


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.

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

E (*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.

El 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.

El 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)

El Attached is a completed Financial Attachment

El 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).

For OHCA Use Only:

Docket No.:______________ Check No.:
OHCA Verified by:__________ Date:____
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Connecticut Department 
of Pubtk Health

State of Connecticut 
Department of Public Health 
Office of Health Care Access

Certificate of Need Application 
Main Form

Required for all CON applications

Contents:

o Checklist

o List of Supplemental Forms 

o Proposal Information 

o Affidavit

o Executive Summary 

o Project Description 

o Public Need and Access to Health Care 

o Financial Information 

o Utilization
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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
form

included

Conn. 
Gen. Stat. 
Section 

19a-638(a)

Supplemental Form

E! (1)
Establishment of a new health care facility (mental health and/or 
substance abuse) - see note below*

□ (2)
Transfer of ownership of a health care facility (excludes transfer of

ownership/sale of hospital - see “Other” below)

□ (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**

□ (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

□ (6) Establishment of an outpatient surgical facility

□ (9) Establishment of cardiac services
Acquisition of equipment:

(10) - acquisition of computed tomography scanners, magnetic resonance
□ imaging scanners, positron emission tomography scanners or 

positron emission tomography-computed tomography scanners
(11) - acquisition of nonhospital based linear accelerators

□ (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.

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

Is this Application the result of a Determination indicating a CON application must be 
filed?
□ No
□ Yes, Docket Number: Click here to enter text.

Applicants) 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 amvO.ccwellness.ora

Phone 203-596-7870

Fax Number

Tax Status
(check one box)

Kl For Profit
□ Not-for-Profit

□ For Profit
□ Not-for-Profit

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

FOR OFFICE USE ONLY
Version 9/21/16
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Docket #: Staff Assigned :

Date Received:
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Affidavit

Applicant: Counseling Center of Waterburv, LLC

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

I 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.

Subscribed and sworn to before me on APr11 12> 2017

Notary Public/Commissionct-ofGuperiui 'Cu^'t(yn[^p^e-^

My commission expires:

< Notary Public
< State of Connecticut 
' My Commission Expires August 31,2018
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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 needed in the 
community.

Counseling Center ofWaterbury, 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.1 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

1 Governor Dannel Malloy, Press Release: Gov. Malloy proposes legislative package to further the state’s 
efforts combating opioid addiction and overdoses (Jan. 26, 2017), available at http://Dortal.ct.aov/Office- 
of-the-Governor/Press-Room/Press-Releases/2017/01-2017/Gov-Mai lov-Proposes-Leqisiative-Package-
to-Further-the-States-Efforts-Combatinq-Qpioid-Addiction.
2 Miriam Delphin-Rittmon, Commissioner, & Nancy Navarretta, Deputy Commissioner, DMHAS, Triennial 
State Substance Abuse Plan, available at
http://www.ct.qov/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.3 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 a local 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.4 The CHNA identified increasing access to substance 
abuse treatment services as one of the ways to address this issue.5 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.”6

While some lOPs 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 lOPs 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.

• Continuity of Care: Through treating clients who have recently completed lOPs,
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

3 State of Connecticut Department of Public Health, Statewide Facilities and Services Plan 2014 
Supplement, p. 77, available at
http://www.ct.aov/dph/lib/dph/ohca/Dublications/2014/final 2014 facilities plan - 2 24 15.pdf.
4 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.
5 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.
6 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.

• 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 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.

2. 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 lOPs 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.

3. 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);

4. 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.

5. 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);
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Not applicable

b. a list 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 I.

• Gerard Marcil, LADC, Director
• 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 II 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 III.

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 IV.

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 a 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

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 lOPs 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 lOPs. 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.

c. 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 adults in the United States was at 5.9% of the population (ages twelve and over) 
in 2015.7 8

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.0 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

7 Results from the 2015 National Survey on Drug Use and Health: Detailed Tables, Table 5.1B, available 
at https://www.samhsa.QOv/data/sites/default/files/NSDUH-DetTabs-2015/NSDUH-DetTabs-
2015/NSDUH-DetTabs-2015.htm.
8 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.”9 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).10

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.11 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 2015.12 13 In Connecticut, 
SAMHSA’s Behavioral Health Barometer- Connecticut 201 S'3, 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

9 Miriam Delphin-Rittmon, Commissioner, & Nancy Navarretta, Deputy Commissioner, DMHAS, Triennial 
State Substance Abuse Plan, available at
http://www.ct.aov/dmhas/lib/dmhas/publications/triennialreport2016.pdf.
10 Office of the Chief Medical Examiner, Connecticut Accidental Drug Intoxication Deaths, available at 
http://www.ct.aov/ocme/lib/ocme/AccidentalDrualntoxication2012-2016.pdf.
11 Office of the Chief Medical Examiner, Accidental Drug Intoxication in Excel by town/city (2015-16), 
available at http://www.ct.aov/ocme/cwp/view.asp?a=2165&Q=295128&ocmeNav=l
12 Results from the 2015 National Survey on Drug Use and Health: Detailed Tables, Table 5.1B, available 
at https://www.samhsa.aov/data/sites/default/files/NSDUH-DetTabs-2015/NSDUH-DetTabs-
2015/NSDUH-DetTabs-2015.htm
13 SAMHSA, Behavioral Health Barometer- Connecticut 2015, available at 
https://www.samhsa.aov/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.14

In 2016, there were 917 accidental intoxication overdose deaths reported in the state 
and 116 of these were from the Service Area.15 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

14 SAMHSA, Behavioral Health Barometer- Connecticut 2015, available at 
https://www.samhsa.aov/data/sites/default/files/2015 Connecticut BHBarometer.pdf
15 Office of the Chief Medical Examiner, 2015 to 2016 *town/city) Accidental Drug Intoxication in Excel, 
available at http://www.ct.aov/ocme/cwp/view.asp?a=2165&Q=295128&ocmeNav=l
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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.

g. 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.

h. 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.

i. 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.

b. improve accessibility of health care in the region; and 

See response to question 8.

c. 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
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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.16 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.

10. 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://minoritvhealth.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.

11. 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.

12. 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.

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

16 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 VII (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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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.

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

22. 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.

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

Not applicable.

24. 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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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))___________________________________

25. 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.

26. 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 COW will begin providing these services 
on July 1, 2017.

27. 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))________________________________________

28. 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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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.

29. 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))

30. 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.

31. 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.

32. 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.

33. 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 IOP 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))__________________________________________________

34. If applicable, explain why approval of the proposal will not result in an unnecessary 
duplication of services.

Version 9/21/16
Page 21OHCA 000022



The approval will not result in an unnecessary duplication of services as there is currently a 
need for additional access to lOPs 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 lOPs 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

Service Street Address, Town Population
Served

Days/Hours of 
Operation

New Service or 
Proposed 

Termination

Outpatient 
Substance Abuse 
Treatment, 
including IOP

1776 Meriden Road, 
Wolcott, CT 06716

Adults (over the 
age of 18), male 
and female

Monday-Friday,
9am-9pm

New service

fback to auestionl

TABLE 2
SERVICE AREA TOWNS

List the official name of town* and provide the reason for inclusion.

Town* Reason for Inclusion

Waterbury

These towns represent Applicant’s 
traditional service area.

Wolcott

Naugatuck

Watertown

Southbury

Branford

Cheshire

New Britain

Wallingford
* Village or place names are not acceptable.

fback to auestionl
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TABLE 3
TOTAL PROPOSAL CAPITAL EXPENDITURE

Purchase/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.

Tback to auestionl

TABLE 4
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

* 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.

Tback to auestionl
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TABLE 5
HISTORICAL UTILIZATION BY SERVICE

Service**

Actual Volume+
(Last 3 Completed FYs) CFY Volume*

FY 2014*** FY 2015*** FY 2016*** FY 2017***

Outpatient Substance Abuse
Treatment 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. 

fback to ouestionl

TABLE 6
PROJECTED UTILIZATION BY SERVICE

Service*

Projected Volume+

FY 2017** FY 2018** FY 2019“ FY 2020

Outpatient Substance 
Abuse Treatment++ 3,200 3,312 3,428 3,548

Intensive Outpatient 
Substance Abuse 
Treatment++++

390+++ 936 1,092 1,248

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).

fback to question!
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TABLE 7
APPLICANT’S CURRENT & PROJECTED PAYER MIX

Payer

Current
FY 2017**++

Projected

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 & 
TriCare

0 0% 0 0% 0 0% 0 0%

Total
Government

1544 43% 1827 43% 1943 43% 2062 43%

Commercial
lnsurers+++

1687 47% 1997 47% 2124 47% 2254 47%

Uninsured 359 10% 425 10% 452 10% 480 10%

Workers
Compensation

0 0% 0 0% 0 0% 0 0%

Total Non- 
Government

2046 57% 2421 57% 2576 57% 2734 57%

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 
outpatient 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.

fback to questionl
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TABLE 8
UTILIZATION BY TOWN

Town
Utilization
FY 2016**

Waterbury 31

Wolcott 19

Naugatuck 7

Watertown 5

Southbury 4

Branford 3

Cheshire 3

New Britain 3

Wallingford 3

Other 32
*List inpatient/outpatient/ED volumes separately, if applicable 
**Fill in most recently completed fiscal year.

[back to question!

