g 19 a Dishibutions of cash and markelable securities = : 19a 132,694.
E b Disliibutiuns of olher properly 19b
:‘g 20 a investment income ‘ . 20a
o b lnvestmen! expenses B 20b
___s_Omr_llLrns_arm_Mms_(Mmemwm
Form 1065 (2019)
4
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For

m 1065 (2015)

COUNSELING CENTER OF WATERBURY, LLC

46-1590675 Pages

Analysis of Net Income (Loss)

1 Nstincome (mss), Combine Scheduls K. tines 1 the pugh 11 From tha resull, sublract the sum of Sehaedu'e K, lines 12 through 134, and 161 ] 1 I 12 6 1 6 92.
2 Anaiysis by i) Individua i - i
(.'Hlll:l‘.l [',q?ej {i) CGorpoxale ! )(ac(”\fle‘; 1 tm()plfilstl’;i\\l/g)ual (iv) Partnership ()ly{zi]lfi(l;gl\lif))lll NUIHiI'(IZZBI/OU\EI
a Goneral partners 126,692,
_ b Limiled paclners
[ Schedule L | Balance Sheets per Books
Assels Beginning of tax year End of tax year
(a) (b) (c) (d)
1 Cash 4,454. 1,838,
2a Trade notes and accounts roceivable 43,627. 56,217,
b Less allowance for had debts 43,627, 56,217.
3 Inveutoties I R
4 1L.S. government obligations
5 Tax-exempt secutities
6 Olher currenl assets (allach slmemun{) STATEMENT 3 1,100. 2,340.
1a LONes 10 paitners [0F pacsons relatad to pyiners) | |
b Morlgage and real estale loans
a.' Oiher investments (aflach stalement)
9a Buildings and other depreciable assets 9,387. 14,543.
b | pss accumulatid depreciation 9,387. 9,755, 4,788.
102 Daplntable assels
b Less accumulated depletion
11 Land (net of any amartization)
12a Inlangible assats (amortizable only) 9,613. 9,613.
b Iess acenmulated amartization 1,175, 8,438, 1,816. 7,797.
13 Other assets {(atlach statement)
14 Total assets 57,619. 72,980,
Liabilities and Capital
16 Accounts payable
1B Marigages, notes, vands peyable in fess than 1yeal
17 Other current liabilities (attach statement)  ISTATEMENT 4 3.,,637.,
18 Al nonrecoulse lpans
192 Coans fam parmnaz o pesons wlaled o portee:s:
b Moitganses, Aotes, DONUS payabie n | Y& b MOt
20 Cihiee habibties (aitach statement)
21 Partars capial acgounts 53,982, ‘ 72,980.
22 Iotal lnilities and capital _ 57.619. 72,980.
Schedule M-1 Reconc.llatlon of Income (Loss) per Books With Income (Loss) per Return
Note. The partnership may be required to file Schedule M-3 (see instructions).
1 Netincome (loss) per books 126 ,692.]6 Income recorded on books this year not included
2 Imumn included on Scheduie K, lings 1, 2, 3k. on Schedule K, lines 1 through 11 (itenvze):
5, Ba, 7, 8,9a, 10, and 11, not recorded on books a Tax-exemplinterest §
(s year (ilemize):
3 Guaranieed payments (other than health 7 Deductions included on Schedule K, lines 1
insurance through 13d, and 161, not charged againgt
4 Expences recoroed on Looka lius vear net insiudad on hook income this year (itemize):
Achenuie K, ines 1 thiouah 154, arcl 18! lisemizoy a Depiecialion S
a Uepreciation $ B Addlines 6 and / _ y
b Travel and enterlainment $ o 9 Income (loss) (Analysis of Net 'ncome (Loss},
Y Add lines 1 through 4 126,692 .] ling 1). Sublract line 8 from line § 126,692,
["Schedule M-2| Analysls of Partners' Capital Accounts
) Balance sl beginning of year 53,982.|6 Oistibulions; a Cash 132,694,
9 Capital conlributed: a Cash 25,000. b Propeily
b Praperty 7 (ther decreases (itemize): e
3 Netincome (loss) per hooks 126,692,
4 (lher increases (itemize): o 8 Add lines 6 and 7 . 132,694,
5 Add hines 1 lthUQh4 For 2 05 " 6 7 4 .| 9 Balence ol end of yoar. Subirael e 8 from lne & 72 n 9 8 0 .

511042
12-23-18

10110307 747646 4026

OHCA 000194
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SCHEDULE B-1 i : 0
(Form 1065) Information on Partners Owning 50% or

(Rev. December 2011) More of the Partnership OMB No. 1545.0099

Reparivent of lhe Treasury

Iiena: Retenue Seroce P> Attach to Form 1085. See Instructions.

Name of partnership Employer ientifcalion numpec
COUNSELING CENTER QOF WATERBURY, LLC 46-1590675

Part| Entities Owning 50% or Mare of the Partnership (Form 1065, Schedule B, Question 3a)

Camplete columns (i) thiough {v) below tor any foreign or domestic corperation, partnership (including any entity treated as a parinership), trust,
tax-exempt orgamzation, or any foreign government thal owns, directly or indirectly, an interest of 50% or more in the profit, loss, or capital of the
partnership (see instiuclions).

(i) Name of Entity (i) Employer (i) {iv) (v) Maximum
Identification Type of Entity Gountry of Organization |Percentage Owned
Number (if any) in Profit, Loss, or
Capital

Part Il Individuals or Estates Owning 50% or More of the Partnership (Form 1065, Schedule B, Question 3b)

Complete columns (i) through (iv) below for any individual or estate that owns, directly or indirectly. an interest of 50% or more in the profit, loss, or
capital of the partnership (see inslructions).

(I} Name of Individual or Estate (ii) Identifying (i) Country of Citizanship (see instructions) {iv) Maximum
Number (if any) Percentage Owned

in Profit, Loss,
or Capital __
GERARD MARCIL ¥k ¥ _**_2629 UNITED STATES 100.00
[.MHA For Paperwork Reduction Act Notice, see the Instructions for Form 1065. Schedule B-1 (Form 1065) (Rev, 12-2011)

ciovas
6
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4562 Depreciation and Amortization L dbis o T
e (Including Information on Listed Property) OTHER 1 20 15
P> Attach to your tax return.

Department o! the Treasury Allachment

Internal Revenue Service (001 > Informati bout Form 4562 s separate in s Is at www.lrs.gov/form4562. Sequenze No. 179
Name's) shown on return Business of aclvity to which this form relates Identifying number
COUNSELING CENTER OF WATERBURY, LLC 46-1590675

rPart i I Election To Expense Certain Property Under Section 178 Note: If you have any listed property, complete Part V before you complete Part |,

1 Maximum amount (see instructions) .. s e 1
2 Total cost of section 179 property placed in service (see mstmcttons) 2
3 Threshold cost of section 179 property hefore reduction in limitation . 3
4 Reduction in limitation, Subtract line 3 from line 2. If zero orless, enter -0- | i 4
5 Calliy fimitation fot bax year Sublract line 4 from line 1. If 2ero or luss, énter -0- If marned liling separately, see Inslructions ... ..o oy 6
5] (3) Description of property {p) Cesl (businass use only) {g) Elecled cosl
7 Listed propeity. Enter the amount fmm e e e o T [ 7
8 Total elected cost of section 179 property. Add amounts in column {c), Innes 6and7 o B
9 Tentative deduction. Enter the smaller of line5orline8 . . 9
10 Carryover of disallowed deduction from line 13 of your 2014 Form 4562 e . e |10
11 Business Incoma limitation. Enter the smaller of business income (not less than zero) or hne S o vaserans =14
12 Section 179 expense deduclion. Add lines 9 and 10, but do not enter more than line 11 R 12
13 Cairyover of disallowed deduction to 2016. Add lines 9 and 10, less Ine 12 .. PI 13 I
Note: Do not use Pan 1l or Part Ill below for listed property. Instead, uss Part V.
[ Part Il | special Depreciation Allowance and Other Depreciation (Do not include listed property.)
14 Special depreciation allowance for qualified property (other than listed property) placed in service during
the tax year 14
15 Propeity subject to section 168(0(1) BIBOHIOIN. <o rmar s e i e S T ra RS B o St e e s S v S s S 15
16_Other dapreciation (including ACRS) e i S 16
Part lll | MACRS Depreciation (Do not include listed properly ) (See msirucllons)
Section A
17 MACRS deductions for assets placed in service in tax years beginning before 2015 . 17 l
18 Lyan dre wil 1)t gruup any assels placed 1 service dunng the 1ax year 1o ooe of mole genersl assel decounts, check here
o ) ~ Section B - Assets Placed In Service During 2015 Tax Year Using the General Depreciation System
() Classifcalion of prepaty (r;x"]?llrczzd lgig::i:?-’wiﬂ:::ﬂ; (d} Recovery {¢] Convenlion [ (1) Methad {g) Duprecation Jeduclion
in sevice only - see mstuckons) paicd
19a 3-year property
b S-year proporty
e 7-year property
¢ 10-year property
e 15yearproperty
i 20-year property
g _25wyear property 25 yis. S/L
) ) / 27.5 yrs. MM S/L
h Residential rental property ] 27,5 yrs, MM SIL
. : / 39 yis. MM S/L
i Nonresidential real property / MM S e
Section C - Assets Placed in Service During 2015 Tax Year Using the Alternative Depreciation System
20a Class life S/L
b 12-year o 12 yrs, . S/L
c AQ.year / 40 YIS, MM S/
[Part IV| summary (See instructions.) S
21 Listed property. Enter amountfrom ne 28 .. . . 21
22 Total. Add amounts from line 12, lines 14 through 17, lines 19 and 20 in column (g) and llne 21
Enter here and on the appropriate lines of your return. Partnerships and S corporations - see instr. ... 22
23 For assets shown above and placed in service during the current year, enter the
portion of Lhe basis attributable to section 263A costs ......oovevniiiieeiiins . 123
?_J_f:;.‘”. LHA For Paperwork Reduction Act Notice, see separate instructions. Form 4562 (2015)
7
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http://www.lrs.QQv/torm4562

Form 4562 (2015) COUNSELING CENTER OF WATERBURY, LLC 46-1590675 Page 2

PartV | Listed Property (Include automobiles, certain other vehicles, certain aircraft, certain computers, and property used for entertainment,
recreation, or amusement.)

Note: Fer any vehicle for which you are using the standard mileage rate or deducting lease expense, complets only 2da, 24b, columns
(a) through (c) of Section A, all of Section B, and Section C if applicable.

Section A - Depreciation and Other information (Caution: See the instructions for limits for passenger automobiles.)

24a Do you have evidence Lo support the business/investrien! use claimed? [_Jves [ ]No|24bif"Yes." is the evidence written? [_] Yes [ ] No
4 (a) o [()zzﬂ HUE:I!ESS/ (d) Rasis for S:;)wermlon (ﬂ (Q] " (h) : Elc((;ill()(j
Wity | v | vesinent | o | emennan | LY UG, | TRl | seston 179
25 Special depreciation allewance for qualified listed property placed in service during the tax year and
used more than 50% In a qualified business USe ... ... S S G VO S s grssssvsive | 2D
26 Property used more than 50% in a qualified business use:
%
%
%
27 Properiy used 50% or less in a qualified business use:
_— & % SiL- s
e 2L % S/L -
% S/L -
28 Add amounts in column (h), lines 25 through 27. Enter here and on tine 21, page 1 ... I 28
29 Add amounts in column {i), line 26, Enter here and onlne 7, page 1 ... X s R e R e A I RS [ 20 —

Section B - Information an Use of Velncles
Complete this section for vehicies used by a sole proprietor, partner, or other "more than 5% owner," or related person. If you provided vehicles
lo your employees, first answer the questions in Seclion C to see if you mest an exception to completing this section for those vehicles,

(a) (b) {c) (d) (e) (f)

30 Tolal business/nvestment miles driven during the Vehicle Vehicle Vehicle Vehicle Vehicle Vehicls
yeal (do not include commuling miles)

31 Total commuting miles driven duiing the year

32 Total other personal (noncommuting) miles

driven
33 Total miles driven during the year.
Addl lines 30 through 32
34 \Vas the vehicle available for personal use Yes No Yes No Yes No Yes No Yes No Yes No
during off-duty hours?
35 Was the vehicle used primatily by a more
lhan 5% owner or relaled person?
36 Is another vehicle available for personal
Section C - Questions for Employers Wha Provide Vehicles for Use by Their Employees
Answer these questions to determine if you meet an exception to completing Section B for vehicles used by employees who are not more than 5%
owners or related persons. P
37 Do you maintain a written policy statement that prohibits all personal use of vehicles, including commuting. by your Yes | No
B BB T i i e i e A L SR m T a el 1O SETAND NS R OPSENE1 S W Eer G EE S SR XO SO G u b SR S I S SO SIS A (O S R ST YO A STIE SEF RN ST W o
38 Do you maintain a vnmen policy statement that prohums personal use of vehicles, except commuting, by your
employees? See the instructions for vehicles used by corporate officers, directors, ar 1% or more owners
39 Do you reat all use of vehicles by employees as personal use? ) T
40 Do you provide more than five vehicles to your employees, obtain information hom youn employees aboul
the use of the vehicles, and retain the information received?
41 Do you meet the requirements concerning qualified automobile demonstration use? ,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,
Note: If your answer to 37, 38, 39, 40, or 41 Is "Yes," do not complete Section B for the covered vehicles.
[ Part VI | Amortization

a (b) (c) (d) (e) (M)
Cescrplion of casls [zt2 amoizavon Apvorlizable Code Amenlzaticy A lizaticn
begins amoeunt aeslion peelod 01 patcentape fen tivs year B

42 Armortization of costs that begins during your 2015 tax year.

43 Amortization of costs that bagan before your 2015 taxyear ... e e, |48
44 Total. Add amounts in column (f). See Lhe instructions for vhere tugport R e .
516767 0 24 Form 4662 (2015}
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2015 DEPRECIATION AND AMORTIZATION REPORT

OTHER 1
e Description ooy [weton) wte | ¢ |5 cominamme | & | Seanar A Dot | Beciulig | Eecis | Dedstin. | Assamag
v [xcl Dcpraciation Expensz Depreciation
1|WAITING ROOM FURNITURE 01/21/713 200DH 5,00 | Y17 63¢C, €30, 0.
2|DOCTORS OFFICE FURNITURE 01/01/13 200DH S.C0 | HYL? 1,410, 1,410, 0,
3|GROUP ROOM FURNITURE 01/01/13 200DH S5.00 | HYJ17 g6C, 860. 9
4 |GROUP ROCM EDP 01/01/13 Z20DH S.00 | BY17 200. 200, 0,
S5|OFFICE FURNITURE 01/01/13 200DH 5.00 | HYjL7 790. 790. 0,
6 |OFFICE EDP 01/01/713 200DH S5.00 | HY|L7 150, 150. e.
7|BUSINESS OFFICE FURNITURE 01/01/1) 20CDH 5.00 | HYJ:7 630. 530. 0.
8 |BUSINESS OFFICE EDP 01/01/13 200DH 5.00 7 550. 550. 0.
9 |CENTRAL AREAR FURNITURE 01/01/13Y 200DH 5,00 7 50. 60. 0,
10| BACK OFFICE FURNITURE 01/291/13 200DH 5.00 7 700, 700. 0.
11| ARTWOFK 01/01/13 200DH 5.00 | EYL? 200, 200, 0.
12|FIXTURES 01/01/13 200DH 5.00 7 175, 175. 0,
13 |FIXTURES 01/01/13 200DH 5.00 | HY17 1,200, 1,200. [V
14| FIXTURES 01/01/13 200DH S,00 7 828. 828, 0.
15| FIXTURES 01/01/,13 200DH 5.C0 T 226, 226, 0.
16 | PIXTURES 01/01/13 200DH 5.00 7 778, 778. 0.l
* TOTXL OTHER DEPRECIATION 9,387, 9,387, c. 0. 0. 0.
335’::-...1-5 (D) - Asset dispased *\TC, Salvage. Bonus. Commercizl Revitalization Deduction. GO Zone
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Worksheet for Figuring Net Earnings (Loss) From Self-Employment

Narme of partnership Employer denlifcaton nuimber
COUNSELING CENTER OF WATERBURY, LLC 46-1590675
1 a Ordinary income (loss) (Schedule K, ling 1) , _ 1a 127,060.
b Netincome (loss) fron CERTAIN rental real eslate aclvities A 1b
¢ Netincome (loss) from other rental activities (Schedule K, line 3¢) e a e
d Netlpss c'rom Form 4787, Part 11, line 17, included on line 1a above. Enter s a positive
amount T P e — . 1d
e Other additions — o B 1e
{ Combine lines 1athrough te 4 1f 127,060.
2 a Net gain rom Form 4797, Part 11, line 17, included en line 1a ahove R 2a
b Uther subtractions , R s |2
¢ Add lines 2a and 2b . ——— ; A TCe s 2c
3 a Subtract line 2¢ om ling 11, Ifline 11is a loss, increase the loss on ling 1f by the amaunt
anline 2¢ o 3a 127,060,
b Part of line 3a sllocated Lo limited partoers, estates, lrusts, corporalions, exempt
arganizations, and IRAs R S 3b
¢ Subtract ling 3 trom line 3a . A —— — 3¢ 127,060.
4 a fuaranteed payments to partners (Schedule K, line 4) derived from a trade or business
as defined in section 1402(c) 1 . ; " 4a
b Parl of line 4a allocated to individual limited parineis for other than services and to
estales, fusts, corporations, exempt organizations, and (RAs 4b
¢ Subliact ling 4b from line 4a Yo r e AT 4o
§__ Netearmngs (loss) from seli-employment. Combine lines 3¢ and 4c. Enter here and on Schedule K, line t4a . . . .. 5 127,060.
A6GY
U4-01-1%
8.2
10110307 747646 4026 2015.03001 COUNSELING CENTER OF WATERB 4026 ___1
|

OHCA 000199



COUNSELING CENTER OF WATERBURY, LLC

46-1590675

FORM 1065 OTHER DEDUCTIONS STATEMENT 1
JESCRIPTION AMOUNT

AMORTIZATION EXPENSE 641.
3ANK CHARGES 298.
REDIT AND COLLECTION COSTS 782.
iXPENSE REIMBURSEMENTS 148.
JFFICE EXPENSE 16,510.
JUTSIDE SERVICES 87,566.
ROFESSIONAL EXPENSE 5,280.
SUPPLIES 1,647.
TELEPHONE 2,274,
JTILITIES 4,136.
FOTAL TO FORM 1065, LINE 20 119,282.

OPTIONAL BASIS
SECTION 743(B) ADJUSTMENT

SCHEDULE B

STATEMENT 2

IDENTIFICATION

JESCRIPTION NUMBER

AMOUNT

SECTION 754 ADJUSTMENT-FURNITURE

5,156.

SCHEDULE L OTHER CURRENT ASSETS STATEMENT 3
BEGINNING OF END OF TAX
JESCRIPTION TAX YEAR YEAR
JEPOSITS 1,100. 1,500.
?REPAID EXPENSE 840.
rOTAL TO SCHEDULE L, LINE 6 1,100. 2,340,

SCHEDULE L OTHER CURRENT LIABILITIES STATEMENT 4
BEGINNING OF END OF TAX
JESCRIPTION TAX YEAR YEAR
CREDITORS 3,637.
FOTAL TO SCHEDULE L, LINE 17 3%:6:37.
9 STATEMENT(S) 1, 2, 3, 4

10110307 747646 4026 2015,03001 COUNSELING CENTER OF WATERB 4026 1
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ATTACHMENT VIl

Financial Worksheet B
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FOR-PROFIT

Ap Name: C icut C ing & W Please provide one year of actual results and three years of projections of Total Entity revenue, expense and volume statistics
Fil ial Worksheet (B) without, incremental to and with the CON proposal in the following reporting format:
(1) (2) (3) (4) (5) (6) 7 (8) (8) (10) (11) (12) (13)
LINE [Total Entity: FY2016 FY2017 FY2017 FY2017 FY2018 FY2018 FY2018 FY2019 FY2019 FY2019 FY2020 FY2020 FY2020
Actual Projected |Projected  |Projected Projected |Projected [Projected Projected |Projected |Projected Projected |Projected |Projected
Description Results Wi/out CON | Incremental | With CON W/out CON |Incremental | With CON Wi/out CON |Incremental |With CON Wi/out CON |Incremental | With CON
A. OPERATING REVENUE
1 [Total Gross Patient Revenue $286.591 $296,622 $87,500 | $394,122 $307,004 | $234,000 | $541,004 $317,750 | $273,000 | $590.750 $328,871 | $312,000 | $640.871
2 |Less: Aliowances $0 $0 $0 $0 $0 $0 $0
3 |Less: Charity Care $0 $0 $0 $0 $0 $0 $0
4 |Less: Other Deductions $0 $0 $0 $0 $0 $0 $0
Net Patlent Service Revenue $286,591 $296,622 $97,500 | $394,122 $307,004 $234,000 | $541,004 $317,750 $273,000 | $590,750 $328,871 $312,000 | $640,871
5 [Medicare $0 $0 $0 S0 $0 | $0 $0
6 |Medicaid $93.000 $96,255 $31,590 | $127,845 $99,624 $75.816 | $175.440 $103,111 $88,452 | $191,563 $106,720 | $101,088 | $207,808
7 _|CHAMPUS & TriCare $0 $0 $0 $0 $0 $0 $0
8 |Other $700 $725 $195 $920 $750 $468 $1,218 $776 $546 $1.322 $803 $624 $1.427
Total Government $93,700 $96,980 $31,785 | $128,765 $100,374 $76,284 | $176,658 $103,887 $88,998 | $192,885 $107,523 | $101,712 | $209,235
9 [Commercial Insurers $65.300 $67,586 $22,327 | $89.913 $69,952 $53,586 | $123,538 $72,400 $62.517 | $134917 $74.934 $71.448 | $146382
10 [Uninsured $0 $0 $0 $0 $0 $0 $0
11_|[Self Pay $127,591 $132,056 $0 | $132,056 $136,678 $104,130 | $240.808 $141.463 $121,485 | $262,948 $146.414 $138,840 | $285254
12 |Workers Compensation $0 $0 $0 $0 $0 30 $0
13 _|Other $0 $0 $43.388 | $43,388 $0 $0 $0
Total Non-Government $192,891 $199,642 $65,715 | $265,357 $206,630 $157,716 | $364,346 $213,863 $184,002 | $397,865 $221,348 $210,288 | $431,636
Net Patlent Service Revenue"
(Government+Non-Government) $286,591 $296,622 $97,500 | $394,122 $307,004 $234,000 | $541,004 $317,750 $273,000 | $590,750 $328,871 $312,000 | $640,871
14 |Less: Provision for Bad Debts $782 $889 $292 | $1,181 $921 $702 |  $1,623 $953 $819 $1,772 $987 $936 $1,923
Net Patlent Service Revenue less provision
for bad debts $285,809 $295,733 $97,208 | $392,941 $306,083 $233,298 | $539,381 $316,797 $272,181 | $588,978 $327,884 $311,064 | $638.948
15 _|Other Operating Revenue $0 $0 $0 $0 $0 $0 $0
17 _|Net Assets Released from Restrictions S0 $0 $0 $0 $0 $0 $0
TOTAL OPERATING REVENUE $285,809 $296,733 $97,208 | $392,941 $306,083 $233,298 | $539.381 $316,797 $272,181 | $588,978 $327,884 $311,064 | $638,948
B. OPERATING EXPENSES
1 _|Salaries and Wages $165,729 $168,214 $40,000 | $208,214 $170,737 $40,600 | $211.337 $173,298 $41,209 | $214,507 $175,897 $41.827 | $217.724
2 _|Fringe Benefits $1.448 $1,470 $1.470 $1,492 $1.492 $1,514 $1.514 $1,537 $1,537
3 |Physicians Fees $0 $0 $0 S0 $0 $0 $0
4 _|Supplies and Druas $2,326 $2.361 $0 | §2361 $2,396 $2,396 $2,432 $2,432 $2,468 $2,468
5 _|Depreciation and Amortization $0 $0 $0 $0 $0 $0 $0
6 |Provision for Bad Debts-Other” $0 S0 $0 $0 $0 $0 $0
7__|Interest Expense $0 S0 $0 $0 $0 $0 $0
8 [Malpractice Insurance Cost $398 $404 30 $404 $410 $410 $416 $416 $422 $422
9 |Lease Expense $12,000 $12,180 30 | $12,180 $12,363 $12,363 $12,548 $12,548 $12,736 $12,736
10 |Other Operating Expenses $33,037 $33,533 $0 | $33,533 $34.036 $34,036 $34.546 $34.546 $35,064 $35,064
TOTAL OPERATING EXPENSES $214,938 $218,162 $40,000 | $258,162 $221,434 $40,800 | $262,034 $224,754 $41,209 | $265,963 $228,124 $41,827 | $269,951
INCOME/(LOSS) FROM OPERATIONS | [ $70,671 | [ sm2571] 57,208 [ $134,779 | [_$84849 | $192,698 | $277,347 | [ $92,043 | $230972] $323,015| [ se9.760 [ $269,237 | $368,997
NON-OPERATING INCOME ] [ $0 | [ $0 | $0 | s0 | [ [ [ s0 ] [ [ | s0 ] | [ [ $0
Income before provision for income taxes ] [ $70,871 | | _s77571|  $57,208 | $134,779 | [ sBasaa| $192,698 [ $277,347 | [ $92,043 ]| $230,972 $323,015 ] [ $99,760 | $269,237 | $368,997
Provision for income taxes® | [ $0 | [ $0 | $0 | $0 | [ | | $0 | [ 1 | $0 | [ | | $0
NET INCOME ] [ $70,871 | _$77571 ] 57,208 | $134,779 | [_$84,649 | $192,698 | $277,347 | [_$52043] $230972| $323,015] [ $99,780 | $269,237 | $368,997
¢. |Retained Eamnings, beginning of year ] [ $0 | [ $0 [ $0 | $0 ] [ [ | $0 | | | | $o0 | | | | $0
"_|Retained Eamings, end of year ] [ $0 | [ $0 | $0 | s0 | [ [ | $0 | [ | | $0 | [ [ | $0
Principal Payments | [ so] | so] $0 | sof | [ | so] | [ [ so| | | [ $0
D. PROFITABILITY SUMMARY
1_[Hospital Operating Margin 24.8% 26.2% 58.9%| 34.3% 27.7% 82.6% 51.4% 29.1% 84.9% 54.8% 30.4% 86.6% 67.8%
2 |Hospital Non Operating Margin 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%
3 |Hospital Total Margin 24.8% 26.2% 58.9% 34.3% 271.7% 82.6% 51.4% 29.1% 84.9% 54.8% 30.4% 86.6% 57.8%
E. FIEs e ] [ 4] [ 4] 1] T3S 4] 1] 5] [ 4] 1] 5] [ 4] 1] 5
UNMTUA UUUZUZ
F. VOLUME STATISTICS®




FOR-PROFIT

Appli Name: C: icut C ling & Well, Please provide one year of actual resuits and three years of projections of Total Entity revenue, expense and volume statistics
Financial Worksheet (B) without, incremental to and with the CON proposal in the following reporting format:
1) (2) _(3) (4) (5) (6) ] (8) (9) (10) (11) (12) (13)
LINE | Total Entity: FY2016 FY2017 FY2017 FY2017 FY2018 FY2018 FY2018 FY2019 FY2018 FY2019 FY2020 FY2020 FY2020
Actual Projected |Projected |Projected Projected |Projected |Projected Projected |Projected |Projected Projected |Projected |Projected
Description Results Wilout CON |Incremental |With CON Wiout CON | Incremental | With CON W/out CON |Incremental | With CON Wiout CON |Incremental | With CON
1 _|Inpatient Discharges 0 0 0 0 0 0 0
2 |Outpatient Visits 5,899 3,200 390 3,580 3,312 936 4,248 3.428 1,082 4,520 3,548 1,248 4,796
TOTAL VOLUME 5,899 3,200 390 3,580 3,312 936 4,248 3,428 1,092 4,520 3,548 1,248 4,796
*Total amount should equal the total amount on cell line "Net Patient Revenue” Row 14.

®Provide the amount of any transaction associated with Bad Debts not related to the provision of direct services to patients. For additional information, refer to FASB, No.2011-07, July 2011.
“Provide the amount of income taxes as defined by the Intemnal Revenue Services for for-profit entities.

Provide projected inpatient and/or outatient statistics for any new services and provide actual and projected inpatient and/or outpatient statistics for any existing services which will change due to the proposal.
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Applicant Name: Connecticut Counseling & Wellness
Financial Worksheet (B)

FOR-PROFIT
Please provide one year of actual results and three years of projections of Total Entity revenue, expense and volume statistics
without, incremental to and with the CON proposal in the following reporting format:

=

LINE

Total Entity:

Description

OPERATING REVENUE

Total Gross Patient Revenue

Less: Allowances

Less: Charity Care

Aw|N|R|>

Less: Other Deductions

Net Patient Service Revenue

Medicare

Medicaid

CHAMPUS & TriCare

(e ENIEep][é)]

Other

Total Government

Commercial Insurers

Uninsured

11

Self Pay

12

Workers Compensation

13

Other

Total Non-Government

Net Patient Service Revenue®
(Government+Non-Government)

14

[Less: Provision for Bad Debts

Net Patient Service Revenue less provision

for bad debts

15

Other Operating Revenue

Net Assets Released from Restrictions

TOTAL OPERATING REVENUE

OPERATING EXPENSES

Salaries and Wages

Fringe Benefits

Physicians Fees

Supplies and Drugs

Depreciation and Amortization

Provision for Bad Debts-Other®

Interest Expense

Malpractice Insurance Cost

Lease Expense

Blo|o|~N|o [afs]|w|n (- |P

Other Operating Expenses

TOTAL OPERATING EXPENSES

INCOME/(LOSS) FROM OPERATIONS

NON-OPERATING INCOME

Income before provision for income taxes

Provision for income taxes®

OHCA 000204

NET INCOME

1) 2 3) 4 (5) (6) (M) (8) 9 (10) (11) (12) (13)
FY2016 FY2017 FY2017 FY2017 FY2018 FY2018 FY2018 FY2019 FY2019 FY2019 FY2020 FY2020 FY2020
Actual Projected |Projected |Projected Projected |Projected |Projected Projected |Projected Projected Projected |Projected [Projected
Results W/out CON [Incremental |With CON W/out CON [Incremental (With CON W/out CON [Incremental |With CON W/out CON [Incremental |With CON

$286,591 $296,622 $97,500 | $394,122 $307,004 | $234,000 | $541,004 $317,750 | $273,000 | $590,750 $328,871 | $312,000 | $640,871