TABLE 9
SERVICES AND SERVICE LOCATIONS OF EXISTING PROVIDERS

Service or Program 
Name

Populati
on

Served

Facility
ID*

Facility's Provider Name,
Street Address and Town

Hours/Days of 
Operation

Current
Utilization

Intensive Outpatient 
Program

NPA 159876
4474

Family Intervention Center,
Inc., 22 Chase River Road, 
Waterbury

NPA NPA

Intensive Outpatient 
Program NPA

NPA 115441
5354

Catholic Charities Inc. - 
Archdiocese of Hartford, 56 
Church Street, Waterbury

NPA NPA

Intensive Outpatient 
Program

NPA 129580
787

Catholic Charities Inc. - 
Archdiocese of Hartford, 13 
Wolcott Street, Waterbury

NPA NPA

Intensive Outpatient 
Program

NPA 147799
9340

Staywell Health Care, Inc.,
1309 Main Street, Waterbury

NPA NPA

Intensive Outpatient 
Program

NPA 108302
2230

Staywell Health Care, Inc., 402 
East Main Street, Waterbury

NPA NPA

Intensive Outpatient 
Program

NPA 196276
0561

Wellmore, Inc., 402 East Main 
Street, Waterbury

NPA NPA

Intensive Outpatient 
Program

NPA 133640
7915

Wellmore, Inc., 142 Griggs 
Street, Waterbury

NPA NPA

Intensive Outpatient 
Program

NPA 187161
676

Connecticut Counseling
Centers, Inc., 4 Midland Road, 
Waterbury

NPA NPA

Intensive Outpatient 
Program

NPA 176042
6969

St. Mary’s Health System, 56 
Franklin Street, Waterbury

NPA NPA

Intensive Outpatient 
Program

NPA 118461
5114

Waterbury Hospital, 64
Robbins Street, Waterbury

NPA NPA
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Intensive Outpatient 
Program

NPA 156853
2810

The Hospital of Central 
Connecticut, 73 Cedar Street, 
New Britain

NPA NPA

Intensive Outpatient 
Program

NPA 194239
3814

Community Mental Health 
Affiliates, Inc., 55 Winthrop 
Street, New Britain

NPA NPA

Intensive Outpatient 
Program

NPA 171018
6911

Farrell Treatment Center, Inc., 
586 Main Street, New Britain

NPA NPA

Intensive Outpatient 
Program

NPA 179018
3515

Rushford (Hartford Healthcare), 
680 South Main Street, Suite 
204, Cheshire

NPA NPA

* Provide the Medicare, Connecticut Department of Social Services (DSS), or National Provider Identifier (NPI) facility identifier and label 
column with the identifier used.

“MPA” means not publicly available 

Tback to auestionl

ACTIVE/78641.1/AMURRAY/6382248v5
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Connecticut Department 
of P Ik Health

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.
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Affidavit

Applicant: Counseling Center of Waterburv. 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.

Subscribed and sworn to before me on April 12, 2017

My commission expires:

Notary Public/Gommisstui ioi of Gupeiiur Oufli £hy‘iils*A‘,DiLa'o
Notary Public 

State of Connecticut 
My Commission Expires August 31,2018

Version 9/21/16 
Page 5OHCA 000031



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

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:

• 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.

• Continuity of Care: Through treating clients who have recently completed 
lOPs, 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.

b. 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
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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

(ii) 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 
12 month period)

% of need
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 1,155 2 .17%
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:
• 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/hcqsar/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

2

OHCA 000033

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.

• 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”).1 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.2 
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).

1 Results from the 2015 National Survey on Drug Use and Health: Detailed Tables, Table 5.1B, 
available at https://www.samhsa.aov/data/sites/default/files/NSDUH-DetTabs-2015/NSDUH- 
petTabs-2015/NSDUH-DetTabs-2015.htm
2 SAMHSA, Behavioral Health Barometer - Connecticut 2015, available at 
https://www.samhsa.aov/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 2016.3 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).4

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 105 147 126 177 273
-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 
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.5

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.qov/dmhas/lib/dmhas/publications/triennialreport2016.pdf.
4 Office of the Chief Medical Examiner, Accidental Drug Intoxication by Town/City in Excel (2015- 
16), available at http://www.ct.qov/ocme/cwp/view.asp?a=2165&Q=295128&ocmeNav=l
5 Office of the Chief Medical Examiner, Connecticut Accidental Drug Intoxication Deaths, 
available at http://www.ct.qov/ocme/lib/ocme/AccidentalDruqlntoxication2012-2016.pdf.

4
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Ad#: RA0754822

AFFIDAVIT OF PUBLICATION

STATE OF CONNECTICUT
County of New Haven Waterbury 20 (J_

The subcriber, being duly sworn, deposes and says that he (she) is the ______________
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

NOTICE
Notice is hereby given that 
pursuant to Connecticut Gen­
eral Statutes Section 19a-63S, 
Counseling Center of Water­
bury, LLC (d/h/a Connecticut 
Counseling & Wellness) in­
tends to file a Certificate of 
Need application with the 
State of Connect icut to estab­
lish an intensive outpatient 
program for the treatment of 
substance abusive or depend­
ent adults at 1776 Meriden 
Road, Wolcott Connecticut 
06716. There is no capital ex­
penditure associated with this 
application.
R-A March 16,17 & 18/2017 ,

SUBSCRIBED AND SWORN BEFORE ME THIS THE 

day of VYV/Ao___________ 20

r CiLsni'

Notary Public

My Commission Expires:

V*
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Ad#: RA0754822
AFFIDAVIT OF PUBLICATION

STATE OF CONNECTICUT ?
County of New Haven Waterbury ___ Yl&stry___________________20 O

The subcriber, being duly sworn, deposes and says that he (she) is the_____
of the Republican-American and that the foregoing notice for
PULLMAN & COMLEY, LLC

NOTICE
Notice is hereby given that 
Pt'suam to Connecticut Gen­
eral Statutes Section 19a-638, 
Counseling Center of Water­
bury, U.C M/b/a Connecticut 
Counseling & Wellness) in­
tends to file a Certificate of 
Need application with the 
State of Connecticut Office of 
Health Care Access to estab­
lish an intensive outpatient 
Program for the treatment of 
substance abusive or depend­
ent adults at 1776 Meriden 
Road. Wolcott Connecticut 
06716. There is no capital ex­
penditure associated with this 
application.
R-A March 16.17418/2017

was published in said Republican-American in 2 editions of said newspaper issued between 03/17/17 and 
03/18/17

--------------------------------------------------------------------------------------------------------------------------------—

jr SUBSCRIBED AND SWORN BEFORE ME THIS THE

day of Orv/\K______________ 20 ru

Notary Public

My Commission Expires:

r
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723 5*1; 1-914-384*8740

NORTTflBJVUTCHFBi) Country 
seltlna 3BR, Bjjpis Inti. SSTS/mo 

plus set. 203 *2 5931

• WATERBURY 1BR
oHlt piitB. SCO no p ets. garaoes 
avail. Wayne 8»8ffl*12S6

TwtaeJuiiySppI idt'utaftHW 
fir A tie, AC, pas hot gar, EZ Rt 
8/84 start? JllOO, 203-7S6-70®

______ 3r updated fully
appl. 1 bth, dean, 2 car drwy. 
avail now 5850.917-9S2-0746

MODLEBURY Private office suites 
w/ut miles Incl 5550,650,1,50000 

WATBTfOWN Warehouse5 
pHfll offices 51.21X0.00 

WATBtTOWN l,500sf stand alone 
Industrial 51500.00 
PROSPECT lSOO-6,OOOsf Retail/ 
Medical 1200 sf Warehouse and 

SOOsf office. Cll HtWJOBJSTB

WATERBURY 109 Rose St 3BR, 
lit ft Newly renovated. Sec­
tions Accept ed. 203 0519

WATBIBUHY U* North Main St 2 
88, twnhse stylt 5950* utl. Avail, 
now. Call John 914-420*3962

WATERBURY 18R. 28R, 38R 
available starting f 5S50. 
Section 8 accepted. 203-510-6177

iy 2 bdr, 2 ba, heat/HW 
mci. uiO/rra. S Wafcelet Rd. 

No pets. 203-419-5852

WATERBURY 3 Bdr, 2i bath, 
Acceptng appllcatons. 

Section 8 ok. 203-982-44*

4 WOODEN PALLETS PAJ curb- 
side. 49 Washington, Mlddle- 
bu ry. Call/text 203-528-7C89

_______72 SR'S 2nd floor, 50
Spring brook Rd. Apt. 0, private 
area, $775/mo. 347-277-8*49

WATEBSURY 3 & 4 BR apts. . 
Chestnut Ave. big rooms no pets. I 
Sect. 8 Ok 587S/UP. 203-558-5142 f

WATERBURY BUNKER WU renov2 
*38R 3rd flr, nice location, 5725 
A 5800 plus sec. 203-5284004

WATEStBURY single family EEnd, 
Overlook, Bunker Hill, South End 

Starting 8 512* 203 5106)77

IMPOUNDED WATERBURY
OLH cat black,grey, Aorange, 

“ Redeem 203-574-

LOST Black computer bag A 
green backpack, In Wolcott on 
3/L Reward ottered. Call Chris 
203-558-5817

iled by a a 
« v,,^ u. Cashiers ^

««,vUK drawn upon either a substancenousivcorecdctiq-

HoBd' VYdcott Connecticut 
•T^i Nn t 06715 TTtere Is no capital ex-

^SnaSSOC‘a,'<1WtththlS
MoM^Sl^^hlAnAlB^n
or Companies as are author-^----------------------=
lied to do business In the State r 
ot Connecticut ot an amount 
not less than 1096 of the Bid.

each for 100% of the Contract oltheCItyPfanCommlsslonot 
Sum. the City ot Waterbury at a
A Mandatory Pre-Bid Confer- Meeting held on March 8,2017.

i held on March 22 PL 2017-0053 COS 8-24 Review- 
2017, at 9-JO AM, at the Land Swap Transaction tor 

’ Valley Regional SEDALandtlll-vidnltyotState 
High School, 246 Warren TUm- Route 8; Appl leant: City of Wa-

PLYMOUTH MOTOR LOOSE Dally, 
weekly, phone, refrlg, whrlpool, 
free Internet 860-582-633124hrs

terbury/Board ot Public Works.

esA.Seouln.AICP 
City Planner 
R-A March 162017

CALL ME TODAY
203-232-1290

Sandy Deschenes 
Fercodini Properties, Inc.

Let Me Help You 
With All Your 
Real Estate 

Needs

if*, AT YOUR SERVICE

D RECTORY
'SSKSSiS DON'S * MOVING Gas pipe, boilers, HWhe
203-5359817,860-5758218

WfNI PAYING____
* Driveways • Repairs 

' Seal Coating * Drainage 
#563045. 203-410-9226

SPINO'S PAVING
Comm'l and resld'l driveways, 
psrk’pg areas, plow damage 

repair and cubing —'—' *“

THEPURPIEPAVERSXOM
One call tor all your pavement
needsl The area's largest 
residential paving contractor. 
No money down We guarantee 
yoursatisfactionl Visit us online 
or call 860-945-0873. Cl #612743

SAP CARTMa trash A cleanup 10- 
40 yard roll oft containers. Same 
day SVC. ms V/MC 2057554656

JOE ROCCO RUBBISH R&
Est Clear-outs Bsmnts,,__ _ __________ ______
Gar., Demolition removal, All stonewallswalkwayspatlostplc

Free est 860-274-4893. CT#604498 
KC MASOMIY Free est Stone, 
brick, block walls. Steps, 
Sidewalk #604514 203-55*4951. 

MOCS MASONRY Driveways

ARMBfD'S PAINTING LLC
Int/extcarpentrylowprlcesl Free 
estCT#0631318.203-97-7179

A9im PABfTIM LLC hterlor 
A exterior. Call hr estimate. 

860-131-5308 #0642743

PAU. DEVNO PAtfTTNG CO. LLC
Schools, c'assrootns, college 
dornis, apartments, conr'" 

stores, factories, shops, p—. 
hotels. Low prices. Free est 
lie. #627846. 203509-4488

AFFORDABLE ROOFWQ S2D8M !
gutters, licensed A Ins 
#0642005 Tom 86*484-1644.

ANY BOOf shoveled by 
professorial roofers, most roofs 
5250; He A Ins. Tom 86*484-1644.

... DOGS COMPLETE TREE 
SERVICE Lot clearing, slump 
grinding. Free est 201-271- 
3355.5% of every Job donated

snowblowing, shoveling, roof 
shoveling, walkways,driveways. 
Call 20-910-8274

PfALLC 
Bucket track service A climbing, 
tree remov.. chipper, stump 
grinding, 24 hr serv., Sr. Disc. 
#618879. Free Est 8IMWBM

DfOONATO ROOfWG Remodeling 
A Siding. Reasonable rates. 5r. 
discount #563098 2040*2773

ROCCO’S PAINTING Lema Constnictfoo Rooting,
561112.30* yrs exp 20

Increase Business!
Save Dollars!

$AVE When You Prepay!
DEADLINES: 4:30pm Mon-Thurs for next day insertion tt 4:30pm Frl for Sat, Sun. Mon insertions 

Call for Details 2503-574-3616 or Place Yot» Ad Online © www.rep-am.com

EVERY 
SUNDAY 
in print 
& online.

Republican
American
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Ijy RepublicanAmerican

Download FREE Apps/or 
Android and iPhone.

Get our award-winning content 
available on the go 24/7... 365

TIk' leading source of rn^ss and Infomvillmi in Grraler 
W'ttlerbwy, LilchfidtlC/Miniyand llw S'aiiffititck Him \Mley.

(i)mpndiensive coverage ofhigli scIkmiI, UGinn 
and professional sports fmm sonw of the suite's most 
recognized writers.

Lifestyle tmvs. entertainment, blogs, social networking 
interfaces, commentary, aiut mndi more.

for more information, go to REP-AM.COM/APPS

WATERBURY-ROfTTO OWN!mn O Wsmo- St, 3BB C**,
roV&iS&SSSwm s WOOD EH PALLETS PAJcurb-

________  sWe 49 WasnmoToo, Mldale*
bury. Cal I Aext 203 -538-7C89

AuttlaiAd If GAL NOTia
WATERBURY SCHOOL READI-* |________

A-l Sett storaee will sell at NESS (WSR) 30-B CHURCH ST. pursuant to C(
Public Auction under Conn. WATERBURY.CT 06702 er^ Statutes i_________,
Oen. Statue Chapter 743, sec- LEGAL NOTICE WSR 30-B Counseling Center ol Water- The Town ot Goshen PI 
tlon 42-168, on Friday March CHURCH ST. WATHBURY, CT bury, LLC (d/Wo Connecticut and Zoning Commissi.
31st,2017at 2:00p.m.atl41S. 06702 REQUEST FOR PROPOS- Counseling & Wellness) In- holdthetollowlngpubllchear- 
Maln st Beacon Falls CT. the ALS, SCHOOL READINESS AND tends to tile a Certificate ot IngonTUesday, March 28,2017 

(described as cartons, EARLY CHILDHOOD PRO- Need application with the at 730PM In the Conterence 
ooIs, GRAMS, as the Office ol Water- state of Connecticut Ottlceot Room at Goshen Tbwn Hall, 42 
land burySdioollk............. . North Street Goshen, CT:

NAUMTUCX4«acre wooded land 
In Union atron Ma^St S1SSK.

property dea
furniture, a______
sporting equipment toys ar

-..................... IS lie_________________ ........... ..... .. v-.p-u«,.
-------------- ------------ . je programs to submit a Re- program for the treatment ot Tbwn of Goshen Planning an

---- ley, #197 Paul Johnson Jr, quest tor Proposal application substance abuslveordepend- Zoning Commission - Zoning
#242 Jay Sweet #228 Jett KaU for the greater Waterbury area ent adults at 1776 Meriden Map Amendment/Zone
#154 James Woermer, #202, School Readiness Grant Pro- Road, Wolcott, Connecticut Change from RA-2 to Center
#214 » #218 Donna Jean Cur- gram.ltyouareallcensedcen- 06716 There Is no capita ex- Buslness(C8)Zonetor2North 
tls, #415 Michael Lewis, #507 ter-based program carlngfor3 pendlture associated with this Street,6Not1hStreetl2North 
Bobby Simpson, #401 Joann and 4-year-old children resld- application. ~——* “*"
Adams,#160 Josephine As- Ing In the community, then you A r-a March 1617 a W2017 
plund, #109 Valarle Brookins, may be eligible to apply tori 
#152 Scott Cambell, #187 Del- School Readiness funds. WSR •■l 
phlne Charron, #409 Empire will receive applications from 
Tool LLC. #429 Patrick Flick, programs at the Office ot Early 
#404 Parelcla Jaruslnsky, #417 Childhood, 30-B Church SLWa- 
Jeffery Juraynsld, #105 Keara terbury, CT 06702. PLEASE 
Mcnutty, #301 Anthony Mlcal- NOTE WSR WILL HOLD A

LVENT ESTATE 
ESTAT E OF of Daniel Andrew Gukl, 

of Beacon Fate, (15-----
In both the 

Use Of­
fices In Goshen Tbwn Han, 42

MDOOURY Private office suites 
A ut ties nd $550,650,1500.00 

WATERTOWN Warehouse l,000sf 
pfusioflif luooaoo 

WATHITOWN 1500sf stand alone 
Industrial $150000 nosnerr i.5oo-6ooosf Retail/
Medical 1200 sf Warehouse and 

SOOsf office. Clil J4) H0J0UP8

M_____ _ _ _ _ _
spire: 60S PM Public Hearing ' 
for proposed revisions to Sec- ' 
tlon 58 ot the Naugatuck Zon- <

Every l)Ry In The 
|{<iNililii‘aii/\iiKTi(im

OlMsslfUtls!

As a service to our readers, the Republican-American presents

* Open House Preview
KltYte , | • Check individual ads in our Saturday Home & Real Estate Magazine

| , , for more specific information.
• Preview may not represent a complete listing of all area

Open Houses by area Realtors.

CITY ADDRESS DAY & TIME BROKER PHONE

BEACON FALLS 7 PAMANATA MEADOWS SAT 12:30-3:00 BERKSHIRE HATHAWAY HOME SERVICES 203-264-2880
BRISTOL 22 TRELLI LANE SUN 12:00-2:00 SHOWCASE REALTY 860-276-2000
MIDDLEBURY 2 ST0NINGT0N CT SUN 1:00-3:00 WILLIAM RAVEIS REAL ESTATE 203-264-8180
MIDDLEBURY 615 LONG MEADOW RD SUN 12:00-3:00 WILLIAM RAVEIS REAL ESTATE 203-264-8180
MIDDLEBURY 67 FALCON CREST SUN 12:00-2:00 BHGREBANN0N& HEBERT 203-758-1300
NAUGATUCK 259 MAY ST. SUN 1:00-3:00 SHOWCASE REALTY 203-720-0069
OAKVILLE 16 SLADE AVE. SUN 12:30-2:00 WEST VIEW PROPERTIES 860-274-7838
OXFORD 15 DAVIS RD SUN 1:00-3:00 WILLIAM RAVEIS REAL ESTATE 203-264-8180
OXFORD 33 FIDDLEHEAD SUN 1:00-3:00 WILLIAM RAVEIS REAL ESTATE 203-264-8180
PROSPECT 7 BOULOERBROOK CT #71 SUN 2:00-4:00 WILLIAM RAVEIS REAL ESTATE 203-264-8180
SOUTHBURY 323 KUHNE RD SUN 1:00-3:00 WILLIAM RAVEIS REAL ESTATE 203-264-8180
SOUTHBURY 550 PETER RD SUN 1:00-3:00 WILLIAM RAVEIS REAL ESTATE 203-264-8180
SOUTHBURY 2 JEFFERSON LANE SUN 1:00-3:00 WILLIAM RAVEIS REAL ESTATE 203-264-8180
SOUTHBURY 886A HERITAGE VILLAGE SUN 1:00-3:30 WILLIAM RAVEIS REAL ESTATE 203-264-8180
SOUTHBURY 534B HERITAGE VILLAGE SUN 12:30-2:30 WILLIAM RAVEIS REAL ESTATE 203-264-8180
SOUTHBURY 32 FAR VIEW COMMONS SUN 1:00-3:00 WILLIAM RAVEIS REAL ESTATE 203-264-8180
SOUTHBURY 273B HERITAGE VILLAGE SUN 12:30-2:30 WILLIAM RAVEIS REAL ESTATE 203-264-8180
SOUTHBURY 66 0AKW00D DRIVE SAT 12:00-3:00 WILLIAM RAVEIS REAL ESTATE 203-264-8180
SOUTHBURY 20 BOULDER WAY SUN 1:00-3:00 BERKSHIRE HATHAWAY HOME SERVICES 203-264-2880
SOUTHBURY 7 INDEPENDENCE SUN 1:00-3:00 BERKSHIRE HATHAWAY HOME SERVICES 203-264-2880
TERRYVILLE 7 LOVELY ST SAT 1:00-2:00 JENSEN COMMUNITIES 860-793-0281
TERRYVILLE 7 BLUEBERRY LANE SAT 11:00-12:30 JENSEN COMMUNITIES 860-793-0281
TERRYVILLE 15 LOVELY ST. SAT 2:15-3:30 JENSEN COMMUNITIES 860-793-0281
THOMASTON 55 HOTCHKISS SUN 11:00-1:00 TOWNS COUNTRY REAL ESTATE 860-283-0124
WATERBURY 47 EASTRIOGE DR. SUN 12:00-2:00 SHOWCASE REALTY 203-879-4900
WATERBURY 239 HAUSER STREET SUN 2:00-4:00 STAR REALTY 203-9980407
WATERBURY 35 HAMPTON RD SUN 12:00-2:00 WILLIAM RAVEIS REAL ESTATE 203-264-8180
WATERTOWN 76 FARM CIRCLE SUN 12:30-2:00 WEST VIEW PROPERTIES 860-274-7838
WATERTOWN 33 NEILL DRIVE SUN 1:00-3:00 WEICHERT REALTORS BRI0TTI GROUP 203-879-2339
WOODBURY 260 COWLES STREET SUN 12:00-3:00 WILLIAM RAVEIS REAL ESTATE 203-264-8180
WOLCOTT 19KILMARTIN AVE SUN 1:00-3:00 WEICHERT REALTORS BRI0TTI GROUP 203-879-2339