$0 $0 $0 $0 $0 $0 $0

$0 $0 $0 $0 $0 $0 $0

$0 $0 $0 $0 $0 $0 $0

$286,591 $296,622 $97,500 | $394,122 $307,004 |  $234,000 | $541,004 $317,750 | $273,000 | $590,750 $328,871 | $312,000 | $640,871

$0 $0 $0 $0 $0 $0 $0

$93,000 $96,255 $31,590 | $127,845 $99,624 $75,816 | $175,440 $103,111 $88,452 | $191,563 $106,720 | $101,088 | $207,808

$0 $0 $0 $0 $0 $0 $0

$700 $725 $195 $920 $750 $468 | $1,218 $776 $546 $1,322 $803 $624 $1,427

$93,700 $96,980 $31,785 | $128,765 $100,374 $76,284 | $176,658 $103,887 $88,998 | $192,885 $107,523 | $101,712 | $209,235
$65,300 $67,586 $22,327 | $89,913 $69,952 $53,586 | $123,538 $72,400 $62,517 | $134,917 $74,934 $71,448 | $146,382

$0 $0 $0 $0 $0 $0 $0

$127,591 $132,056 $0 | $132,056 $136,678 | $104,130 | $240,808 $141,463 |  $121,485 | $262,948 $146,414 |  $138,840 | $285,254

$0 $0 $0 $0 $0 $0 $0

$0 $0 $43,388 | $43,388 $0 $0 $0

$192,891 $199,642 $65,715 | $265,357 $206,630 | $157,716 | $364,346 $213,863 | $184,002 | $397,865 $221,348 | $210,288 | $431,636
$286,591 $296,622 $97,500 | $394,122 $307,004 |  $234,000 | $541,004 $317,750 | $273,000 | $590,750 $328,871 | $312,000 | $640,871
$782 $889 $292 | $1,181 $921 $702 | $1,623 $953 $819 $1,772 $987 $936 $1,923
$285,809 $295,733 $97,208 | $392,941 $306,083 | $233,298 | $539,381 $316,797 | $272,181 | $588,978 $327,884 | $311,064 | $638,948

$0 $0 $0 $0 $0 $0 $0

$0 $0 $0 $0 $0 $0 $0

$285,809 $295,733 $97,208 | $392,941 $306,083 | $233,298 | $539,381 $316,797 | $272,181 | $588,978 $327,884 | $311,064 | $638,948
$165,729 $168,214 $40,000 | $208,214 $170,737 $40,600 | $211,337 $173,298 $41,209 | $214,507 $175,897 $41,827 | $217,724
$1,448 $1,470 $1,470 $1,492 $1,492 $1,514 $1,514 $1,537 $1,537

$0 $0 $0 $0 $0 $0 $0

$2,326 $2,361 $0 |  $2,361 $2,396 $2,396 $2,432 $2,432 $2,468 $2,468

$0 $0 $0 $0 $0 $0 $0

$0 $0 $0 $0 $0 $0 $0

$0 $0 $0 $0 $0 $0 $0

$398 $404 $0 $404 $410 $410 $416 $416 $422 $422

$12,000 $12,180 $0 | $12,180 $12,363 $12,363 $12,548 $12,548 $12,736 $12,736
$33,037 $33,533 $0 | $33,533 $34,036 $34,036 $34,546 $34,546 $35,064 $35,064
$214,938 $218,162 $40,000 | $258,162 $221,434 $40,600 | $262,034 $224,754 $41,209 | $265,963 $228,124 $41,827 | $269,951

| $70,871 | [ $77571| $57,208 | $134,779 | [ $84,649 | $192,698 | $277,347 | [ $92,043 | $230,972 | $323,015 | | $99,760 | $269,237 | $368,997
| $0 | | $0 | $0 | $0 | | | | $0 | | | | $0 | | | | $0
| $70,871 | [ s77571| $57,208 | $134,779 | [ $84,649 | $192,698 | $277,347 | [ $92,043 ] $230,972 | $323,015 | [ $99,760 | $269,237 | $368,997
| $0 | | $0 | $0 | $0 | | | | $0 | | | | $0 | | | | $0
| $70,871 | [ s$77571| $57,208 | $134,779 | [ $84,649 | $192,698 | $277,347 | | $92,043 ] $230,972 | $323,015 | [ $99,760 | $269,237 | $368,997
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Sticky Note
Applicant added this revised financial worksheet


Applicant Name: Connecticut Counseling & Wellness

FOR-PROFIT
Please provide one year of actual results and three years of projections of Total Entity revenue, expense and volume statistics

Financial Worksheet (B) without, incremental to and with the CON proposal in the following reporting format:
1) (2) 3) 4 (5) (6) () (8) 9) (10) (11) 12) (13)
LINE |Total Entity: FY2016 FY2017 FY2017 FY2017 FY2018 FY2018 FY2018 FY2019 FY2019 FY2019 FY2020 FY2020 FY2020
Actual Projected |Projected Projected Projected |Projected Projected Projected |[Projected Projected Projected |[Projected Projected
Description Results W/out CON |Incremental [With CON W/out CON |Incremental [With CON W/out CON |Incremental [With CON W/out CON |Incremental [With CON
c Retained Earnings, beginning of year $0 $0 $0 $0 $0 $0 $0
" |Retained Earnings, end of year $0 $0 $0 $0 $0 $0 $0
Principal Payments $0 | $0 | $0 | $0 | | | $0 | | | $0 | | | $0
D. PROFITABILITY SUMMARY
1 |Hospital Operating Margin 24.8% 26.2% 58.9% 34.3% 27.7% 82.6% 51.4% 29.1% 84.9% 54.8% 30.4% 86.6% 57.8%
2 |Hospital Non Operating Margin 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%
3 |Hospital Total Margin 24.8% 26.2% 58.9% 34.3% 27.7% 82.6% 51.4% 29.1% 84.9% 54.8% 30.4% 86.6% 57.8%
E. FTEs 4] | 4] 1] 5 | | 4] 1] 5| | 4] 1] 5] | 4] 1] 5
F. VOLUME STATISTICS!
1 [Inpatient Discharges 0 0 0 0 0 0 0
2 |Outpatient Visits 5,899 3,200 390 3,590 3,312 936 4,248 3,428 1,092 4,520 3,548 1,248 4,796
TOTAL VOLUME 5,899 3,200 390 3,590 3,312 936 4,248 3,428 1,092 4,520 3,648 1,248 4,796

#Total amount should equal the total amount on cell line "Net Patient Revenue" Row 14.
PProvide the amount of any transaction associated with Bad Debts not related to the provision of direct services to patients. For additional information, refer to FASB, N0.2011-07, July 2011.

‘Provide the amount of income taxes as defined by the Internal Revenue Services for for-profit entities.
Provide projected inpatient and/or outpatient statistics for any new services and provide actual and projected inpatient and/or outpatient statistics for any existing services which will change due to the proposal.
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User, OHCA

From: Walker, Shauna

Sent: Thursday, May 18, 2017 7:21 AM

To: amy@ccwellness.org

Cc: User, OHCA; Riggott, Kaila; Mitchell, Micheala

Subject: Completeness Questions on CON Application # 17-32163
Attachments: 32163 Counseling Center of Waterbury LLC.pdf

Dear Ms. St. Pierre:

Attached is a request for additional information regarding CON application 17-32163 — Establishment of a
Facility for the Care or Treatment of Substance Abusive or Dependent Persons for Adults in Wolcott, CT.
Responses are due by Monday July 17, 2017 at 4:30 p.m.

Please confirm receipt of this email.
Much Regards,

Shauna L. Walker

Office of Health Care Access

Connecticut Department of Public Health
410 Capitol Avenue

Hartford, CT 06134

Phone: (860) 418-7069

Email: Shauna.Walker@ct.gov
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STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH

Dannel P. Malloy

. Governor
Raul Pino, MD M.PH. Nancy Wyman
Commissioner 7Y T
Office of Health Care Access
May 18, 2017 Via Email Only

Amy St. Pierre

Counseling Center of Waterbury, LLC
Clinical Supervisor

1776 Meriden Road

Wolcott, CT 06716
amy@ccwellness.org

RE: Certificate of Need Application: Docket Number: 17-32163-CON
Establishment of a Facility for the Care or Treatment of Substance Abusive or Dependent
Persons for Adults in Wolcott, CT
Certificate of Need Completeness Letter

Dear Ms. St. Pierre:

On April 18, 2017, OHCA received the Certificate of Need application from Counseling Center
of Waterbury, LLC, d/b/a Connecticut Counseling & Wellness (“CCW” or “Applicant”), seeking
authorization to establish a facility for the care or treatment of substance abusive or dependent
persons for adults in Wolcott. OHCA requests additional information pursuant to Connecticut
General Statutes §19a-639a(c). Please “reply all” to electronically confirm receipt of this email
as soon as you receive it. Provide responses to the questions below in both a Word document and
PDF format as an attachment to a responding email. Please email your responses to both of the
following email addresses: OHCA@ct.gov and Kaila.Riggott@ct.gov.

Paginate and date your response (i.e., each page in its entirety). Repeat each OHCA question
before providing your response. Information filed after the initial CON application submission
(e.g., completeness response letter, prefiled testimony, late file submissions, etc.) must be
numbered sequentially from the Applicant’s preceding document. Begin your submission using
Page 206 and reference “Docket Number: 17-32163-CON.”
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d/b/a Connecticut Counseling & Wellness
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Pursuant to Section 19a-639a(c) of the Connecticut General Statutes, you must submit your
response to this request for additional information no later than sixty days after the date this
request was transmitted. Therefore, please provide your written responses to OHCA no later than
July 17, 2017, by 4:30 p.m., otherwise your application will be automatically considered
withdrawn.

1.

Provide copies of the State of Connecticut, Department of Public Health practitioner
licenses for Gerard Marcil and Amy St. Pierre.

Explain the existing relationship that CCW has with Trade Union 478, as stated on page
12 of the application.

Will CCW have a transfer agreement with other facilities in the event of a crisis or
emergency? If so, please provide a draft transfer agreement with an estimated date by
which the final will be available.

Provide the names of the inpatient service providers that CCW intends to develop
relationships with, as stated on page 17 of the application.

Update the projected volume on page 33 of the application as follows:

a. provide a population estimate for the proposed service area towns based on the target
population (adults ages 18 years and older) only;

b. utilizing supporting scholarly articles, apply a prevalence estimate that is specific to
the target population (adults ages 18 years and older) to calculate the number of
persons within the population group by town that will need the proposed service; and

c. list all data sources used in calculating the population and prevalence estimates.

What percentage of the total CT population of adults ages 18 years and older does the
population estimate for the proposed service area towns reported in question 5a
represent?

Clarify whether towns classified as “Other” in Table 8 on page 28 of the application
includes residents originating from out of state. Provide the unit of measure reflected in
the “Utilization FY 2016 column (e.qg. clients, sessions or visits).

Is public transportation available from Wolcott to the locations of the existing service
area providers listed on pages 28-29 of the application? If so, identify the modes
available.

Annualized projections should be based on a period greater than six months. Explain the
method used to annualize the projected number of outpatient substance abuse treatment
visits for FY 2017 in Table 6 on page 26 of the application.



Counseling Center of Waterbury, LLC
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10. Pages 20-21 of the application provide a projected number of clients of 7 in 2019 and 8 in
2020 for the proposed I0OP program, whereas the footnote for table 6 on page 26 lists the

projected number of clients as 8 in 2019 and 9 in 2020. Confirm the appropriate projected
number of clients for 2019 and 2020.

11.

Update Table 7 on page 27 of the application based on patient and visit volume. Utilize
the table format below. Verify the total number of non-government visits for FY 2018
and the payer mix total visits for FY 2019. Ensure visit totals are consistent with the
totals provided in the “Outpatient Visits” row in Financial Worksheet (B) and the total
projected volume in Table 6 on page 26 of the application.

CURRENT AND PROJECTED PAYER MIX FOR

COUNSELING CENTER OF WATERBURY, LLC, BY NUMBER OF CLIENTS AND VISITS

Payer Current Projected
FY 2017 FY 2018 FY 2019 FY 2020
Patient Visit Patient Visit Patient Visit Patient Visit
% % % %
Vol. Vol. Vol. Vol. Vol. Vol. Vol. Vol.

Medicare*
Medicaid* 43 | 1,544 43 1,827 43 | 1,943 43 | 2,062
CHAMPUS &
TriCare
Total 43 | 1,544 43 1,827 43 | 1,943 43 | 2,062
Government
Commercial 47 | 1,687 47 1,997 47 | 2,124 47 | 2,254
Insurers
Uninsured 10 359 10 425 10 452 10 480
Workers
Compensation
Total Non- 57 | 2,046 57 2,421 57 | 2,576 57 | 2,734
Government
Total Payer Mix 100 | 3,590 100 4,248 100 | 4,520 100 | 4,796

If you have any questions concerning this letter, please contact Kaila Riggott at (860) 418-7037.




User, OHCA

From: Walker, Shauna

Sent: Tuesday, May 23, 2017 8:36 AM

To: amy@ccwellness.org

Cc: User, OHCA; Riggott, Kaila; Mitchell, Micheala; SCowherd@pullcom.com
Subject: FW: Completeness Questions on CON Application # 17-32163
Attachments: 32163 Counseling Center of Waterbury LLC.pdf

Hello,

Attached is the original e-mail that was sent on May 18, 2017.

Shauna L. Walker

Office of Health Care Access

Connecticut Department of Public Health
410 Capitol Avenue

Hartford, CT 06134

Phone: (860) 418-7069

Email: Shauna.Walker@ct.gov
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From: Walker, Shauna

Sent: Thursday, May 18, 2017 7:21 AM

To: 'amy@ccwellness.org' <amy@ccwellness.org>

Cc: User, OHCA <OHCA@ct.gov>; Riggott, Kaila <Kaila.Riggott@ct.gov>; Mitchell, Micheala <Micheala.Mitchell@ct.gov>
Subject: Completeness Questions on CON Application # 17-32163

Dear Ms. St. Pierre:

Attached is a request for additional information regarding CON application 17-32163 — Establishment of a
Facility for the Care or Treatment of Substance Abusive or Dependent Persons for Adults in Wolcott, CT.
Responses are due by Monday July 17, 2017 at 4:30 p.m.

Please confirm receipt of this email.
Much Regards,

Shauna L. Walker

Office of Health Care Access

Connecticut Department of Public Health
410 Capitol Avenue

Hartford, CT 06134



Phone: (860) 418-7069
Email: Shauna.Walker@ct.gov
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STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH

Dannel P. Malloy

. Governor
Raul Pino, MD M.PH. Nancy Wyman
Commissioner 7Y T
Office of Health Care Access
May 18, 2017 Via Email Only

Amy St. Pierre

Counseling Center of Waterbury, LLC
Clinical Supervisor

1776 Meriden Road

Wolcott, CT 06716
amy@ccwellness.org

RE: Certificate of Need Application: Docket Number: 17-32163-CON
Establishment of a Facility for the Care or Treatment of Substance Abusive or Dependent
Persons for Adults in Wolcott, CT
Certificate of Need Completeness Letter

Dear Ms. St. Pierre:

On April 18, 2017, OHCA received the Certificate of Need application from Counseling Center
of Waterbury, LLC, d/b/a Connecticut Counseling & Wellness (“CCW” or “Applicant”), seeking
authorization to establish a facility for the care or treatment of substance abusive or dependent
persons for adults in Wolcott. OHCA requests additional information pursuant to Connecticut
General Statutes §19a-639a(c). Please “reply all” to electronically confirm receipt of this email
as soon as you receive it. Provide responses to the questions below in both a Word document and
PDF format as an attachment to a responding email. Please email your responses to both of the
following email addresses: OHCA@ct.gov and Kaila.Riggott@ct.gov.