^SItSSSoaIS! l^nT&sr*^^
^alldSaroaS “pies. ^

, .rTV^V, for review at the Land Use Of-Dnogewtmapreqaconcrece bee, Tbwn KaH,M-F,830Tb 4^10 By Order of the Court 
arch.TheTbwnotairnwallwfll ou PatridaAlegl,ChiefOerk

chorages. Approximately ZOO 
feet of the road will be recon­
structed with a new pavement 
structure consisting of 10" of 
subbase, 4* of processed ag­
gregate base, 2* ot bituminous 
concrete class 1 base course, 
and l‘of bituminous concrete

: project may be ex­
amined andArr obtained for a 
non-refundaHe fee ot $40.00 at 
the ComweHTown Hall, 24 Pine 
Street, Cornwall, Connecticut 
06753 after 12:00 noon on 
March 16 2017. Checks are to 
be made payable to the Tbwn 
of Cornwall and must accom­
pany a request for Bid Docu-

TTie Town reserves the right to 
waive any Informality or to re­
ject any or all bids should It be

R-A March 10 A17.2017

HIDDEN
iriailheii

Can't Find 
k What 

You're 
Looking 

For?

Chcrit Out IIh 
(liiiifif di loi 
Ihoie Hdrd lo 

find lit mi!

tractors holding current certlll- 
catlon from the Connecticut 
Department ot Administrative 
Services COAS") under the 
provisions ot CONN. GEN. STAT.

Ity owned businesses and 25%

Ing on Tuesday, March 28,2017 I 
at the Prospect Tbwn Hall, 36 ; 
Center Street on the lollowing: 1 
7D5 pm. Application 01-2017 of < 
JoeTbsta on behalf ofKALInr ' 
of CT dba Oliver's Supermai tor must file a written or elec- 
■vci, l» naunuui. mnu n.1 a TTOhlb nOR-dlSCrlmlnatlOn 
24-foot vadanceof Zoning Reg- ^rtlllcatlon with the Com mls- 
------------ -------—------ slon on Human Rights and Op-ulatlons Section 3A.4 2 to' 
itruct a covered platl 
-foot off the left side property

tile may be

R-A March 17 A 24,2017

REQUEST FOR PROPOSA15 
2017-2018 ADULT 

EDUCATION PROGRAM 
EWtANOMENT PROJECTS

The project Is subject to Feder­
al and State prevailing wage 
rate requirements

plaUment* 
bridge with 
unltsoncastl

m. The Contractor ch

NOTKETOCSHXTORS 
ESTATE OF AmeLCeoetak 

(17-000091)

. The Town of Plymouth hereby
.................... .............. . notlfyallblddertithatltwlllat-
Mon, Family Services and Adult lrt

education programs. Compel-

to furnish 100% Performance The Hoa Thomas P. Brunnock, joia
bondandprootorrequlredln- Judge of the Court of Probate, ----
surance coverage. District ot Waterbury Probate

Court, by decree dated March 
Minimum State Wage Rates 16 2017, ordered that all claims 
are required for this project mustbepresentedtothelldu-

clary at the address below, 5raontoPos-™~,-~.,—>«~- 
Nobldmaybewfthdrawnfora Failure to promptly present tlon andAxTrNnlng Programs; 
period of 90 days after the ac- any such claim may result In corrections Education and 
tual date ot opening. The al- the loss of rights to recover on other InstltutlonrVIred Indlvkl- 
lowed contract time for work suchdalm. uals or Special Populations'
undertNs projects Is 120da>s. Connecticut Adult Virtual
, .................. Thomas P, Brunnock, Judge High School; Expansion of the
Inquiries and additional Infer- ..........-•
matlon, call the Selectman's of- The fiduciary Is: 
flee 860-672-4959 or send to Michael R. Cepelak 
cwlselectmen9optonllne.net q* Atty. Brian Tynan 

Tynan A Ian none
Gordon M. Rldgway 
First Selectman 
Tbwn of Cornwall 
R-A March 17,2017

Et entered Into pursuant

will bealforded full opportuni­
ty to submit bids In response 
to this Invitation and that they

r, national origin, sex, mi 
tal retardation or physical dis­
ability Including but not limited

NAUGATUCK
ZONING BOARD OF APPEALS 
NOTKE OF PUBLIC HEARING

The Zoning Board of Appeals hereby ghts NOTICE that on Tuesday,
26 2C17 atthe Nauga(ud< Tcwn Hall the following vrIH transpire: 6« RJA 
PUBLIC HEARING APPEAL #1993 - Appfomt: Antonio Pereira, for property 

loeafed at 62 Hotchkiss Street, vrill seek a yarianoe of Sectim 241, 
Schedules #51, #52 and #53 of the Naugatuck Zoning Regulaticns for 

front rear and side yard setbadcs. Maps and Ptans ire avaiaWe for 
reWew a« the Land Use Office, 229 Church St, Naugatuck, CT, M-F 630 

Atlto4HNlL

TO ADVERTISE IN THE SATURDAY HOMES, CALL (203) 574-3636 BOB EXT 1121 or BARBARA EXT 1123
ability to provide adult educa­
tion and literacy activities to el­
igible Individuals; a 
consortium or coalition of the

by going to the Ad­
vanced Reprographics website 
www.advancedrepro.net. 
Prospective bidders should ac­
cess the "planroom" on the 
website and go to the "P

^•VAT YOUR SERVICE

D RECTORY 2017at 1:00p.m. at Energized, 
122 Universal Drive North (Tar­
get Shopping Center), North

KNL ASPHALT PAVING LLC 
203-266-6612 Rig. #629605 

*nvw.knlBsphaltcom

UABM PAVING 860-2743176 
• Orivtweys • Repairs 

• Seal Coating * Drainage 
#563045. 203-410-9226

SPINO’S PAVING
CtxrenT and resltTI driveways, 
parking areas, plow damage 

repair and curbing replaced. Free 
estimates. Ct Lie «S7976L 

203-574-2547 cell 203-537-3151

mu .lie Jobs, JOfS JUNKRWOMLAMORt 
grounding,upgrades,ranFree est #182995.203-582-3562 ... Ji* unar

PST SEAMLESS ourm _________________
Installs, cleanings, guards, www.FIxMyNewHomexom 
repairs 860283-2292. #626534 Mlke203-S6»2438CTllc#S73496

DON’S‘MOVING
20-509-1466 • 20-272-302

mpipe,bolins, HWheaters, 'vouwifl'lfyouS'gnwiwith'in^y 
~ -avUl

ARM END’S PAINTINQ ULC
Nrt/ext carpentry low pricesl Ffei 
estCT#C631318.203-697-7179

^PUs, #283570 203-305-0072

BBJ. I REE SONKE Tree Removal 
(Give taTringD 203217-73n

servlc*. #0630169.203-90-6351

_ ___  andAx download
the RFP, go to www.ctsde.gov 
‘ rMarchlS, 2017.1b C"

be prequalllled with ConnDOT
NOTEA Surety Company Bond, 
on the fomi furnished by the 
Tbwn, for at least 30 percent of 
the amount ot the bid must ac-

at susan.plerson9ctgov or 1 
860G07-212L 1
R-A March 17,2017 1

AFFORDABLE ROOFING SiDtM &

ALL ABOUT SERVICE JKOTTS MASONRY

#0642005 Tom 860484-1644. $250; lie 1 Ins. Tom 860-4841544.
... ................ LOG DOGS COMPint TREE

1 & exterior. Call fw estimate.
860-131-5308 #0M274] wsYSEROomauc 

UlsslnaAfamagtd Shingles? 
Insurance claim sped Hist 

Loal/Working owner
686 #0626690 ins. 2012066157

snowblowing, shoveling, roof grmdlng. Free trt 283-271-

PAM.DCVWOPAIfT1NGCO.llC 
^ Sdwols. classrooms, college

Call2(0-9108274 l°«« 'iffimlmn... fnmtin

Wafertxay Legal Notice Public
CONTRACTORS that fnd dis­
crepancies anttfor errors In or 
between plans, specifications,

must Immediately notify the 
Tbwn In writing not less th

brick, block vnlls. hotels. Low prices. Free esL 
Lie #677846. 203 509-4488

residential paving contractor. 
No money down We guarantee 
your satisfaction! Visit us online 
or call 860-945-0671 CT #612743

ROCCO’S PAINTINQ
Res. Free est A cleanup. CT# 
661112. X« yrs exp >84741906

Lema construction Rooting. 
Siding, Masonry ‘ 
repair, Uc#636S70.