Paginate and date your response (i.e., each page in its entirety). Repeat each OHCA question
before providing your response. Information filed after the initial CON application submission
(e.g., completeness response letter, prefiled testimony, late file submissions, etc.) must be
numbered sequentially from the Applicant’s preceding document. Begin your submission using
Page 206 and reference “Docket Number: 17-32163-CON.”
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Counseling Center of Waterbury, LLC Page 2 of 3
d/b/a Connecticut Counseling & Wellness
17-32163-CON

Pursuant to Section 19a-639a(c) of the Connecticut General Statutes, you must submit your
response to this request for additional information no later than sixty days after the date this
request was transmitted. Therefore, please provide your written responses to OHCA no later than
July 17, 2017, by 4:30 p.m., otherwise your application will be automatically considered
withdrawn.

1.

Provide copies of the State of Connecticut, Department of Public Health practitioner
licenses for Gerard Marcil and Amy St. Pierre.

Explain the existing relationship that CCW has with Trade Union 478, as stated on page
12 of the application.

Will CCW have a transfer agreement with other facilities in the event of a crisis or
emergency? If so, please provide a draft transfer agreement with an estimated date by
which the final will be available.

Provide the names of the inpatient service providers that CCW intends to develop
relationships with, as stated on page 17 of the application.

Update the projected volume on page 33 of the application as follows:

a. provide a population estimate for the proposed service area towns based on the target
population (adults ages 18 years and older) only;

b. utilizing supporting scholarly articles, apply a prevalence estimate that is specific to
the target population (adults ages 18 years and older) to calculate the number of
persons within the population group by town that will need the proposed service; and

c. list all data sources used in calculating the population and prevalence estimates.

What percentage of the total CT population of adults ages 18 years and older does the
population estimate for the proposed service area towns reported in question 5a
represent?

Clarify whether towns classified as “Other” in Table 8 on page 28 of the application
includes residents originating from out of state. Provide the unit of measure reflected in
the “Utilization FY 2016 column (e.qg. clients, sessions or visits).

Is public transportation available from Wolcott to the locations of the existing service
area providers listed on pages 28-29 of the application? If so, identify the modes
available.

Annualized projections should be based on a period greater than six months. Explain the
method used to annualize the projected number of outpatient substance abuse treatment
visits for FY 2017 in Table 6 on page 26 of the application.



Counseling Center of Waterbury, LLC
d/b/a Connecticut Counseling & Wellness
17-32163-CON

Page 3 of 3

10. Pages 20-21 of the application provide a projected number of clients of 7 in 2019 and 8 in
2020 for the proposed I0OP program, whereas the footnote for table 6 on page 26 lists the

projected number of clients as 8 in 2019 and 9 in 2020. Confirm the appropriate projected
number of clients for 2019 and 2020.

11.

Update Table 7 on page 27 of the application based on patient and visit volume. Utilize
the table format below. Verify the total number of non-government visits for FY 2018
and the payer mix total visits for FY 2019. Ensure visit totals are consistent with the
totals provided in the “Outpatient Visits” row in Financial Worksheet (B) and the total
projected volume in Table 6 on page 26 of the application.

CURRENT AND PROJECTED PAYER MIX FOR

COUNSELING CENTER OF WATERBURY, LLC, BY NUMBER OF CLIENTS AND VISITS

Payer Current Projected
FY 2017 FY 2018 FY 2019 FY 2020
Patient Visit Patient Visit Patient Visit Patient Visit
% % % %
Vol. Vol. Vol. Vol. Vol. Vol. Vol. Vol.

Medicare*
Medicaid* 43 | 1,544 43 1,827 43 | 1,943 43 | 2,062
CHAMPUS &
TriCare
Total 43 | 1,544 43 1,827 43 | 1,943 43 | 2,062
Government
Commercial 47 | 1,687 47 1,997 47 | 2,124 47 | 2,254
Insurers
Uninsured 10 359 10 425 10 452 10 480
Workers
Compensation
Total Non- 57 | 2,046 57 2,421 57 | 2,576 57 | 2,734
Government
Total Payer Mix 100 | 3,590 100 4,248 100 | 4,520 100 | 4,796

If you have any questions concerning this letter, please contact Kaila Riggott at (860) 418-7037.




User, OHCA

From: Murray, Amy E. <AMurray@pullcom.com>

Sent: Monday, June 12, 2017 4:56 PM

To: User, OHCA; Riggott, Kaila

Subject: 17-32163-CON responses to completeness questions

Attachments: Counseling Center of Waterbury, LLC d_b_a Connecticut Counseling & Wellness Docket

Number_ 17-32163-.PDF; Counseling Center of Waterbury LLC 17-32163-CON 6-12-17
Response to Completeness Questions.DOCX

Attached you will find Counseling Center of Waterbury’s responses to completeness questions received on May 18,
2017, in both PDF and Word format as requested. (The PDF document includes the three attachments referenced in the
responses.) Please let me know if you require any additional information.

Thank you,
Amy

Amy E. Murray
Attorney

PULLMAN

ATTORNEYS

850 Main Street P.O. Box 7006

Bridgeport, CT 06601-7006

p 2033302282 f 203576 8888
amurray@pullcom.com < www.pullcom.com

V-card ¢ Bio ¢ Directions

BRIDGEPORT HARTFORD STAMFORD WATERBURY WHITE PLAINS

Please consider the environment before printing this message.

THIS MESSAGE AND ANY OF ITS ATTACHMENTS ARE INTENDED ONLY FOR THE USE OF THE DESIGNATED RECIPIENT, OR THE RECIPIENT'S
DESIGNEE, AND MAY CONTAIN INFORMATION THAT IS CONFIDENTIAL OR PRIVILEGED. IF YOU ARE NOT THE INTENDED RECIPIENT, PLEASE (1)
IMMEDIATELY NOTIFY PULLMAN & COMLEY ABOUT THE RECEIPT BY TELEPHONING (203) 330-2000; (2) DELETE ALL COPIES OF THE MESSAGE AND
ANY ATTACHMENTS; AND (3) DO NOT DISSEMINATE OR MAKE ANY USE OF ANY OF THEIR CONTENTS.
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Pursuant to Section 19a-639a(c) of the Connecticut General Statutes, you must submit your
response to this request for additional information no later than sixty days after the date this
request was transmitted. Therefore, please provide your written responses to OHCA no later
than July 17, 2017, by 4:30 p.m., otherwise your application will be automatically considered
withdrawn.

1. Provide copies of the State of Connecticut, Department of Public Health practitioner
licenses for Gerard Marcil and Amy St. Pierre.

Response: See Attachment VIIL.

2. Explain the existing relationship that CCW has with Trade Union 478, as stated on page
12 of the application.

Response: CCW Owner Gerard Marcil was the director of the Machinist Union
Members Assistance Program (MAP) for 15 years before retiring in 2015 to purchase
and operate CCW. During his tenure as director of Pratt and Whitney MAP, he
developed a strong professional relationship with Kyle Zimmer who runs the MAP
for the International Union of Operating Engineers local 478 (Trade Union 478). When
Gerard bought CCW, Trade Union 478 started to refer members to CCW based on how
well Gerard understood trade union contracts and policies, including Department of
Transportation regulations, his experience with fitness for duty evaluations and his
ability to professionally and expediently handle member and or family-member requests
for SUD treatment. The working professional relationship between CCW and Trade
Union 478 continues to grow and they have been eager for CCW to develop an IOP that
can serve the MAP needs.

3. Will CCW have a transfer agreement with other facilities in the event of a crisis or
emergency? If so, please provide a draft transfer agreement with an estimated date by
which the final will be available.

Response: Yes, CCW plans to have a transfer agreement with St. Mary’s Hospital. You
will find a draft agreement at Attachment IX. It is estimated that a final version of the
transfer agreement will be available sometime in June or early July.

4. Provide the names of the inpatient service providers that CCW intends to develop
relationships with, as stated on page 17 of the application.

Response: The inpatient service providers that CCW has developed relationships with
are Mountainside Treatment Center, High Watch Recovery Center, Connecticut Valley
Hospital, HHC Rushford, Stonington Institute and American Addiction Centers.



Counseling Center of Waterbury, LLC
d/b/a Connecticut Counseling & Wellness
Docket Number: 17-32163-CON

June 12,2017

Page 207

5. Update the projected volume on page 33 of the application as follows:

a. provide a population estimate for the proposed service area towns based on the
target population (adults ages 18 years and older) only;

b. utilizing supporting scholarly articles, apply a prevalence estimate that is specific to
the target population (adults ages 18 years and older) to calculate the number of
persons within the population group by town that will need the proposed service; and

c. list all data sources used in calculating the population and prevalence estimates.

Town Population In Need To be Served (first| % of need

12 month period) Served

Waterbury 85,954 7,306 16 22%

Wolcott 13,172 1,120 10 .89%

Naugatuck 24,915 2,118 3 14%

Watertown 17,310 1,471 3 .20%

Southbury 15,543 1,321 2 15%

Branford 22,235 1,890 2 1%

Cheshire 23,117 1,965 2 .10%

New Britain 57,518 4,889 2 .04%
Wallingford 35,465 3,015 2 .07%

Response: Data presented in the figure above are based on the following assumptions:

Population numbers were calculated based on 2015 numbers published by the

Connecticut Department of Public Health in their report titled “Estimated Populations

in Connecticut as of July 1, 2015, available at:
http://www.ct.gov/dph/lib/dph/hisr/hcgsar/population/pdf/pop_towns2015.pdf

As the populations provided in the report account for the entire population, and the

proposal would only serve adults, the adult population was estimated at 79% of the

total population. (The U.S. Census reported that in 2015, approximately 79% of the

Connecticut population was 18 years of age or older.

See https://www.census.gov/quickfacts/table/AGE295215/09,00.)

The estimates of individuals “in need” of SUD treatment are 8.5% of the adult
population in each town. (In 2013, SAMHSA calculated that 8.5% of adults aged 18
or older had a substance use disorder in the past year, or 20.3 million adults total. See
https://store.samhsa.gov/shin/content/NSDUH14-0904/NSDUH 14-0904.pdf.)



http://www.ct.gov/dph/lib/dDh/hisi7hcqsar/population/pdf/pop
https://www.census.gOv/quickfacts/table/AGE295215/09.00
https://store.samhsa.gov/shin/content/NSDUH14-0904/NSDUHl
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e The estimated number of individuals to be served (client volume) is based on an
estimated 57 patients being treated in the first 12 months. (For the first 6 months, it is
estimated that approximately 26 clients will be scen - 5 patients will be seen per
week, and patients will participate in the [OP for 5 weeks, on average. For the second
6 months, an estimated 31 clients will be seen - 6 patients will be seen per week, and
patients will participate in the IOP for 5 weeks, on average). The chart shows the total
number of clients to be served in the first 12 months as 42 because the additional 15
clients served will be from a number of other towns in the surrounding area.

e We understand that part of the challenge is motivating individuals to seek treatment,
and therefore the demand for treatment is not necessarily equivalent to the number of
individuals with SUD.

6. What percentage of the total CT population of adults ages 18 years and older does the
population estimate for the proposed service area towns reported in question S5a
represent?

Response: The total population estimate for the towns listed in 5a is 295,229, or 10.4%
of the total Connecticut population of adults ages 18 years and older. (To calculate the
total Connecticut population of adults (those 18 and above), the population of
Connecticut as of July 1, 2016 provided by the U.S. Census, which was 3,576,452, was
multiplied by 79%, as the U.S. Census reported in 2015 that approximately 79% of the
population was 18 years of age or older, resulting in an adult population in the state of
Connecticut of 2,825,397,

See https://www.census.gov/quickfacts/table/AGE295215/09.00).

7. Clarify whether towns classified as “Other” in Table 8 on page 28 of the application
includes residents originating from out of state. Provide the unit of measure reflected in
the “Utilization FY 2016” column (e.g. clients, sessions or visits).

Response: Towns classified as “Other” in Table 8 on page 28 only includes residents of
the State of Connecticut.

The unit of measure reflected in the “Utilization FY 2016 column of Table 8 on page
28 is the number of clients.

8. Is public transportation available from Wolcott to the locations of the existing service
area providers listed on pages 28-29 of the application? If so, identify the modes
available.


https://www.census.gov/quickfacts/table/AGE295215/09.00
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Response: Public transportation is available from Wolcott to all of the existing service
providers located in Waterbury, but is not available from Wolcott to the existing service
providers located in New Britain or Cheshire.

9. Annualized projections should be based on a period greater than six months. Explain the
method used to annualize the projected number of outpatient substance abuse treatment
visits for FY 2017 in Table 6 on page 26 of the application.

Response: The annualized projection for outpatient substance abuse treatment visits has
been revised to be based on a six month period (December 1, 2016 through May 31,
2017) where the total number of visits was 1,213 (the number of visits each month were
as follows: 190 visits in December, 210 visits in January, 200 visits in February, 220
visits in March, 213 visits in April, and 180 visits in May).

TABLE 6
PROJECTED UTILIZATION BY SERVICE

Projected Volume+

Service* FY 2017%* FY 2018** FY 2019** FY 2020
Outpatient Substance Abuse 2.426+++ 2,511 2,599 2,690
Treatment++
Intensive Outpatient
Substance Abuse 390++++ 936 1,092 1.248
Treatment+++++ ¥
Total 2,816 3,447 3,691 3,938
*1dentify each service type by location and add lines as necessary. Provide the number of visits/discharges as appropriate for each
service listed,

**If the first year of the proposal is only a partial year, provide the first partial year and then the first three full FYs. Add columns as
necessary. If the time period reported is not identical to the fiscal year reported in Table 4 of the application, provide the date range
using the mm/dd format as a footnote to the table.

+The volume is measured by number of patient visits.
++The estimates for Outpatient Substance Abuse Treatment visits assume a 3.5% increase each year.

+++The FY2017 Projected Volume for Outpatient Substance Abuse Treatment is based on the six month period from December 1,
2016 to May 31, 2017, where there were 1,213 patient visits total (190 visits in December, 210 visits in January, 200 visits in
February, 220 visits in March, 213 visits in April, and 180 visits in May).

++++The IOP estimate for FY2017 is for six months only, as the anticipated start date for the IOP is July 1, 2017,

+++++The estimates for IOP visits assume 15 visits per week from July 1, 2017 through December 31, 2017 (5 clients on average per
week, with cach making 3 visits per week), 18 visits per week in 2018 (6 clients on average per week, with each making 3 visits per
week), 21 visits per week in 2019 (7 clients on average per week, with each making 3 visits per week), and 24 visits per week in 2020
(8 clients on average per week, with each making 3 visits per week).

Based on the revisions to Table 6, the number of outpatient visits in Section F of
Financial Worksheet B have also been revised, which you will find at Attachment X.
Table 7 has also been revised to reflect the changes made to Table 6.
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10. Pages 20-21 of the application provide a projected number of clients of 7 in 2019 and 8

in 2020 for the proposed IOP program, whereas the footnote for table 6 on page 26 lists
the projected number of clients as 8 in 2019 and 9 in 2020. Confirm the appropriate
projected number of clients for 2019 and 2020.

Response: The appropriate projected number of clients for 2019 is 7 and the
appropriate projected number of clients for 2020 is 8. The incorrect projected number of
clients for 2019 and 2020 included in the footnote to Table 6 were typographical errors,
and the projected volume was projected with the appropriate projected numbers of
clients. The footnote to Table 6 has been revised, as seen in the response to question 9.