INCREASE BUSINESS^ RunYourAdfbrZ8D^ys8i$AVEWhenYouPrepj(yl
Deadline: 4r00 pm Mon-Thurs for next day Insertion 
Deadline: 2:00 pm Fri for Sat, Sun, Mon insertions

Call for details 203-574-3616SAVE DOLLARS!

David V. Merchant 
Mayor
R-A March 17,2017

Buyers assumes all 
CASH OR CEMTIDED 

CHECKS ONLY.
RA 3/17/17

OHCA 000040

http://www.advancedrepro.net
http://www.FIxMyNewHomexom
http://www.ctsde.gov


SATURDAY, MARCH 18, 2017 REPUBLICAN-AMERICAN SC

PAVINQ & CONSTRUCTION 
“LAST CALL"

Asphalt Paving co. staking 
mctlvattd trustworthy 
applicants to Join our team. 
Must bt rtllahltl Enptrttncc
sick A vacation time,

company In the state! The

•Entry level laborer 
•Commercial sales rep 
tor asphalt paving 
•Truck and Equip. Mechanic 

Call 203-560-6716 Ext. 1 
CT SEALCOATING 

27 Slemon Company Drive 
Suite 22«W, Watertown, CT

SALES
RETAIL SALES ASSOCIATEBurst

For museum git shop In 
Washington, CT. Part Time 
Including wdrnds. Customer 
service and retail sales 
experience required, online 
sales experience preferred. 
Email resume to: 

general3ialsinuseum.org

Articles he salt 
Audi ora 
Bicycles
Building matartali 
Bustneas ofBco tqulpmo 
Collectibles A crafts

for test boring. H S A; Mud 
Sctary; A'r Rotary. Ew'd with 
COL B0B2/hre benefts. Send 
Resume Fax 203-264-3414: 

alecla#solltesflnglncret 
AVEOC

Consignment shops 
Factory outlets 
FormAIairy products 
Food A fortnizor 
Flea martets 
Fumltura
Good thlnss to tat 
Household goods 
itwolry
Machinery A tools 
Ual A srww orders 
Medical, surgical 
Musical merchandise 
Pawn shops 
Precious metals, coirs 
Rostaurant equlpmtnt 
Seeds, plants, (towers

FOR SALE
EMBROIDERY SEWING MA­
CHINE $100.

VIKING HEIRLOOM ALPHABET 
COLLECTION $35.

CABINET AVAILABLE B/O 2S3- 
SX7-4MS

LAWNMOWER TROYBILT 21'
Gas Push Mower. 1 Yr. OW. 
$100 or best 47S-23S-4S70

aosmi ESTATE SALE IB School Lost A found
Hill Rd. 60«yn New Inslend *——“—
family's home. Frl. t Sal March 
17 I 11 9-3. AntlqueAlntage 
Items, bedding, tumlture, ■ 
ktchenSglasrwart Mary Items I 
underSL Cash sales, kiqulrl—- 

lo,speten2fgmall.com

MJBUCN0TKt IFSAIWlTKyThe Naupatuck VWley Health
District Public Hearing and FORECLOSUREAUCHON SALE
Regular Board Doctet Nofating scheduled tor Ward, ^ 3̂SJ1S
14,2037 Is cancelled. The Public ch.«„iHearlno will rv CftlrTort8aoe,lncvs5helleyL
re-sch«luled for a later date WemerlfLIvIngof lf rxrtllvlng

4 WOODEN PALLETS IVTJ curb- Meeting Is scheduled
«,ytolVngton._MJddle- 11.2017.

John Zlkaras, Chairman.
RA March 18,2017

her Vi

bury. Call/text 203-528-7099

—Property Type:

Fum, Appl, Hdwrt, Clothes. Donna 860-274-0686

Tag A estate salts 
Vendors srantsd 
Wanted to buy 
Wearing ap parti 
Wood A fuel

LIGHT FUCTURE Fluorescent 
with tube and plug. 17* Iona 
Works line.$5;860-274-8192

PHONE ATAT speaker phone 
with caller ID. other features, 
new In box SSD 860-489-0089

PURSE Ladles Dooney A 
Bourtce, good condition $40
tlm. Call 860-384-1183

cnliun o-nil—M Juno ui vn^ Health Care Access to
llIf, lrrtenslv« oulpatteTl 6i74mHaru program (or the treatment of

-------------------------------- substanee abusive or depend-
IMPOUNDED WATIRBURY "*

’ NOTICE f DateofSale:
Notice Is hereby given that! March25.2017 
pursuant to Connecticut Gen- Committee Name: 
era Statutes Section 19a-638. Paul R-Griftln 
Counseling Center of Water- Committee PI 
bury, LLC (d/tufa Connecticut 860-«99-6444 
Counseling & Wellness) hi- See Foreclosure Sales at 
tends to (lie a Certificate ot wwwJwLctgov for more de- 
Need application with the tailed Information 
-----of Connecticut Office ot R-A March 11A18,2017

REQUEST FOR QUAlinCATtONS 
Bogue Road Bridge 
DeskoBuid Project 

ToningtaVHarwintoiConnectiait
RFQBR8C27-C40717

The City otTorrlngton Is Issu­
ing this Request tor Qoallrica- 
tlons (RFQ) In order to choose 
a Design-Build team for the re­
placement ot the Bogue Road 
Bridge dock located on the 
southslde of Tonlngton and 
western edge of Harwlnton. 
The bridge spans owr the Nau­
gatuck River between the mu- 
nldpallttes. The Design-Build 
team will be selected based on 
a two step Best-value Procure­
ment Process.The first step In­
cludes review ot Design Bulk)

amp drums, musics 
Cash paid any cond:

IDS SERVICE Hiring G...... „
WoriwpiimlecimmMM I 
operator. ExpM must have valid I 
llcerse, COL preferred. 

CasadelTrte 860-4598396

the short-Hsted t 
then selection ot a Design- 
Build team. Notethat In the fu- 

> turethe CityotTcrrlngton may 
. elect to solicit proposals and 
! contract with any of thtMMrt- 
. listed teams tor other upcom- 
• Ing City bridge replacement

I SPRING VALLEY FLAXSEED (XL
TWO 2400mg bottles, 400 soft 
gels. $2935 CaH Ann 203-910- toys, Welches, Jewelry, Military,

art, radios, HAM EQ B69707-S1S0 203-551-5817
37L Reward offered. Call Chris

RESTAURANT Cook/Prep tor sm. 
rest turanl PA. exp rop'd. Apply
13 Union City ■“ ------- - -
203-758-3304

Restaurant
Manager

The University ot Coraiectcul 
Department ot Dining 

Servlets, has an Immediate 
opening tor a 

-time, Area Manager I

BASEBALL BAT 'Stealth* $60. 
Bag A gloves & helmet Sony 
IHome $25 203-879-3155

■ATTERY HOLDOWN New nev­
er used. Earty Chevelle OTO 
Skylark. $5; 860 274-8192

SWIFFER NEW Wet Sweeper 
Starter Krt $8.

Call Ann 203-910-6783

Ing will be held at Sharon Town 
LEGAL NOTKE H all, 63 Main Street Sharen,CT

FORECtOSURE AUCTION SALE on the second floor.
-------------------------------- Docket No: LU-CV1MD13024-S
MACHMBTTOOLS and TOOLING, LOST hearing aides In white Case Name: Connecticut
MECHANIC TOOLS, SMALL Slemons case. 3x2x1.

the Waterbury Campus. This
Ass'stant Director ot Retail 

Operations or the 
appropriate designee, 

oversees and participates I
retail operations at the 

Waterbury campus. This 
position contributes to 

Starbudr success by letfktg 
a team to create and

Eqierlerc*. Fordeta'is ... 
and app'catlon Instructions

www4obuconn.edu 
The Univerity at CormectlaA 

Is an EEO/AA employer.

EMT SWING COURSE
Casses starting SPRING 

Limited space 47S-222 6805

COMFORTER queen white 
(Chic A Shabby), excellent 
cond It Ion $45 203-525-7569

DOG CARISER for medium 
sized dog. Call tor measure­
ments. $10203-525-7569

TABLE WITH LEAF *30; drafting 
table $151 2 new 13' snare 
drums $95 203-757-6849

TABLETOP 54 X 54 (4ass W 4 
chairs, glass & wire hater's 
rack. $150 OOa Diane 475-212-

TRACTOR MOWER Poulan.18 
H.P, 6 sp, very gd. cond. $350 
203-729-6726or 203-528-5090

One <|ukk call 
sells it all! 

(20.1) 57 '«-.J616
electronics Vintage amps.

EMBROIDERY HAND TOWELS 
AS90RTI0 COLORS 17X27 
$10 EACH PERFECT GIFTS 
243-527-4345

FISHING Flyfishing rods Pea. 
Pkgs of hooks, sinkers, bob­
bers $1 ea. 203-5286039

FISHING Rods - Reds A Lures. 
Tbns of tackle- USED retln- 
lshed$l-$95 203-5746928

D Ha crushed 
disposal,'p/uor'del 203-S96-13S4

LOVE SEATS (2) Great condi­
tion. Local pick up only. $200; 
Ttort 203-217-0746 tor pics

Get There Before The 
Good Stuff is Gone!

<3» Mobile Tag Sale Navigator 
App is now available!