11. Update Table 7 on page 27 of the application based on patient and visit volume. Utilize
the table format below. Verify the total number of non-government visits for FY 2018
and the payer mix total visits for FY 2019. Ensure visit totals are consistent with the
totals provided in the “Outpatient Visits” row in Financial Worksheet (B) and the total
projected volume in Table 6 on page 26 of the application.
Response:
CURRENT AND PROJECTED PAYER MIX FOR
COUNSELING CENTER OF WATERBURY, LLC, BY NUMBER OF CLIENTS AND VISITS
Payer Current Projected
FY 2017 FY 2018 FY 2019 FY 2020
Patient Visit Patient Visit Patient Visit Patient Visit
% % % %
Vol.+ Vol. Vol. Vol. Vol. Vol. Vol. Vol.
Medicare*
Medicaid* 60 43 1,211|78 43 1,48283 43 1,587/90 43 1,693
CHAMPUS &
TriCare
Total 60 43 1,211|78 43 1,482/83 43 1,587/90 43 1,693
Government
Commercial 66 471 1,32384 471  1,62093 471 1,73598 471 1,851
Insurers
Uninsured 14 100 28218 10 34519 10 36921 100 394
Workers
Compensation
Total Non- 80 571 1,605 102 57 1,965 112 57 2,104 119 57| 2,245
Government
Total Payer Mix |440 100) 2,814180 1000  3,447)95 1000  3,691)09 100 3,938
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-Payer composition is based on actual payer composition in 2016, which was 43% govemnment (Medicaid), and 57% non-govermment
(47% commercial insurance, 10% cash payers). This percentage is anticipated to remain the same.

-The Total Payer Mix numbers for Visit Volume are the total Projected Volumes from Table 6 for each fiscal year (taking into account
both (a) Outpatient Substance Abuse Treatment visits, which are expected to increase 3.5% each year, and (b) IOP visits, which are
expected to increase from 390 in 2017 (assumes 6 months of IOP operation with 15 visits/week, based on 5 clients/week, with cach
client making 3 visits/week) to 936 in 2018 (assumes 18 visits/week, based on 6 clients/week, with each client making 3 visits/week)
to 1,092 in 2019 (assumes 21 visits/week, based on 7 clients/week, with each client making 3 visits/week) to 1,248 in 2020 (assumes
24 clients/week, based on 8 clients/week, with each client making 3 visits/week)).

+For FY2017, the Total Payer Mix numbers for Patient Volume takes into account both (a) Outpatient Substance Abuse Treatment
patients, which were calculated based on a 3.5% increase from the number of patients in 2016 (110), and (b) IOP visits for 6 months
(July 2017-Dec. 2017), assuming that a total of 26 clients will be seen (5 clients/week, with each client making 3 visits per week and
participating in the IOP for an average of 5 weeks).

-For each FY after 2017, Patient Volume takes into account (a) Outpatient Substance Abuse Treatment patients, assuming a 3.5%
increase each year (114 in 2017, 118 in 2018, 122 in 2019, and 124 in 2020); and (b) IOP patients, assuming 6 clients per week in
2018, 7 clients per week in 2019, and 8 clients per week in 2020 (meaning a total of 62 clients in 2018, 73 clients in 2019, and 83
clients in 2020). IOP clients will participate in the IOP for S weeks, on average.

ACTIVE/78641.1/AMURRAY/6693520v1



Counseling Center of Waterbury, LLC
d/b/a Connecticut Counseling & Wellness
Docket Number: 17-32163-CON

June 12, 2017

Page 212

ATTACHMENT VIII
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DEPARTMENT OF PUBLIC HEALTH

(), UICENSED ALCOHOA

EMPLOYER'S COPY
STATE OF CONNECTICUT

NAME
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5 ; ; &
STATE OF CONNECTICUT
DEPARTMENT OF PUBLIC HEALTH
PURSUANT TO THE PROVISIONS OF THE GENERAL STATUTES OF CONNECTICUT
THE INDIVIDUAL NAMED BELOW IS LICENSED
BY THIS DEPARTMENT AS A
LICENSED ALCOHOL AND DRUG COUNSELOR

LICENSE NO.

AMY M ST PIERRE, LADC 000940
CURRENT THROUGH
11/30/17
VALIDATION NO
03-553988
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*ONNECTICUT
Counseling & Wellness

1776 Meriden Road Rear Unit B
Wolcott CT 06716
Phone: 203-596-7870 Fax: 203-527-7683

August 1,2017

Mr. Chad W. Wable, FACHE

President, St. Mary’s Hospital *DRAFT*
56 Franklin Street

Waterbury, CT 06706

Dear Mr. Wable:

The following is a transfer agreement between Counseling Center of Waterbury, LLC (d/b/a
Connecticut Counseling & Wellness), which is located at 1776 Meriden Road in Wolcott,
Connecticut and St. Mary’s Hospital.

TRANSFER AGREEMENT

This document represents a written agreement between Counseling Center of Waterbury, LLC
(hereafter referred to as CCW) and St. Mary’s Hospital. When emergency treatment beyond
those services provided by CCW may be necessary for CCW patients, CCW may transfer such
patients to St. Mary’s Hospital's located at 56 Franklin Street, Waterbury, CT for emergency
services treatment. Unless otherwise directed, CCW patients will be directed to the Emergency
Services Department (ED) at St. Mary’s Hospital. Such transfers will be completed either
through St. Mary’s Hospital’s ambulance resources, or other ambulance service which CCW
may contact via 911 emergency responders. CCW will make reasonable attempts to notify St.
Mary’s Hospital’s ED in advance of such transfers. St. Mary’s Hospital and CCW will work
collaboratively to implement aftercare plans which meet the clinical needs of the patient.

This agreement is effective August 1, 2017, and will remain in effect indefinitely, unless either
party desires to modify or discontinue it. This agreement may be modified or discontinued by
either party with 60 days’ notice. Such notices should be directed to:
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For: Counseling Center of Waterbury, LLC For: St. s Hospital
Gerard Marcil [Name]

Chief Executive Officer [Title]

Counseling Center of Waterbury, LLC St. Mary’s Hospital
Accepted by: Accepted by:

Gerard Marecil [Name]

ACTIVE/78641.1/AMURRAY/6700491v1
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FOR-PROFIT

A Name: C: C ling & Well Please provide one year of actual results and three years of projections of Total Entity revenue, expense and volume statistics
Financial Worksheet (B) without, incremental to and with the CON proposal in the following reporting format:
(1) (2) (3) (4) (5) (6) @ (8) (9) (10) (11) (12) (13)
LINE [Total Entity: FY2016 FY2017 _ [FY2017 FY2017 FY2018  [FY2018 FY2018 FY2018  [FY2019 FY2019 FY2020 FY2020 FY2020
Actual Projected |Projected [Projected Projected |Projected [Projected Projected |Projected |Projected Projected |Projected |Projected
Desc Results Wiout CON |Incremental | With CON W/out CON |Incremental |With CON Wiout CON [Incremental | With CON W/out CON |Incremental |With CON
A. OPERATING REVENUE
1_[Total Gross Patient Revenue $286,591 $296,622 $97.500 | $394.122 $307,004 | $234.000 | $541,004 $317,750 | $273.000 | $590.750 $328,871 | $312.000 | $640.871
2 |Less: Allowances $0 $0 $0 $0 $0 $0 $0
3 |Less: Charity Care $0 $0 $0 $0 $0 $0 $0
4 |Less: Other Deductions $0 $0 $0 $0 $0 $0 $0
Net Patient Service Revenue $286,591 $296,622 $97,500 | $394,122 $307,004 | $234,000 | $541,004 $317,750 | $273.000 | $590,750 $328,871 | $312,000 | $640,871
5 |Medicare $0 $0 $0 $0 30 $0 $0
6 |Medicaid $93,000 $96.255 $31.590 | $127.845 $99.624 $75,816 | $175,440 $103,111 $88.452 | $191,563 $106,720 |  $101.088 | $207,808
7 _|CHAMPUS & TriCare $0 $0 S0 $0 $0 S0 $0
8 |Other $700 $725 $195 $920 $750 $468 | $1,218 $776 $546 $1,322 $803 $624 $1.427
Total Govemment $93,700 $96,980 $31,785 | $128,765 $100,374 $76.284 | $176,658 $103,887 $88,998 | $192,885 $107,523 | $101,712 | $209,235
9 | Commercial Insurers $65,300 $67,586 $22.327 | $89,913 $69,952 $53,586 | $123,538 $72,400 $62,517 | $134917 $74,934 $71.448 | $146,382
10 _|Uninsured $0 $0 $0 $0 $0 | 30 $0
11_|Self Pay $127,591 $132,056 $0 | $132,056 $136,678 | $104,130 | $240,808 | $141,463 | $121.485 | $262,948 $146.414 | $138.840 | $285254
12_|Workers Compensation $0 $0 $0 $0 $0 $0 $0
13_|Other $0 $0 $43,388 | $43,388 $0 30 $0
Total Non-Government $192,891 $199,642 $65,715 | $265,357 $206,630 | $157,716 | $364,346 $213.863 | $184,002 | $397.865 $221,348 | $210,288 | $431,636
Net Patient Service Revenue®
(Government+Non-Govemnment) $286,591 $296,622 $97,500 | $394,122 $307,004 |  $234,000 | $541,004 $317,750 | $273,000 | $590,750 $328,871 | $312,000 | $640,871
14_[Less: Provision for Bad Debts $782 3889 $292 |  $1,181 $921 $702 |  $1,623 $953 $819 $1,772 $987 $936 $1,923
Net Patient Service Revenue less provision
for bad debts $285,809 $295,733 $97,208 | $392,941 $306,083 | $233,298 | $539,381 $316,797 | $272,181 | $588,978 $327,884 | $311,064 | $638,948
15 _[Other Operating Revenue $0 $0 $0 $0 $0 $0 $0
17 _|Net Assets Released from Restrictions $0 $0 $0 $0 $0 $0 $0
TOTAL OPERATING REVENUE $285,809 $295,733 $97,208 | $392,941 $306,083 | $233,298 | $539,381 $316,797 | $272,181 | $588,978 $327,884 | $311,064 | $638,948
B. OPERATING EXPENSES
1_[Salaries and Wages $165,729 $168.214 $40,000 | $208,214 $170,737 $40,600 | $211,337 $173.298 $41,209 | $214,507 $175.897 $41,827 [ $217,724
2 _|Fringe Benefits $1,448 $1,470 $1.470 $1,492 $1.492 $1,514 $1.514 $1,537 $1,537
3_|Physicians Fees S0 $0 $0 $0 $0 | $0 $0
4 |Supplies and Drugs $2,326 $2,361 $0 | $2.361 $2,396 $2,396 | $2,432 $2.432 $2,468 $2,468 |
5 |Depreciation and Amortization $0 | $0 $0 $0 $0 | $0 $0
6 |Provision for Bad Debts-Other® $0 $0 $0 $0 $0 $0 $0
7_linterest Expense $0 $0 $0 30 | $o S0 $0
8 _|Malpractice Insurance Cost $398 $404 $0 $404 $410 3410 $416 $416 $422 $422
9 [Lease Expense $12,000 $12,180 $0 | $12.180 $12,363 $12.363 $12,548 $12,548 $12.736 $12,736
10 _|Other Operating Expenses $33.037 $33,533 $0 | $33533 $34,036 $34,036 $34,546 $34,546 $35,064 $35,064
TOTAL OPERATING EXPENSES $214,938 $218,162 $40,000 | $258,162 $221,434 $40,600 | $262,034 $224,754 $41,209 | $265,963 $228,124 $41,827 | $269,951
INCOME/(LOSS) FROM OPERATIONS [ $70,871 | [ s77571] $57.208 [ $134,779 | [ $84,649 | $192,698 [ $277,347 | | $92,043 | $230,972 | $323,015 | [ $99.760 | $269,237 | $368,997
NON-OPERATING INCOME [ $0 | [ $0 [ $0 [ $0 | [ | 1 K [ | | 0| [ | [ $0
Income before provision for income taxes | $70,871 | |_s77571| $57,208 | $134,779 | [_$84649 | $192,698 | $277,347 | | $92,043 | $230972 ] $323,015| |__s99,760 | $269,237 | $368,997
Provision for income taxes® [ $o | | $0 | $0 | $0 | [ | | $0 | | [ | $0 | [ | | $0
NET INCOME [ $70,871 | |_s77571 |  $57.208 | $134,779 | [ $84s49| $192,698 | $277.347 | [ $92,043 | $230972 ] $323,015] | $99,760 | $269,237 | $368,997
c. |Retained Earnings, beginning of year [ $0 | [ $0 | $0 | $0 | [ [ | $0 | | | | $0 | | | | $0
" _|Retained Earnings, end of year | $0 | [ $0 | $0 | $0 | [ | | $0 | | | ] $0 | [ | | $0
Principal Payments l $0 | [ $0 | $0 | $0 | | | | $0 | L | | 0| L | [ $0
D. PROFITABILITY SUMMARY
1 _|Hospital Operating Marg 24.8% 26.2% 58.9%|  34.3% 27.7% 82.6% 61.4% 29.1% 84.9% 54.8% 30.4% 86.6% 57.8%
2 |Hospital Non Operating Margin 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%| - 0.0%| 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%
3 [Hospital Total Margin 24.8% 26.2% 58.9%|  34.3% 27.7%] 82.6% 51.4% 29.1% 84.9% 54.8% 30.4%]| 86.6% 57.8%
E. FTEs | 4| [ 4] 1] 5] | 4] 1] 5| [ 4] 1] 5] [ 4] 1] 5
F. VOLUME STATISTICS®
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FOR-PROFIT
A Name: C icut C & Well Please provide one year of actual results and three years of projections of Total Entity revenue, expense and volume statistics
Fi ial Worksheet (B) without, incremental to and with the CON proposal in the following reporting format:
(1) (2) (3) (4) (5) (6) (7) (8) (8) (10) (11) (12) (13)
LINE | Total Entity: FY2016 FY2017 FY2017 FY2017 FY2018 FY2018 FY2018 FY2018 FY2019 FY2019 FY2020 FY2020 FY2020
Actual Projected |Projected |Projected Projected |Projected |Projected Projected |Projected |Projected Projected |Projected |Proj d
Description Results Wiout CON |Incremental | With CON Wi/out CON |Incremental |With CON Wi/out CON |Incremental | With CON Wi/out CON |Incremental | With CON
1 _|Inpatient Discharges 0 0 0 0 0 0 0
2 |Outpatient Visits 5,899 2,426 390 2,816 2,511 936 3,447 2,599 1.092 3,691 2,690 1,248 3,938
TOTAL VOLUME 5,899 | 2,426 330 2,816 2,511 936 3,447 2,599 1,092 3,691 | 2,690 1,248 3,938

*Total amount should equal the total amount on cell line "Net Patient Revenue" Row 14.
®Provide the amount of any transaction associated with Bad Debts not related to the provision of direct services to patients. For additional information, refer to FASB, No.2011-07, July 2011.
“Provide the amount of income taxes as defined by the intemal Revenue Services for for-profit entities.
“Provide projected inpatient and/or outpatient statistics for any new services and provide actual and projected inpatient and/or outpatient statistics for any existing services which will change due to the proposal.