WITH THIS APP, YOU CAN...
► Locate and view Tag Sales on your IPhone or 

Android device.
► Optimize your Tag Sale routes by sequencing 

them by shortest trawling distance.
► Navigate to tag Sales with GPS voice operated 

tumby-tum directions.
► Search by sale products such as tools, dothlng, 

children's items, etc.

To get your FREE Tag 
Sale Navigator App, 
just log onto 
rcp-am.cAfii/t

Housing Finance Authority vs. Sharon Land Use Of 
Karen A. Morris, etal I"" '"4—
Property Address: 183 North 1 
ChapdStreeVTbnlngton,CT <
Property Type: Residential 
Date of Sale: Saturday, March Dated this 15th day 
252017 ofMarch2017.
Committee Name: Gerald R.
Reis, Esq. John Baroody
Committee Phone Number: Chairman 
860682-3473 RA March 18,2017
See Foreclosure Sales at 
www. JudxLoov tor mote de­
tailed Intormatlon —
RA-March 11.18,2017

The objective of this locally 
funded Design-Build project Is 
to streamline the overall 
process with the goal ot re­
placing the existing Bogue 
Road bridge deck In a wry 
short time frame with a high 
quality productwlthlowlong-

talned to two neighboring mi

LIQUOR PERMIT DOCKET NO:
NOTICE Of APPLICATION CV-15-6012469-S

This Istoglve notice that I,
RajuAPltd CASE NAME:

ot Reverse Mortgage
350 Buckingham St Oakville, Solutions, Inc.

CT06779 V
haw tiled an application Ralph R. White, etal

placarded 3/512017 with the 
Department ot Consumer PROPERTY ADDRESS:

Protection for a 154NorfolkRd.
Package Store Uquor Lltchflekl.CT 06759

permit tor the sale ot alco­
hol Ic liquor on the premises PROPERTYTYPE:

tlon period.

Respondents are requested to

budget coil 
pertinent dr 
dent's submittal shall Include 
an original and flw (5) copies 
(In addition to the hard copies 
an electronic copy Is optional) 

sd to the

2C*VAT YOUR SERVICE

DIRECTORY
DW QKTRICAl. *nyi!»« M* JOFS JUNK REMOVAL * MORE NtCTCS MASONRY Driveways 

KNL ASPHALT PAVING LLC srve grounding, upgrades, tan, fum, appl, ih«l, attic, banment stonewalls waUowyspatlaifplc
2113-266-6612 Reg. #629605 Free et #182995.203-592-3S62 Spring Clean up, 20% ofl, V/MC, bricks root Sid tile etc #0614606.

www.knlasphsltcom _________________ 203 535-9817,860-575-8218 860-2746629/203-962-3226 ■junto, apartments, rondos, 
stores, factories, shops, plaza.

No money down We guerantee Oar., Oemolltlon removal, All KC MASONRY Free est Stone, ABUTS PAINTING LLC Interior 
yoursatistadlonl VsT us online unwanted Items. Roll oft • 8-30 brick, block walls. Steps, A exterior. Call for est mate.
Of call 860-945 0873. CT #112743 Yd. Mstrcard/VIsa 203-5093297. sldtwtlk #604514 203-S5A4951. 860-331-5308 #0642743

rpair, w» ncam, pipe freeze w/BBB. Steve Bit Saunders MO­
OS, gas, #283570 20-305 000 2838550 Vet owned. #571533

364 Buckingham St,
Oakville, CT 06779 DATEOFSALE:

The business will be owned Saturday, April 1,2017
by.

NewShreeJIUC COMMITTEE NAME:
Objections must be tiled Steven H. Levy
by4/l9/2017 Raju A Patel

RA March 11,18,2017 COMMITTEE PHONE NUMBER:
8606826451
See Foreclosure Sales at 
wwwjud.ctgov 
tor more detailed Information 
R-A March 188,25 2017

LEGAL NOTICE
WATERBURY SCHOOL READI­

NESS (WSR) 30-B CHURCH ST. 
WATERBURY, CT 06702 
LEGAL NOTICE WSR 308 
CHURCH ST. WATERBURY. CT 
06702 REQUEST FOR PROPOS­
ALS SCHOOL READINESS AND 
r.“7 CHILDHOOD PRO­
GRAM 5 as the Office ol Water­
bury School Readiness Invites 
licensed center-based child 
care programs to submit a Re­
quest for Proposal application 
for the greater Waterbury area 
School Readiness Grant Pro­
gram. If you are a licensed cen­
ter-based program caring for 3 
and 4-year-old children resid­
ing In the community, then you 
may be eligible to apply tor 
School Readiness funds. WSR

__7- jppllcatlons from
programs at the Office ot Early 
Childhood, 30-BChurchSL Wa­
terbury. CT 06702. PLEASE 
NOTE WSR WILL HOLD A 
MANDATORY SCHOOL READI­
NGS BIDDERS' MEETING ON 
Tuesday, March 21st 2017, at 
3.-00 PJA. at WSR Office ot Early 
Childhood, 30-BChurchSL Wa­
terbury, CT 06702. Request tor
awkable at that Ume. Detailed 

. Instructions In how to submit 
an application vrlH be provided 
at the mandatory session on 

I March 21st 2017. WSR reserves 
the right to reject any and all 
applications submitted

tals will be received until 11:00 
AM on the following business 
day that City Hall Is open. Any
m!rtedO^M«xhr352017!AII 
questions shall be submitted 
by email to the Purchasing 
Agent at pennle_zucco®tor- 
rfngtonctorg. Pertinent ques­
tions will be answered and will 
be posted on the Oty of Tor-

Intormatlon to Bidders.

s may obtain 
or examine Contract Docu­
ments at t he Office of the City 
Purchasing Agent Rm 205 City

Bucket 6 chip, s
«, kis’d. 860945-0001

ton, Connecticut 06790, during 
normal office hours (M. • W. 
9:00 am. ■ 400 p.m, Th. 900 
am. • 6:30 pm, F. 900 am. • 
12:30 p.mj. Prospective Re­
spondents may purchase doc­
uments for a $50.00 
non-refundable fee, payable to 
the Crty ot Torrlngton.
The Intormatlon provided by 
the City Is not Intended to and 
shall not bind the City of Tbr- 
rlngton to any of the state­
ments or assumptions set 
forth therela This RFQ does 
not commit the CltyofTOnlnB- 
ton To select any Respondent
agreement The City of Torring-
*-----------; the rig htto waive
(ties and,ltlt Is deemed to beln 
the public Interest to enterdl- 
redly Into negotiations with

INCREASE BUSINESS!
SAVE DOLLARS!

Run Your Ad tor 28 Days & SAVE When You Prepay!
Deadline: 4:00 pm Mon-Thurs for next day insertion 
DeadUne: 2:00 pm Frl for Sat, Sun, Mon insertions

Call for details 203-574-3616

late applications will not be ac­
cepted. Please contact Shlroon 
Hlckox or Marie Klein at 203- 
573-6684 with questions. Pro­
posals should be hand 
delivered to SNroon Hlckox or 
Marie Klein at the WSR Office 
ot Early Childhood, 30-B Church 
St Waterbury, CT 06702 
RA March 14-20,2017

RFQ, to request additional In­
to rmatl on from someor all Re­
spondents, or to Issue aformal 
Request tor Proposals and to 
award a contract
PennleZucco 
Purchasing Agent 
An Affirmative Action/
Equal Opportunity Employer 
R-A March 152017

I want
t0ben comb.

Recycle me.1))
0, IWantToBeRecycled.org

KEEP AMERICA
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Academic
Qualifications

Licenses

Certifications

Professional

Experience

Affiliations

Leadership

Awards

Gerard R. Marcil
XV? Cfciilrcii AvofiLie. 
WolcoifC'l 06/16 
(203) 233-7681 
Jerry@ccwellness.oig

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

Post University, Waterbury, CT. / Bachelor of Science, - June/200'1

LADC. State of Connecticut #001023 

CEAP, LAP-C, CEAP, SAP Qualified

Dlreclor/Owner -CCW (2012 to Presonl)

1774 Meriden Road, Wolcott, CT

CCW is a privale counseling practice, focusing on substance use disorders 
through individual, group, and family eduaalion and counseling.

Employee Assistance Program Coordinator (2000 lo 20M)

Pratt and Whitney Aircraft

PAP lor joint labor management - provided intake, ossossmont, short-term 
counseling, referral, and follow-up care for employees referred lo CAP by 
rnr inogemftnt, union, or self. Trained supervisors, and peer counselors in 
recognizing and addressing employee performance issues.

MALTA AC (2008 - Proseni)

Cl l.aboi Assistance Professionals (2004 - Present/

CT Employee Assisianco Professionals (2002-200?)

Presidenl ol 2008C( Employee Assislanco Professionals (2008-2010)

Founder of CT Chapter of Labor Assislunce Professionals (2003)

I.AP Pounder Award, Prasenler LAP National Conference (2011)

Member of UCONN "Subilance Abuse in the Workplace” Research learn
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Amy St. Pierre
43 Edgemonl 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 II 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.

Outpatient Counselor, 09/2009 to 08/2012 Connecticut Counseling Centers, Inc , Watcrbury 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.

Vocational 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.
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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 IMA
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

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. Daniels, Ed.D.
Sushmita Shoma Ghose, Ph.D,
Miriam E. Dclphin-Rittmon, Ph.D.