User, OHCA

From: Walker, Shauna

Sent: Tuesday, July 11, 2017 3:23 PM

To: amy@ccwellness.org; AMurray@pullcom.com

Cc: Riggott, Kaila; Mitchell, Micheala; User, OHCA; Walker, Shauna
Subject: 17-32163 CON Second Completeness Correspondence

Attachments: 32163 Counseling Center of Waterbury LLC Second Completeness.pdf

Dear Ms. St. Pierre:

Attached is a second request for additional information regarding CON application 17-32163 — Establishment of a Facility
for the Care or Treatment of Substance Abusive or Dependent Persons in Wolcott, CT. Responses are due by Monday,
September 11, 2017 at 4:30 p.m.

Please confirm receipt of this email.
Thank you,

Shauna L. Walker

Office of Health Care Access

Connecticut Department of Public Health
410 Capitol Avenue

Hartford, CT 06134

Phone: (860) 418-7069

Email: Shauna.Walker@ct.gov
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STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH

Dannel P. Malloy

. Governor
Raul Pino, MD M.PH. Nancy Wyman
Commissioner 7Y T
Office of Health Care Access
July 11, 2017 Via Email Only

Amy St. Pierre

Counseling Center of Waterbury, LLC
Clinical Supervisor

1776 Meriden Road

Wolcott, CT 06716
amy@ccwellness.org

RE:  Certificate of Need Application: Docket Number: 17-32163-CON
Establishment of a Facility for the Care or Treatment of Substance Abusive or Dependent
Persons in Wolcott, CT
Certificate of Need Second Completeness Letter

Dear Ms. St. Pierre:

On June 13, 2017, the Department of Public Health (“DPH”), Office of Health Care Access
(“OHCA”) received completeness responses on behalf of Counseling Center of Waterbury, LLC,
d/b/a Connecticut Counseling & Wellness (“CCW?”) to establish a facility for the care or treatment
of substance abusive or dependent persons in Wolcott, Connecticut.

OHCA requests additional information pursuant to Connecticut General Statutes 819a-639a(c).
Please “reply all” to electronically confirm receipt of this email as soon as you receive it. Provide
responses to the questions below in both a Word document and PDF format as an attachment to a
responding email. Please email your responses to both of the following email addresses:
OHCAQ@ct.gov and Kaila.Riggott@ct.gov.

Paginate and date your response (i.e., each page in its entirety). Repeat each OHCA question
before providing your response. Information filed after the initial CON application submission
(e.g., completeness response letter, prefiled testimony, late file submissions, etc.) must be
numbered sequentially from the Applicant’s preceding document. Begin your submission using
Page 221 and reference “Docket Number: 17-32163-CON.”

o COnetieus

< Phone: (860) 418-7001 e Fax: (860) 418-7053
D PH 410 Capitol Avenue, MS#13HCA
Hartford, Connecticut 06134-0308
Connecticut Department WWWCtQOV/dph
of Public Health Affirmative Action/Equal Opportunity Employer



mailto:OHCA@ct.gov
mailto:Kaila.Riggott@ct.gov

Counseling Center of Waterbury, LLC Page 2 of 2
d/b/a Connecticut Counseling & Wellness
17-32163-CON

Pursuant to Section 19a-639a(c) of the Connecticut General Statutes, you must submit your
response to this request for additional information no later than sixty days after the date this
request was transmitted. Therefore, please provide your written responses to OHCA no later than
September 11, 2017 at 4:30 p.m., otherwise your application will be automatically considered
withdrawn.

1. Page 207 of the application estimates the target population for the service area towns at 79%
(based upon the overall Connecticut population for adults ages 18 and older). Revise the
estimated target population for each service area town utilizing a data source such as the one
found at the following link:
https://factfinder.census.gov/faces/nav/jsf/pages/searchresults.xhtml?refresh=t&keepL.ist=t.

2. Provide the calculation(s) used to derive 5 clients on average per week for intensive
outpatient treatment (“IOP”) visits in fiscal year (“FY”’) 2017, as referenced on page 209 of
the application.

3. Update Table 6 on page 209 of the application to provide the projected volume by number of
clients. Provide a calculation and rationale for projected year-over-year increases.

4. Explain where existing CCW clients in need of IOP are currently receiving treatment.

If you have any questions concerning this letter, please feel free to contact Kaila Riggott at (860)
418-7037.


https://factfinder.census.gov/faces/nav/jsf/pages/searchresults.xhtml?refresh=t&keepList=t

User, OHCA

From: Murray, Amy E. <AMurray@pullcom.com>

Sent: Friday, July 14, 2017 3:35 PM

To: User, OHCA; Riggott, Kaila

Subject: CON-17-32163/Counseling Center of Waterbury response to completeness questions
Attachments: Counseling Center of Waterbury LLC 17-32163-CON 9-2017 Response to

Completeness Questions.DOCX; Counseling Center of Waterbury 17-32163-CON
7-14-2017 Response to Completeness Questions.PDF

Attached you will find Counseling Center of Waterbury, LLC's response to completeness questions received on July 11,
2017, in both PDF and Word format as requested. Please let me know if you require any additional information.

Thank you,
Amy

Amy E. Murray
Attorney

PULLMAN

ATTORNEYS

850 Main Street P.O. Box 7006

Bridgeport, CT 06601-7006

p 2033302282 f 203576 8888
amurray@pullcom.com ¢ www.pullcom.com

V-card ¢ Bio ¢ Directions

BRIDGEPORT HARTFORD STAMFORD WATERBURY WHITE PLAINS

Please consider the environment before printing this message.

THIS MESSAGE AND ANY OF ITS ATTACHMENTS ARE INTENDED ONLY FOR THE USE OF THE DESIGNATED RECIPIENT, OR THE RECIPIENT'S
DESIGNEE, AND MAY CONTAIN INFORMATION THAT IS CONFIDENTIAL OR PRIVILEGED. IF YOU ARE NOT THE INTENDED RECIPIENT, PLEASE (1)
IMMEDIATELY NOTIFY PULLMAN & COMLEY ABOUT THE RECEIPT BY TELEPHONING (203) 330-2000; (2) DELETE ALL COPIES OF THE MESSAGE AND
ANY ATTACHMENTS; AND (3) DO NOT DISSEMINATE OR MAKE ANY USE OF ANY OF THEIR CONTENTS.
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Pursuant to Section 19a-639a(c) of the Connecticut General Statutes, you must submit your
response to this request for additional information no later than sixty days after the date this
request was transmitted. Therefore, please provide your written responses to OHCA no later than
September 11, 2017, at 4:30 p.m., otherwise your application will be automatically considered
withdrawn.

1. Page 207 of the application estimates the target population for the service area towns at
79% (based upon the overall Connecticut population for adults ages 18 and older).
Revise the estimated target population for each services area town utilizing a data source
such as the one found at the following link:

https://factfinder.census.gov/faces/nav/jsf/pages/searchresults.xhtml?refresh=t&keepL.ist

=t.

Response:
Town Population+ | In Need++ | To be Served (first 12 | % of need

month period)+++ Served++++

Waterbury 82,161 6,984 16 .23%
Wolcott 13,093 1,113 10 .90%
Naugatuck | 24,585 2,090 3 .14%
Watertown | 17,238 1,465 2 .14%
Southbury 15,439 1,312 2 .15%
Branford 23,327 1,983 2 .10%
Cheshire 22,908 1,947 2 .10%
New Britain | 55,993 4,759 2 .04%
Wallingford | 36,564 3,108 2 .06%

Data presented in the figure above are based on the following assumptions:

+ The populations provided reflect the adult population (ages 18 and above) in each of the listed towns
in 2015, as provided by the United States Census Bureau’s American Community Survey
Demographic and Housing Estimates.

++ The estimates of individuals “in need” of SUD treatment are 8.5% of the adult population in each
town. (In 2013, SAMHSA calculated that 8.5% of adults aged 18 or older had a substance use disorder
in the past year, or 20.3 million adults total. See https://store.samhsa.gov/shin/content/NSDUH14-
0904/NSDUH14-0904.pdf.)

+++ The estimated number of individuals to be served (client volume) is based on an estimated 57
patients being treated in the first 12 months. (For the first 6 months, it is estimated that approximately
26 clients will be seen — 5 patients will be seen per week, and each patient will participate in the IOP



https://factfinder.census.gov/faces/nav/jsf/pages/searchresults.xhtml?refresh=t&keepList=t
https://factfinder.census.gov/faces/nav/jsf/pages/searchresults.xhtml?refresh=t&keepList=t
https://store.samhsa.gov/shin/content/NSDUH14-0904/NSDUH14-0904.pdf
https://store.samhsa.gov/shin/content/NSDUH14-0904/NSDUH14-0904.pdf
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for 5 weeks, on average. For the second 6 months, an estimated 31 clients will be seen — 6 patients will
be seen per week, and each patient will participate in the IOP for 5 weeks, on average).

The number of clients to be served in each town in the Service Area is anticipated to be
substantially the same as the utilization by town in 2016, which was provided in Table 8 of the CON
Application. (For example, in 2016 28% of CCW clients were from Waterbury (31 of 110).
Accordingly, 28% of the IOP clients served in the first year are anticipated to reside in Waterbury.)

The chart shows the total number of clients to be served in the first 12 months as 41 because,
based on utilization by town in 2016 (Table 8 of the CON Application), the additional 16 clients served
will be residents of other towns in the surrounding area.
++++ We understand that part of the challenge is motivating individuals to seek treatment, and
therefore the demand for treatment is not necessarily equivalent to the number of individuals with
SUDs.

2. Provide the calculation(s) used to derive 5 clients on average per week for intensive
outpatient treatment (“IOP”) visits in fiscal year (“FY”) 2017, as referenced on page 209
of the application.

Response: As discussed in response to Questions 1, 8.c. and 8.e. of the CON Application
submitted on April 13 2017 and in response to Question 2.b. of the Supplemental CON
Application submitted on April 13, 2017, there is a significant need for additional IOPs in
the Service Area. Accordingly, CCW believes that the demand for treatment through its
IOP will be high. Because the IOP would be a new program for CCW, CCW has made
the decision to begin with the proposed IOP serving a relatively small number of clients
(5 clients/week), and to gradually increase this number (to 6 clients/week in 2018, 7
clients/week in 2019, and 8 clients/week in 2020).

CCW is prepared for this steady increase in clients. As discussed in response to Question
1 of the CON Application, CCW anticipated this growth when it selected its current
location and has capacity for the proposed I0P. Additionally, CCW'’s existing staff and
equipment will be sufficient to operate the proposed 10P through 2020. CCW believes
that the structure of the proposed 10P, as discussed in the CON Application as well as
this response, will enable CCW to provide high quality, personalized care to each and
every client.

3. Update Table 6 on page 209 of the application to provide the projected volume by
number of clients. Provide a calculation and rationale for projected year-over-year
increases.
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Response:
TABLE 6
PROJECTED UTILIZATION BY SERVICE
Projected Volume
Service* FY 2017** FY 2018** FY 2019** FY 2020
Outpatient Substance Abuse 114 118 122 126
Treatment+
Intensive Outpatient
Substance Abuse 26++ 62 73 83
Treatment+++
Total 140 180 195 209

*Identify each service type by location and add lines as necessary. Provide the number of visits/discharges as appropriate for each
service listed.

**|f the first year of the proposal is only a partial year, provide the first partial year and then the first three full FYs. Add columns as
necessary. If the time period reported is not identical to the fiscal year reported in Table 4 of the application, provide the date range
using the mm/dd format as a footnote to the table.

+The estimates for Outpatient Substance Abuse Treatment visits assume a 3.5% increase each year. The FY
2017 projections are based on a 3.5% increase from 2016, where 110 patients received treatment.

++The IOP estimate for FY2017 is for six months only, 07/17 through 12/17. Accordingly, the 2017 Total
does not reflect 12 months of 10P operation and leads to a greater increase from 2017 to 2018 than in
future years.

+++The estimates for IOP clients for each year assume that each client will receive treatment for an
average of 5 weeks. From 07/17 through 12/17 the estimates assume 5 IOP clients are receiving treatment
per week, for 2018 the estimates assume 6 IOP clients are receiving treatment per week, for 2019 the
estimates assume 7 0P clients are receiving treatment per week, and for 2020 the estimates assume 8 10P
clients are receiving treatment per week. (As an example of how the number of patients treated each year
was calculated, there are 52 weeks in 2018 and 6 patients will be seen each week, therefore there are 312
weeks available for treatment. As each patient will receive 5 weeks of treatment on average, 62 patients
will be treated in 2018).

CCW is prepared for this steady increase in clients. As discussed in response to Question 1 of the CON
Application, CCW anticipated this growth when it selected its current location and has capacity for the
proposed I0OP. Additionally, CCW'’s existing staff and equipment will be sufficient to operate the proposed
IOP through 2020. CCW believes that the structure of the proposed 10P, as discussed in the CON
Application as well as this response, will enable CCW to provide high quality, personalized care to each
and every client.

4. Explain where existing CCW clients in need of IOP are currently receiving treatment.
Response: CCW currently refers CCW clients in need of 10P treatment to Rushford (a

Hartford HealthCare partner), Waterbury Hospital, and Family Intervention Center in
Waterbury.

ACTIVE/78641.1/AMURRAY/6761187v1



User, OHCA

From: Walker, Shauna

Sent: Friday, August 04, 2017 7:37 AM

To: amy@ccwellness.org

Cc: Mitchell, Micheala; User, OHCA; Riggott, Kaila

Subject: Counseling Center of Waterbury, LLC Deemed Complete
Attachments: 32163 Notification of Application Deemed Complete.pdf

Good Morning Ms. St. Pierre,

Attached is a letter deeming the above-referenced application complete. Please confirm receipt of this email and the
attachment.

Regards,

Shauna L. Walker

Office of Health Care Access

Connecticut Department of Public Health
410 Capitol Avenue

Hartford, CT 06134

Phone: (860) 418-7069

Email: Shauna.Walker@ct.gov
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STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH

Dannel P. Malloy

X Governor
Raul Pino, MD M.PH. Nancy Wyman
Commissioner Lt. Governor
Office of Health Care Access
August 4, 2017 Via Email Only

Amy St. Pierre

Counseling Center of Waterbury, LLC
Clinical Supervisor

1776 Meriden Road

Wolcott, CT 06716
amy@ccwellness.org

RE: Certificate of Need Application: Docket Number: 17-32163-CON
Establishment of a Facility for the Care of Treatment of Substance Abusive or Dependent
Persons in Wolcott, CT

Dear Ms. St. Pierre:

This letter is to inform you that, pursuant to Section 19a-639a (d) of the Connecticut General
Statutes, the Office of Health Care Access has deemed the above-referenced application
complete as of August 3, 2017.

If you have any questions concerning this letter, please feel free to contact me at (860) 418-7069.

Sincerely,

Digitally signed by
; Shauna Walker
_%WWL 74/ Date: 2017.08.04
07:28:43 -04'00"'

Shauna L. Walker
Associate Research Analyst

Phone: (860) 418-7001 e Fax: (860) 418-7053
410 Capitol Avenue, M.S. #13HCA
P.O. Box 340308
Hartford, Connecticut 06134-0308

Connecticut Department

of Public Health WWWCthV/dph
Affirmative Action/Equal Opportunity Employer




User, OHCA

From: Walker, Shauna

Sent: Wednesday, September 13, 2017 10:28 AM

To: User, OHCA

Subject: FW: Counseling Center of Waterbury, LLC Deemed Complete

From: Amy St. Pierre [mailto:amy@ccwellness.org]

Sent: Tuesday, August 15, 2017 9:01 AM

To: Walker, Shauna <Shauna.Walker@ct.gov>

Subject: Re: Counseling Center of Waterbury, LLC Deemed Complete

Jerry Marcil at jerry@ccwellmess.org. He is now the only licensed clinician in the practice.

On Tuesday, August 15, 2017, Walker, Shauna <Shauna.Walker@ct.gov> wrote:

Hi Amy,

Would you be able to provide us with an alternative contact?

Thank you!

Shauna L. Walker

Office of Health Care Access

Connecticut Department of Public Health
410 Capitol Avenue

Hartford, CT 06134

Phone: (860) 418-7069

Email: Shauna.Walker@ct.gov
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From: Amy St. Pierre [mailto:amy@ccwellness.org]

Sent: Monday, August 14, 2017 4:59 PM

To: Walker, Shauna <Shauna.Walker@ct.gov>

Cc: Mitchell, Micheala <Micheala.Mitchell@ct.gov>; User, OHCA <OHCA®@ct.gov>; Riggott, Kaila
<Kaila.Riggott@ct.gov>; Murray, Amy E. <AMurray@pullcom.com>

Subject: Re: Counseling Center of Waterbury, LLC Deemed Complete

Please be advised that I will no longer be employed by CCW effective 8/28/17. As such, please remove my
name from CON application.

Thank you,

Amy St.Pierre, LADC

Clinical Supervisor

Connecticut Counseling and Wellness
1776 Meriden Road

Wolcott, CT 06716

203-596-7870

On Fri, Aug 4, 2017 at 7:37 AM, Walker, Shauna <Shauna.Walker@ct.gov> wrote:

Good Morning Ms. St. Pierre,



Attached is a letter deeming the above-referenced application complete. Please confirm receipt of this email
and the attachment.

Regards,

Shauna L. Walker

Office of Health Care Access
Connecticut Department of Public Health
410 Capitol Avenue

Hartford, CT 06134

Phone: (860) 418-7069

Email: Shauna.Walker@ct.gov
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Amy St.Pierre, LADC

Clinical Supervisor

Connecticut Counseling and Wellness
1776 Meriden Road

Wolcott, CT 06716

203-596-7870



User, OHCA

From: Riggott, Kaila

Sent: Friday, September 22, 2017 11:58 AM

To: Jerry Marcil

Cc: User, OHCA

Subject: RE: 17-32163-CON Agreed Settlement for your signature

Thank you. We will forward a signed copy after the document is signed by Deputy Commissioner Addo.

Kaila Riggott, MPA

Planning Specialist

State of Connecticut

Department of Public Health
Office of Health Care Access

410 Capitol Avenue, MS#13-HCA
Hartford, CT 06134

phone: 860.418.7037

fax: 860.418.7053
http://www/ct.gov/ohca
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From: Jerry Marcil [mailto:jerry@ccwellness.org]

Sent: Friday, September 22, 2017 11:51 AM

To: Riggott, Kaila <Kaila.Riggott@ct.gov>

Subject: Fwd: 17-32163-CON Agreed Settlement for your signature

Hi Kaila,

I have reviewed and signed the document.

Jerry Marcil

---------- Forwarded message ----------

From: Amy St. Pierre <amy@ccwellness.org>

Date: Fri, Sep 22, 2017 at 9:20 AM

Subject: Fwd: 17-32163-CON Agreed Settlement for your signature
To: Jerry Marcil <jerry@ccwellness.org>

---------- Forwarded message ----------

From: Riggott, Kaila <Kaila.Riggott@ct.gov>

Date: Friday, September 22, 2017

Subject: 17-32163-CON Agreed Settlement for your signature
To: "amy@ccwellness.org" <amy@ccwellness.org>




Good Morning Ms. St. Pierre,

Please see the attached Agreed Settlement for Docket No. 17-32163-CON. Please confirm receipt of this email
and then review, electronically sign and return to me by Friday, September 29, 2017 for Deputy Commissioner
Addo’s signature. Please feel free to call if you have any questions or concerns.

Regards,

Kaila Riggott

CON Supervisor

Kaila Riggott, MPA

Planning Specialist

State of Connecticut

Department of Public Health
Office of Health Care Access

410 Capitol Avenue, MS#13-HCA
Hartford, CT 06134

phone: 860.418.7037

fax: 860.418.7053

http://www/ct.gov/ohca
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Amy St.Pierre, LADC

Clinical Supervisor

Connecticut Counseling and Wellness
1776 Meriden Road

Wolcott, CT 06716

203-596-7870

Jerry Marcil, LADC, CEAP, LAP-c, SAP
Director, CT Counseling and Wellness
(203) 596-7870 Business

(203) 233-7581 Cell

This information has been disclosed to you from records protected by Federal confidentiality rules (42 CFR Part 2). The Federal rules prohibit you
from making any further disclosure of this information unless the further disclosure is expressly permitted by the written consent of the person to
whom it pertains or as otherwise permitted by 42 CRF Part 2. A general authorization for the release of medical or other information is NOT
sufficient for this purpose. The Federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse
patient.



STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH

Dannel P. Malloy

: Governor
Raul Pino, 'M..D., M.PH. Nancy Wyman
Commissioner ti Gaverio
Department of Public Health
Office of Health Care Access
Certificate of Need Application
Agreed Settlement
Applicant: Counseling Center of Waterbury, LLC
d/b/a Connecticut Counseling & Wellness
1776 Meriden Road
Wolcott, CT 06716
Docket Number: 17-32163-CON
Project Title: Establishment of a Psychiatric Outpatient Clinic and Facility

for the Care or Treatment of Substance Abuse or Dependence
for Adults in Wolcott, Connecticut

Project Description: Counseling Center of Waterbury, LLC, d/b/a Connecticut Counseling &
Wellness (“CCW?” or “Applicant”) is proposing to establish a psychiatric outpatient clinic and
facility for the care or treatment of substance abusive or dependent persons at 1776 Meriden
Road, Wolcott, Connecticut.

Procedural History: The Applicant published notice of its intent to file a Certificate of Need
(“CON?”) application in The Republican-American (Waterbury) on March 16, 17 and 18, 2017.
On April 18, 2017, the Office of Health Care Access (“OHCA?”) received the CON application
from the Applicant for the above-referenced project and deemed the application complete on
August 3, 2017. OHCA received no responses from the public concerning the proposal and no
hearing requests from the public per Connecticut General Statutes (“Conn. Gen. Stat.”) § 19a-
639a(e). Deputy Commissioner Addo considered the entire record in this matter.
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Counseling Center of Waterbury, LLC
d/b/a Connecticut Counseling & Wellness
Docket Number: 17-32163-CON Page 2 of 12

Findings of Fact and Conclusions of Law

1. CCW is a for-profit entity that provides outpatient substance abuse treatment services,
including individual and group substance abuse counseling and counseling for family
members of addicted persons in Wolcott, Connecticut. Ex. A, pp. 7-8.

2. The Applicant has provided counseling services in the Greater Waterbury area for over 20
years with key professionals who collectively possess over 60 years of counseling
experience. Ex. A, p. 8.

3. CCW is proposing to establish a psychiatric outpatient clinic and facility for the care or
treatment of substance abuse or dependence for adults ages 18 years and older to provide
intensive outpatient (“1OP”) treatment. Ex. A, pp. 8, 12.

4. The proposed program will primarily treat adults with diagnosable substance use disorders
(“SUDs”) who reside in the Greater Waterbury area and are in need of treatment at an IOP
level of care. Ex. A, pp. 12, 13.

5. The Applicant is proposing to locate the program at its existing 1776 Meriden Road location
as it has the necessary space, equipment and staffing to begin operations. Ex. A, pp. 8, 10.

6. There are currently no IOP providers in Wolcott. Furthermore, existing providers in the
Applicant’s service area often operate at capacity, requiring potential clients to be waitlisted
or to seek treatment outside of their local community. Ex. A, p. 13.

7. The Applicant intends to meet the current standards of practice outlined in the Matrix Model
of outpatient treatment, which combines multiple therapeutic strategies to produce a
clinically coordinated program. Program components include individual counseling, early
recovery skills groups, relapse prevention groups, family education groups, 12-step meetings,
urine/breath tests, relapse analysis and social support. Guiding principles essential to the
model include establishing a positive and collaborative relationship, creating structure and
expectations, teaching psychoeducation, cognitive behavioral skills and positive
reinforcement. Ex. A, pp. 145-174.



Counseling Center of Waterbury, LLC
d/b/a Connecticut Counseling & Wellness
Docket Number: 17-32163-CON Page 3 of 12

8. Key characteristics of the proposed program will include:

a. Unique practice setting: CCW is a small private practice located in a discrete, rural
setting and will offer an alternative to the larger treatment facilities in the city of
Waterbury.

b. Personalized program: I0OP offered by CCW will be personalized to fulfill each client’s
needs. CCW intends to begin by working with only five 10P clients and will gradually
increase this number based on available resources.

c. Family component: CCW will offer group sessions for family members of clients and
individual sessions that will foster collaboration with the client and his or her family.

d. Continuity of care: after a client completes 0P treatment at CCW, he or she can continue
to receive treatment at the facility through various step-down programs. Additionally,
after an individual is no longer a client of CCW, he or she will still have a person they
can contact at the facility, as needed.

e. Community knowledge: CCW has established referral relationships with other

community-based organizations to assist with client transitions and outcomes.
Ex. A, pp. 9-10.

9. The proposed I0OP will be structured according to each client’s individualized recovery plan,
consisting of at least three visits per week for 3-4 hours at a time. Clients will receive IOP

treatment for 4-6 weeks before they are transitioned to the next appropriate level of care. Ex.
A p. 7.

10. The proposed program will operate from 9:00 a.m. to 9:00 p.m., Monday through Friday. Ex.
A, p. 24.

11. In 2016, 72% of CCW’s clients were from the proposed service area towns, with the majority
originating from Waterbury.

TABLE 1
FISCAL YEAR (“FY”) 2016 UTILIZATION BY TOWN OF CLIENT ORIGIN FOR CCW
SERVICE AREA NO. OF CLIENTS PERCENT OF TOTAL
Waterbury 31 28%
Wolcott 19 17%
Naugatuck 7 6%
Watertown 5 5%
Southbury 4 4%
Branford 3 3%
Cheshire 3 3%
New Britain 3 3%
Wallingford 3 3%
Other* 32 29%
Total 165 100%**

Ex. A, p. 28; Ex. D, p. 208.
*Includes clients originating from other CT towns.
**Actual total varies due to rounding.



Counseling Center of Waterbury, LLC
d/b/a Connecticut Counseling & Wellness
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12. Adults within the Applicant’s proposed service area represent 10% of Connecticut’s
population ages 18 years and older. Based on prevalence rates predicated upon national data,
nearly 25,000 of these adults may have a diagnosable substance use disorder.

ESTIMATE OF DIAGNOSABLE SUBSTANJ??J;IIEE %)ISORDER IN PROPOSED SERVICE AREA
SUBSTANCE USE DISORDER (Izgzgrlj_ﬁ-lggr’;ll PREVALENCE? INCIDENCE

Branford 23,327 1,983
Cheshire 22,908 1,947
Naugatuck 24,585 2,090
New Britain 55,993 4,759
Southbury 15,439 1,312
Wallingford 36,564 3,108
Waterbury 82,161 6,984
Watertown 17,238 1,465
Wolcott 13,093 1,113
Total for proposed service area 291,308 8.5% 24,761
Connecticut 2,808,486 8.5% 238,721
(S:f)rn"r'feit?éﬁ? as percent of 10.4% n/a 10.4%

1U.S. Census Bureau, 2011-2015 American Community Survey Demographic and Housing 5-Year Estimates (2015
version), available at https://factfinder.census.gov.

2Substance Abuse and Mental Health Services Administration. 2014. The NSDUH Report: Substance Use and Mental
Health Estimates from the 2013 National Survey on Drug Use and Health: Overview of Findings. Rockville, MD.
Available at https://store.samhsa.gov/shin/content/NSDUH14-0904/NSDUH14-0904.pdf.

Ex. D, p. 207; Ex. F, p. 221.

13. According to The Department of Mental Health and Addiction Services’ (“DMHAS”) 2016
Triennial State Substance Abuse Plan, Connecticut is in the midst of an opioid epidemic that
has led to an increasing number of overdose deaths across the state. This has resulted in

creating one of the most important health concerns currently faced by the state. Ex. A, pp. 13-
14.

14. At a local level, the Greater Waterbury Health Improvement Partnership published a
Community Health Needs Assessment (“CHNA”) in 2013 which identified substance abuse
as a health priority. The CHNA identified increasing access as one of the ways to address this
issue. Ex. A, p. 9.

15. Additionally, statistics released in February 2017 from the Office of the Chief Medical
Examiner (“OCME?”) reveal that in 2016, there were 917 accidental intoxication overdose
deaths in Connecticut, with over 100 occurring in the proposed service area. Ex. A, pp. 14-15.

16. SAMHSA'’s Behavioral Health Barometer— Connecticut, 2015, estimates that, between 2013
and 2014, 6.8% of Connecticut residents aged 12 years or older were dependent on or abused
alcohol within the year prior to being surveyed, which is slightly higher than the national
average of 6.5%. Of those Connecticut residents aged 12 years or older with alcohol
dependence or abuse, 92.9% did not receive treatment. Ex. A, pp. 14-15.
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17.

18.

19.

20.

21.

The Applicant projects that a total of 140 clients will participate in all programs in FY 2017.
The Applicant further projects a census of over 200 clients by FY 2020.

TABLE 3
COUNSELING CENTER OF WATERBURY, LLC PROJECTED UTILIZATION
CURRENT
SERVICE/PROGRAM CLIENTS PROJECTED CLIENTS
FY 2017 FY 2018 FY 2019 FY 2020
Outpatler_1t Slfbstance Abuse Treatment 114 118 122 126
(Counseling)
Intensive Outpatient Treatment Program? 26 62 73 83
Total Client Census 140 180 195 209

Fiscal Year is January 1 — December 31

!Qutpatient Substance Abuse Treatment visits assume a 3.5% increase each year, based on historical growth.
It is estimated that 114 clients will receive treatment through 2017, stemming from a 3.5% increase from
2016, where 110 clients received treatment. The 3.5% increase is a conservative estimate, as there was a
3.44% increase from 2014 to 2015 and 6.6% increase over a two year period from 2015 to 2017.

2JOP estimated to begin July 1, 2017. Client calculations are as follows:

2017 — 130 weeks (26 weeks x 5 clients/week) / 5 weeks

2018 — 312 weeks (52 weeks x 6 clients/week) / 5 weeks

2019 — 364 weeks (52 weeks x 7 clients/week) / 5 weeks

2020 — 416 weeks (52 weeks x 8 clients/week) / 5 weeks

Initial estimate of five clients receiving IOP treatment per week is based on the demand and need for

additional IOPs in the service area. Despite the significant need for additional IOPs in the service

area, CCW has made the decision to begin with a relatively small number of clients. Additionally, a

steady increase in the number of IOP clients is anticipated each year, based on the increase in the

number of clients receiving outpatient substance abuse treatment.

Ex. A, p. 20; Ex. D, pp. 209-210; Ex. F, pp. 222-223.

The target population will be derived primarily from existing and future CCW clients.
However, the program will also accept referrals from Trade Union 4782, local providers and
community organizations such as Wolcott Crossroads and Family & Children’s Aid. Ex. A, p.
12; Ex. D, p. 206.