Ol/jeclire: SuhsliiiH-c ahnse inlcnsi^o oulpaticnl programs (IOPs) arc 
direct services tor people with substance use disorders or co-occurring 
mental and substance use disorders who do not require medical de- 
Lixilieation or 24-liour supervision. IOPs are alternatives to inpatient and 
residential treatment. I'bev are desigm'd to establish psychosocial sup­
ports and facilitate relapse management and coping strategies. This re­
view assessed the evidence base for IOPs. Methods: Authors searched 
major databases: PubMcd, PsycINFO, Applied Social Sciences Index and 
Abstracts, Sociological Abstracts, Social Sendees Abstracts, Published 
[nlernalional Literature on Traumatic Stress, ERIC, and C1NAI1L. They 
identified 12 individual studies and one review published between 1995 
and 2012. They chose from three levels of research evidence (high, 
moderate, and low) based on benchmarks for the number of studies and 
quality of their methodology, They also described evidence of sei-vice 
effectiveness, liesidts: Rased on the quality of trials, diversity of sellings, 
and consistency of outcomes, the level of evidence for IOPs was rated 
high. Multiple randomised trials and naturalistic analyses that compared 
IOPs with inpatient or residential care found comparable outcomes. All 
studies reported reductions in alcohol and drug use. However, sub­
stantial variability in the operationalization of IOPs and outcome mea­
sures was apparent. Conclusions: IOPs are an important part of the 
continuum of care for substance use disorders. They are as effective as 
inpatient treatment for most individuals. Public and commercial health 
plans should consider 1()P services as a covered health benefit. Stan­
dardization of the elements included in IOPs may improve their quality 
and effectiveness. (Vsi/chialric Services 05:718-726, 2014; doi: 10.1176/ 
appi.ps.20130()249)

Dr McCarti/ is ailh the Di-juirlnn-ut nfPuhlii llrallh mid I’lrren/irr Mcdidnr. Origan 
llriihh mill Science Duirersih). I‘miliuul, Dr ftnuulr. Dr. 1.1/111/111. mid Dr Deiielirrh/ 
urc tifilli DM.\ Health Stratcaics, Lrxiit/llun, Mii.ssiicJiiiscIts Dr D/iuirls <uul Dr Chose 
nrr icilh Wr.slal, llrickrillr, Mnn/lnnd, Dr Drljildli-diltmon is with llic OJlice of I'oliaj, 
I’lnwiiur. mid hmomt.iou. S1thxtr111.cc .\hiistj nnd .Uenliil Heallh Sendees AdministrriHoii 
iS.\,\HIS,\), Hoekv-ille. Send eonvsjiotulcnee to Dr. Lt/nuvi (r-mail: nissl^dintiliealtli. 
eoni). This nrliele is piirl <>[11 series n/ lilee/iliirr rceiews being /iiihlislied in Rsycliiiltric 
Services. The m ines were conmiissioin'd In/ S:\MIISA through a contract with Trtwcn 
Health Ainih/lies and were eomlnctnl hi/ tixpcrls in each topic area, who wrote the 
reeieies ntong with authors frum Trunin Health Auali/I.ies, Weslai. DMA Health Slrahrgitts, 
and SAM I IS. \ T.aeh article in the scries was peer ra.iiiwnl htj a special panel af Psychiatric 
Sen ices rei iewers

S
ubstance abuse intensive oui- 
patient programs (IOPs) are 
ambulatory' services lor Individ 
mils with substance use disorders who 

do not iTieet diagnostic irilcrin for 
residenliu! or inpalicnl substance 
abuse treatuuml' as well as for indi­
viduals who arc discharged from 24- 
hour care in an inpatie.nt iTeatinent 
facility and continue to need more 
support than the weekly or biweekly 
sessions provided in traditional out­
patient care (1). IOP services oiler 
a minimum of nine hours of seivice 
pm* week in three, ihree-hour ses­
sions; however, sonic programs pro­
vide more sessions per week or longer 
sessions, and nianv programs become 
less inlensive over Iime (1.2), because 
services arc' provided in oulpalienl 
settings, the duration may he longer 
tliaii lliat required for inpatient ser­
vice's. Individuals in IOPs remain m 
their homes, reduce the use of expen­
sive inpatient cart', and learn to re­
cover in their conummily (1).

Since 2002, the annual census of 
specially addiction treatment lacililics 
in the' United States has eonsistenlh 
identified IOPs as second in piwi- 
leiicc onh' lo regular outpalienl Ireat- 
ment for aleohol and dmg use 
disorders. In 2011, there were 0,0<S9 
treatment programs in the United 
States that reported offering IOP 
services (44% of 1.3,720 addiction 
treatment programs), and IOPs served 
141,964 patients- -12% ol the 1.2 mil­
lion patients receiving specialty acidic- 
lion treatment (.3),
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About the AEB Series
Tin- Assessing llir Evidence Base (AlsBi Series presents' literature reviews 
lor 13 commonly used, recovery-incused mental lieullli ami snlislumr use 
services. Authors evaluated research articles and reviews specific to each 
service that were published Ironi 1995 through 2012 or 2013. Each AF. 15 
Series article presents' ftxh'ngs of the strength ol'the evidence for the service, 
descriptions ol service eriectiveiiess, and rcColliinendfll'iyfi.s lor lulure 
iuiplciuentaliou and resi'areh- The target audience includes stale mental 
health and snhstauee use program dircetors and their senior stall. .Vledieaid 
stall, other purchasers ol'heallh care services (lor example, managed care 
organi/atious and cuimncrcial insurance!, leaders in eoininmiitv heallh 
organizations, pnn’iders, consinuers and fainilv memhers. and others 
inleil'Sled In die empirical evidence hnsc for (he.se services. The ri’scaireh 
was sponsored bv the Suhstanee Almse and Mental Health Services 
Administration to help inform decisions about which services should he 
covered in public and cioimnereially I'unded plans Details about the 
research methodology and bases lor the conclusions arc included hi the 
introduction lo (he Ah,It Series (5).

cffrelivenexs of care across lOPs.

This article reports the result's of 
a literature review that was under­
taken as pari of llit' Assessing the 
Kvideneti' Base .Series (see box on 
I his page). The purpose ol I his 
review was lo provide policy makers, 
treatment providers, and consumers 
with current information on lOPs so 
that they can make informed deci­
sions when comparing lliese programs 
with alternative treatments. Public 
arid commercial heallh plan adrnin- 
islrators ma\ use this infonnat'iou to 
assess ihe need lo include lOPs as 
a covered benefit. Our assessment ol 
lOPs defines ihe programs as a level 
ol care, reviews available rese-areh, 
and evaluates the quality of the 
evidence, mosl uolabh compared 
with evidence for the effectiveness 
of inpatitf-nl Irralrnent service's

Description of the service
lOPs treat individuals with suhstanee. 
use. disorders or co-occurring menial 
and substance use disorders who do 
not require medical deU«i(icalion or 
2-bhom supervision lOPs provide 
a specified number of hum's per week 
of slmclurcd individual, group, or 
family therapy as well as psveho- 
ednealion aboul mental and sub­
stance, use disorders.

The American Society of Addiction 
Medicine (ASAM) defines live levels 
ol care to guide practitioners in 
seleeling ihe uppropriale inlensiH 
for Ireating alcohol and drug ust1 
disorders: Level (earls inlervenlion 
services). Level I toulpalieul ser- 
sietis). Level II (iiitensis'e oulpatimit 
services). I.esa'l 111 (residential and 
inpatient services), and Level IV 
(tnediealK' umnagc'd intensive inpa­
tient services) (2). Tims lOPs repre­
sent a higher level ol care than usual 
outpatient services ami a lower level 
of care than residential and inpatient 
services. i.A ,separate article in this 
senes addresses residential treatment 
for individuals wiih substance use' 
disorders |-l j j

The Suhslaiico Almse and Menial 
Health Services Admhuslrution de- 
lines a sel ol core services lor in­
clusion in lOPs. such as a specified 
number ol hours ol structured pro­
gramming per week; individual, group, 
or family therapy; and psvehoeduea- 
lion aboul snbslauet; use disorders and

mental disorders ( I) Table I provides 
a description of the service.

IOP goals are to help the individual 
learn earlv-stage relapse 'management 
and coping sirulegies. lo ensure dial 
(lie person has psychosocial support, 
and lo address individual symptoms 
and needs I lowever. broad wiriation 
across programs in terms of service 
delivery (lor example, meelianisn'is 
for screening and assessment), treat- 
merit planning and provision, crisis 
management, discharge planning, and 
the intensity and duration ol (.‘are limit 
attempts to assess the quality and

Moreover, (OP services vary by set­
ting: hospitals, comnumih behavioral 
health centers, and das treatment 
programs. The ASAM criteria note 
that (lie duration ol treatment varies 
willi the severil vofthe person’s illness 
and his or her response lo die treat­
ment mteive.ntion. Therefore, progress 
in a particular level ol Tare, rather llian 
a predetermined length of stay, deter­
mines an individual's movement through 
the treatment continuum.

In ihe clinical and research lilera- 
ture, lOPs mav also include partial

labk’ !

Summary ol substance abuse intensive outpatient programs

Pbature Description

Semcc dellniUon Substance almse intensive outpatient programs ilOPs) are 
direct services for people with substance use disorders or 
eo-oeemTing inenlal and substance use disorders who do 
not require medical dctoxilieation or 2'1-liOnr supervision. 
The programs provide trealiuont for svuiptoins or 
disahilitifes associated with these disorders. Lore services 
generally include a speeilied number ol hours ol 
structured programming per week: individual, group, or 
family llierupv and psvchncduealinu about substance use 
and mental disorders.