Existing CCW clients currently receive IOP treatment from Rushford (a Hartford HealthCare
partner), Waterbury Hospital and Family Intervention Center in Waterbury, all located
outside of Wolcott. Potential clients for the proposed program, such as those from Trade
Union 478, are at times referred to out of state providers. Ex. A, p. 13; Ex. F, p. 223.

The Applicant intends to develop relationships with inpatient SUD treatment providers
seeking to discharge their clients to a local IOP program. These providers include
Mountainside Treatment Center, High Watch Recovery Center, Connecticut Valley Hospital,
Stonington Institute and American Addiction Centers. Ex. A, p. 17; Ex. D, p. 206.

CCW plans to develop a transfer agreement with St. Mary’s Hospital in Waterbury,
Connecticut. Clients will be transferred to St. Mary’s Hospital in the event of necessary
emergency treatment beyond the scope of services provided by CCW. Ex. D, pp. 206, 216.

The Machinist Union Members Assistance Program for Trade Union 478 currently refers members to CCW'’s
existing programs.
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22. While there are 14 existing IOP providers in the proposed service area, most are operating at
or near capacity. Additionally, none are located in Wolcott and/or provide clients with a
treatment option in a rural setting. Although public transportation is available from Wolcott
to the existing service providers in Waterbury, none is available to the existing service

providers in New Britain or Cheshire.

TABLE 4
PROVIDERS OF THE PROPOSED SERVICES IN SERVICE AREA
TOWN PROVIDER STREET ADDRESS

Waterbury Family Intervention Center 22 Chase River Rd.
Waterbury Catholic Charities Inc. — Archdiocese of Hartford | 56 Church St.
Waterbury Catholic Charities Inc. — Archdiocese of Hartford | 13 Wolcott St.
Waterbury Staywell Health Care, Inc. 1309 Main St.
Waterbury Staywell Health Care, Inc. 402 East Main St.
Waterbury Wellmore, Inc. 402 East Main St.
Waterbury Wellmore, Inc. 142 Griggs St.
Waterbury Connecticut Counseling Centers, Inc. 4 Midland Rd.
Waterbury St. Mary’s Health System 56 Franklin St.
Waterbury Waterbury Hospital 64 Robbins St.
New Britain The Hospital of Central Connecticut 73 Cedar St.
New Britain Community Mental Health Affiliates, Inc. 55 Winthrop St.
New Britain Farrell Treatment Center, Inc. 586 Main St.
Cheshire Rushford (Hartford Healthcare) 680 South Main St., Suite 204

Ex. A, pp. 22, 28-29; EX. D, p. 209; https://findtreatment.samhsa.gov, accessed June 16, 2017.
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23. CCW projects a payer mix of 43% Medicaid, 47% commercially-insured and 10% uninsured
(self-pay) clients annually for FY's 2018 through 2020.

TABLE 5
PROJECTED PAYER MIX FOR CCW BY NUMBER OF CLIENTS
Projected?
FY 2018 FY 2019 FY 2020
Payer .
Client Visit Client Visit Client Visit
% % %

Volume Volume | volume Volume | Volume Volume
Medicarel 0 0 0 0 0 0
Medicaid? 78 43 1,482 83 43 1,587 90 43 1,693
CHAMPUS & 0 0 0 0 0 0
TriCare
Total 78 43 1,482 83 43 1,587 90 43 1,693
Government
Commercial 84 47 1,620 93 47 1,735 98 47 1,851
Insurers
Uninsured 18 10 345 19 10 369 21 10 394
Workers 0 0 0 0 0 0
Compensation
Total Non- 102 57 1,965 112 57 2,104 119 57 2,245
Government
Total Payer 180 100 3,447 195 100 3,601 209 100 3,938
Mix

YIncludes managed care activity.
2Based on the existing payer mix for the substance abuse treatment services.

Ex. A, pp. 20, 27; Ex. D, pp. 210-211.

24. The proposed program will adopt CCW’s pro bono policy, sliding-fee scale and fee

agreement. A client’s needs and ability to pay will be determined on a case-by-case basis. Ex.
A, pp. 15-16, 181-183.

25. The Applicant foresees no associated capital costs with establishing the program as it will
operate in an existing facility. CCW currently employs two licensed alcohol and drug
counselors that will implement the proposed program, however, it is anticipated that
employment or contracting with an additional health care professional will be needed
beginning in 2018, at an estimated salary of $40,000. Ex. A, pp. 10, 11, 20.
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26. Based on an average of three 3-hour IOP sessions per client per week, a 1.5% annual increase
in operating expenses and a steady increase in the number of clients served each year, the
Applicant projects incremental gains from the onset of operations.

TABLE 6
PROJECTED INCREMENTAL REVENUES AND EXPENSES
FY 2017* FY 2018 FY 2019 FY 2020
Revenue from Operations $97,208 $233,298 $272,181 $311,064
Total Operating Expenses $40,000 $40,600 $41,209 $41,827
Gain/Loss from Operations $57,208 $192,698 $230,972 $269,237

*July 1 — December 31
Ex. A, pp. 20, 25.

27. OHCA is currently in the process of establishing its policies and standards as regulations.
Therefore, OHCA has not made any findings as to this proposal’s relationship to any
regulations not yet adopted by OHCA.. (Conn. Gen. Stat. § 19a-639(a)(1)).

28. This CON application is consistent with the Statewide Health Care Facilities and Services
Plan. (Conn. Gen. Stat. § 19a-639(a)(2)); Ex. A, p. 12.

29. The Applicant has established that there is a clear public need for the proposal. (Conn. Gen.
Stat. § 19a-639(a)(3)); Ex. A, pp. 13-15.

30. The Applicant has demonstrated that the proposal is financially feasible. (Conn. Gen. Stat. § 19a-
639(a)(4)); Ex. A, pp. 10, 20.

31. The Applicant has satisfactorily demonstrated that the proposal will improve the accessibility

and maintain the quality and cost effectiveness of health care delivery in the region. (Conn.
Gen. Stat. § 19a-639(a)(5)); Ex. A, pp. 16-17.

32. The Applicant has shown that there would be no adverse change in the provision of health
care services to the relevant populations and payer mix, including access to services by
Medicaid recipients and indigent persons. (Conn. Gen. Stat. § 19a-639(a)(6)); Ex. A, pp. 17-18.

33. The Applicant has satisfactorily identified the population to be affected by this proposal.
(Conn. Gen. Stat. § 19a-639(a)(7)); Ex. A, pp. 12-13.

34. The Applicant’s historical provision of services in the area supports this proposal. (Conn. Gen.
Stat. 8 19a-639(a)(8)); Ex. A, p. 28; Ex. D, p. 208.

35. The Applicant has satisfactorily demonstrated that this proposal would not result in an

unnecessary duplication of existing services in the area. (Conn. Gen. Stat. § 19a-639(a)(9)); Ex. A, p.
22.

36. The Applicant has demonstrated that there will be no reduction in access to services by
Medicaid recipients or indigent persons. (Conn. Gen. Stat. § 19a-639(a)(10)); Ex. A, p. 18.
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37. The Applicant has demonstrated that the proposal will not negatively impact the diversity of

health care providers and client choice in the region. (Conn. Gen. Stat. § 19a-639(a)(11)); Ex. A, p.
23.

38. The Applicant has satisfactorily demonstrated that the proposal will not result in any

consolidation that would affect health care costs or accessibility to care. (Conn. Gen. Stat. § 19a-
639(a)(12)); Ex. A, p. 18.
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Discussion

CON applications are decided on a case-by-case basis and do not lend themselves to general
applicability due to the uniqueness of the facts in each case. In rendering its decision, OHCA
considers the factors set forth in 8§ 19a-639(a) of the Statutes. The Applicant bears the burden of
proof in this matter by a preponderance of the evidence. Jones v. Connecticut Medical
Examining Board, 309 Conn. 727 (2013).

CCW is a for-profit entity that provides outpatient substance abuse treatment services, including
individual and group substance abuse counseling and counseling for family members of addicted
persons in Wolcott, Connecticut. The Applicant is proposing to establish a psychiatric outpatient
clinic and facility for the care or treatment of substance abuse or dependence for adults ages 18
years and older to provide IOP treatment. Clients receiving counseling services at CCW endure
obstacles in seeking IOP, such as being waitlisted and/or having to travel outside their local
community for treatment. Furthermore, recent data released from The Office of the Chief
Medical Examiner reveals that in 2016 there were over 100 accidental intoxication overdose
deaths in the proposed service area. This emphasizes the need for additional IOP providers and
the limited availability of treatment in the Greater Waterbury area. FF1; FF3; FF6; FF15.

In addition to operating at or near capacity, none of the existing I0OP providers within the
proposed service area offer clients the option of receiving treatment in a private, rural setting.
The Applicant’s program will improve access to treatment because clients will have the option of
receiving IOP in their local community rather than traveling to urban areas outside of Wolcott.
The proposed program will also accept Medicaid clients and indigent persons in accordance with
CCW’s existing Pro Bono Policy. FF22-FF24.

There are no costs associated with establishing the proposed program as it will operate in an
existing facility with excess capacity. The need of an additional health care professional,
however, is expected beginning in 2018 at a cost of $40,000. Incremental gains are projected
from the onset of operations, surpassing $269,000 by FY 2020. Based on these factors, the
Applicant has shown that the proposal is financially feasible. FF25-FF26.

The Applicant has satisfactorily demonstrated clear public need for the IOP treatment program in
Wolcott and that the proposal will improve client choice in the service area. In order to ensure
that access to care will improve for the population currently being served, including the

Medicaid population, and that the proposal is consistent with the Statewide Health Care Facilities
and Services Plan, OHCA requires that the Applicant agree to take certain actions as stated in the
order attached hereto.
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Order

NOW, THEREFORE, the Department of Public Health, Office of Health Care Access
(“OHCA”) and Counseling Center of Waterbury, LLC, d/b/a Connecticut Counseling &
Wellness (“CCW” or “Applicant”), through their authorized representatives, hereby stipulate and
agree to the following terms of settlement with respect to the Applicant’s request to establish a
psychiatric outpatient clinic and facility for the care or treatment of substance abusive or
dependent persons in Wolcott, CT:

1. CCW shall provide notification to OHCA of the date of commencement of operations and
shall provide a copy of the facility license(s) it has obtained. Such notification shall be
provided within thirty (30) days of start of operations.

2. Upon execution of this Agreement, the Applicant shall immediately apply to the Connecticut
Department of Social Services and be approved as a Medicaid provider and make all efforts
to comply with the requirements of participation. The Applicant shall provide documentation
to OHCA evidencing approval of its enrollment application. Such documentation shall be
filed within thirty (30) days of approval as a Connecticut Medicaid provider.

3. OHCA and CCW agree that this settlement represents a final agreement between OHCA and
CCW with respect to OHCA Docket No. 17-32163-CON. The execution of this agreed
settlement resolves all objections, claims and disputes, which may have been raised by CCW
with regard to OHCA Docket Number 17-32163-CON.

4. OHCA may enforce this settlement under the provisions of Conn. Gen. Stat. 88 19a-642;
19a-653 and all other remedies available at law, with all fees and costs of such enforcement
to be paid by the Applicant.

5. This settlement shall be binding upon CCW and its successors and assigns.
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All of the foregoing constitutes the final order of the Office of Health Care Access in this matter.

By Order of the

Department of Public Health

Office of Health Care Access
0 N /)

September 22, 2017

Date Yvonne T. Addo, MBA
Deputy Commissioner

September 22, 2017 BMvn_ Q. iGerard R. Marcil

Date Duly Authorized Agent for
Counseling Center of Waterbury, LLC




Olejarz, Barbara

From: Olejarz, Barbara

Sent: Monday, September 25, 2017 1:46 PM

To: jerry@ccwellness.org'

Cc: ‘daniels@chime.org’; Bruno, Anthony M.; McLellan, Rose; Johnson, Colleen M; Bauer,
Sandra

Subject: Agreed Settlement

Attachments: 17-32163 Agreed Settlement Final.pdf

Tracking: Recipient Delivery Read

'jerry@ccwellness.org'

'daniels@chime.org’

Bruno, Anthony M. Delivered: 9/25/2017 1:46 PM
McLellan, Rose Delivered: 9/25/2017 1:46 PM
Johnson, Colleen M Delivered: 9/25/2017 1:46 PM
Bauer, Sandra Delivered: 9/25/2017 1:46 PM

OHCA-DL All OHCA Users
Foreman, Rebecca

Jensen, Dana

Mitchell, Micheala Read: 9/25/2017 1:46 PM
Ormand.Clarke@ct.gov Delivered: 9/25/2017 1:46 PM
Jessica.Rival@ct.gov Delivered: 9/25/2017 1:46 PM
David.Fernandes@ct.gov Delivered: 9/25/2017 1:46 PM
Yvonne.Addo@ct.gov Delivered: 9/25/2017 1:46 PM
Rebecca.Foreman@ct.gov Delivered: 9/25/2017 1:46 PM
Dana.Jensen@ct.gov Delivered: 9/25/2017 1:46 PM
Micheala.Mitchell@ct.gov Delivered: 9/25/2017 1:46 PM
Tillman.Foster@ct.gov Delivered: 9/25/2017 1:46 PM
Leslie.Greer@ct.gov Delivered: 9/25/2017 1:46 PM
Brian.Carney@ct.gov Delivered: 9/25/2017 1:46 PM
Karen.Roberts@ct.gov Delivered: 9/25/2017 1:46 PM
Christopher.Wyvill@ct.gov Delivered: 9/25/2017 1:46 PM
Kevin.Hansted@ct.gov Delivered: 9/25/2017 1:46 PM
Olga.Armah@ct.gov Delivered: 9/25/2017 1:46 PM
Steven.Lazarus@ct.gov Delivered: 9/25/2017 1:46 PM
Barbara.Olejarz@ct.gov Delivered: 9/25/2017 1:46 PM

Jessica.Schaeffer-Helmecki@ct.gov Delivered: 9/25/2017 1:46 PM

Kaila.Riggott@ct.gov Delivered: 9/25/2017 1:46 PM
Srinivasa.Chalikonda@ct.gov Delivered: 9/25/2017 1:46 PM
Alla.Veyberman@ct.gov Delivered: 9/25/2017 1:46 PM
Gloria.Sancho@ct.gov Delivered: 9/25/2017 1:46 PM
Ronald.Ciesones@ct.gov Delivered: 9/25/2017 1:46 PM
Shauna.Walker@ct.gov Delivered: 9/25/2017 1:46 PM



Recipient

Carmen.Cotto@ct.gov
Kimberly.Martone@ct.gov
Roberts, Karen

Chalikonda, Srinivasa

9/25/17

Gerard R. Marecil,

Delivery Read

Delivered: 9/25/2017 1:46 PM

Delivered: 9/25/2017 1:46 PM
Read: 9/25/2017 1:47 PM
Read: 9/25/2017 1:48 PM

Please see attached Agreed Settlement for Connecticut Counseling & Wellness, Docket Number: 17-32163-CON

Barbara K. Olejarz

Administrative Assistant to Kimberly Martone
Office of Health Care Access

Department of Public Health

Phone: (860) 418-7005

Email: Barbara.Olejarz@ct.gov
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Olejarz, Barbara

From: Microsoft Outlook

To: jerry@ccwellness.org; daniels@chime.org
Sent: Monday, September 25, 2017 1:46 PM
Subject: Relayed: Agreed Settlement

Delivery to these recipients or groups is complete, but no delivery notification was sent by the
destination server:

jerry@ccwellness.org (jerry@ccwellness.orq)

daniels@chime.org (daniels@chime.orq)

Subject: Agreed Settlement
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