Scivit^o uoul.s Lf’iini <‘;irlv-sl;i£V n,1;lp.sT• inaiia^cnicul; fluvclnj) cojiiiiu; 
siralruif'S: rsl;il>lisli or ro-i'sl;.i(l)lisli psyoliosofiliil snpporls; 
addivss pml)loms ivlalrd to social, psyelioloujeal. and 
tfinolional wcII-Ihuhi);

I’opulalions Adults with sulistanee use disorders (both alcohol and drug 
diagnoses)

Settings for service Hospital-based inpaiient and day tp'alnienl i't eomiiumity
de lively liospitals and N’eterans Allairs hospitals: social inodel 

residential programs; eoinrimnitv based puhlie and private
suhstani« alnise treatinenl centers
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liospihLli/aHou and da\' Iri'iitniciit 
(ASAM Lew] II.A), holh olWiiidi 
arc' used In Ircal ]')cop](' wlio have 
si'rious mental illness ni'suh.slanee use 
prnhlems For llie purposes of (his 
review, parlial hospitali/alion and day 
treatment for individuals with sub­
stance use are included in the defini­
tion ofan IOP. 0a\'treatment models 
nperaU' lull-da\' schedules live to 
seven davs per week and mas' trcait 
patients with oo-oceurring serious 
mental illness.

tMelhods 
Search strategy
We identilied and reviewed research 
Irom 1995 thi'ough 2012, We con­
ducted a survey of major databases: 
I’uhiVled (U.S. National bibrarv of 
Medicine and National Institutes of 
Mealtii), f’svcfNFO (American Psy­
chological Association). Applied So­
cial Sciences Index and Abstracts, 
Sociological Abstracts, Social Services 
Abstracts, Published International 
literature on Traumatic Stress, the 
F.duealioual Resources Information 
(denier, and the (iumulative Index to 
Nursing and Allied Health Literature. 
We also examined bibliographies ol 
major reviews and meta-analyses. We 
used combinations ol the following 
search terms: intensive outpatient 
treatment, substance abuse treat­
ment, addiction treatment, drug re­
habilitation, and alcohol treatment.

Inc/usion and exclusion criteria 
This review was limited to ITS. and 
international studies in English and 
included the lollowing (\pes ol 
articles: randomized controlled trials 
(R()Ts). i|uusi"0xperimenial studies, 
naturalistic assessments, and qualita­
tive reviews. Studies wore included il 
they compared levels of care (that is, 
inpatient or residential treatment 
versus IOP or da) treatment) for adult 
study participants seeking treatment 
for alcohol or illicit drug use The 
ASAM Patient Plaasment Criteria for 
the Tn’i/lmcnl oj Snbshmce-liijalerf 
Pi-sor/icrs (2! and the Treatment 
Improvement Protocol on intensive 
outpatient programs Irom the Center 
for Substance Abuse Treatment (1) 
were also examined. Studies wore 
excluded that examined residential 
treatment only, ambulalory treatment

only, aftercare only, treatment for 
mental disorders only, developmen­
tal disability programs, hospital- 
based inpatient treatment programs 
without comparisons to less intensive 
services, and (reatme.ut semces For 
adolescents.

Strength of the evidence 
'Hie methodology used to rale the 
strength of the evidence is described 
in detail in the introduction to this 
series (5), The research designs of the 
ideulilied studies were examined 
Three levels ol evidence (high, mod­
erate, and low) wore used to indicate 
the overall research quality of the 
collection of studies. Ratings were 
based on predefined benchmarks dial 
considered the number and qualitv of 
the studies II rallugs were dissimilar, 
a consensus opinion was reached.

In general, high ratings indicate 
confidence in the. reported outcomes 
and are based on three or more ROTs 
with adequate designs or two RCTs 
plus two quasi-e.xperimental studies 
wilh adequate designs. Moderate 
ratings indicate that there is some 
adequate research to judge the ser­
vice. although it is possible that future 
research could inlluenee reported 
results. Moderale ratings are based 
on the following three options: two or 
more quasi-experimenlal studies wilh 
adequate design: one quasi-experinienlal 
stiidv plus one ROT with adequate 
design; or at least two ROTs with some 
methodological weaknesses or at least 
three qnasi-experirnental studies will) 
some methodological weaknesses. Low 
ratings indicate that research lor this 
seivice is not adequate to draw exidencc- 
hased conclusions. I ,ow ratings indicate 
that studies have nouexperi mental 
designs, ihere an1 no ROTs, or there 
is no more, than one adequately de­
signed (|iias]-experimental stud)

We accounted for other design 
factors that could increase or decrease 
the evidence rating, such as how the 
seivicc, populations, and interven­
tions were dehued; use of statistical 
methods to account for baseline dif- 
lercnces between experimental and 
comparison groups; identilication ol 
moderating or confounding variables 
wilh appropriate statistical controls: 
examination of attrition and follow­
up; use ol psvehomel rieally sound

measures; and indications ol poteiilial 
research bias.

nffecUveness of the service 
We described the effectiveness of 
the smvieo—that is. how well the 
outcomes of the studies met llie 
service goals. We compiled the find­
ings for separate outcome measures 
and study populations, summarized 
the results, and noted differences 
across investigations. We evaluated 
the quality of the research design in 
our conclusions about the slrcnglh of 
the evidence and the effectiveness of 
the service.

Results
Level of evidence
The level of evidence for lOl’s was 
rail'd as high. Multiple RCTs and 
quasi-experiinental studies have been 
conducted of 10fs that were de­
signed for individuals with substance, 
use disorders. We identified live re­
ports based on four RCTs that com­
pared IOP semces or day treatment 
services with inpatient or residential 
treatment (fi-10) and two studies of 
inpatient treat men! versus 1.01’s dial 
included participants who had been 
randomly assigned to a livalmoul 
group and those who refused ran 
domr/ation (11.12). Our search also 
found six nai uralistic analyses ol 
patients treated in inpatient and IOP 
.sellings (13-18) and one qualitative 
review of research published after 
1995 (19). Table 2 summarizes the 
studies included in ibis review,

Most of (he RCTs had good in­
ternal validity and used the Addiction 
Severity Index (AST), a well-validated 
treatment outcome measure. How­
ever, Samples were sometimes small 
to modest, and insullicienl statistical 
power may have contributed to a lack 
of strong findings. Conversely, the 
naturalistic studies reported large 
samples hut had more variability in 
outcome measures. Nonetheless, iirid­
ings from the RCTs and naturalistic 
analyses appeared to complement each 
other.

Palie111 /to/)illations 
and service sellings 
In studies of IOP services, alcohol 
dependence (9,10,15,19) and cocaine 
dependence (0.16) were llie primary
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Table 2

Studies ol hitrnsive uutjwtient programs (lOPsi iuflmlcd in Hie review'

Stuck Design, p.ii lieipants, settint; lOI5 treatmecU CoiT'ipiirison UH-nt Piinmi'v out wine mftitsiui'es SniTimaiv ol 1 inclines

KCT
Sclmeidei* et al„ Dav treatment fN=3£? ver­ Oa\ truatim.'nt: 2 \vc;ek.v. inpatient eare: I 1 days in ASI scores at buseiine arid ASI problem .seveiilv declined for both

199S (6j sus inpaticnl ' X‘=42). Monchiv tlirouph Kriclai. 5 a norihospiial iaciliiv wifii tclirphune in ten lews at -3 groups at 3 and fi months and'did not
duals sec kin”; treat- liom's ol soivicts pe‘] ria\* 6 hours ol sersievs ])or daV; months i.complelod i n differ between groups. At 3 ruoulljs.

meril' for cocaine depen­ wookk aHca'cara lor Sfi relerral to hailwa' liousf.. 91% and fi months com­ inpatients were more likok to repori
dence from a large fiealtli uniiiths 47% cornplcst«l afik'rcare, ora innilal health pleted In 55% ' aflcT Ireal- abstinei'ice i.filvk ■ llian the da'.: Iroaiinent
in ain 1 oi uu ict1 org; mization 14 days of IOP services 4 provider (95% eoiripleted ntent: self-report of croup (35%. :; no sienilieant cijlleryncy' at
in metrtjpolitari Boston 1-4 tlavs of inpatient eart.'l alistineiice fi months (46% versus .'35%. rospeclis'ek J.

Guydi.sli et a!.. Oay treatment i \»= 1 j4) ver­ Oav Ireulinr-nL: K hours of Resi Jen tial tl i erape u t ie ASI scores at baseline and 6-. ASI problem severity scores declined
199S (7) and sus residential treatnlent livaliui'iii per da\. 7 das's comnnniits with I ffiyhih I2-. and 15-inonth lollow- significantly from baseline: improve­

1999 .Si iN-,147) in a therapeutic per wee k lor 6 to S orientation; 3 !o 6 nitmths ups; 1 reatnient relentiou: ments were maintained at fi 12. and
conn n uni la drug treat­
ment program

tnonths active treatment; o to fi 
months rc-enlPj

dass of treatment IS montlis. Residential patients had 
more improvement on social and 
psvehiatrie problems: remaining out­
comes did not differ.

Ryehtavik et al„ Individuals seeking treat- 1017 5 (.lavs per week lor 25 Inpatient and outpatient: 2S Percentage of (lavs abstinent 1 )avs abstinent increased from pret'reat-
"2000 {9) mcrit lor alcohol depcui- 

dence randf)mlv assigned 
to IQP (N-'fio; versus in­
patient and outpatient 
(N: 58j \'crsns ontpatient
(\T=()I)

clar'S: ) months of woekk 
arte rod ret

days plus 5 .sessions ol 
outpatient plus weekly af­
tercare; or outpatient: tS 
sessions in 25 days

meiii lor all ttioups. and groups did not 
differ at 18-inontdi follow-up: inpatient. 
37%. to 81%; IOP. 50%. to 75%; out­
patient. 4.1% to 76% Patients with 
high alcohol involvement had better 
outcomes when treated in inpatient care.

Weitlmiiinn and l>av iiospitai IN =56) versus in­ Day hospital; same sorviec.-s Inpatient: same seivices and Percentage ol da\s abstinent. Davs abstinent increased for both
1 iotlVnaun.
2005 ao)

RCT mclutied tliose 
who refused 
uiiidomizahou

patient (\=54; care in a
Gen nan psvd iiahi< • 11 ospitaJ

and slall as inpalicmt stuff as du\ hospital assessed quarterh groups'. There were no differtmeos 
between levels ol eare.

Mvka\ <’t al.. Day hospital versus inpatient Da\ hospital: 27 hours pci Inpatient: 4-S hours per ASI scores at baseline and at ASI problem severity declined in both
1995 (11) Care; pa tie n t s ran doi) i ly as - 

signed iN =48;' and ijalienls 
who re Inset 1 randomization 
and .selJ-selecled their level 
ol care (N=96t

week lor 1 weeks week of group arid indi­
vidual counseling plus 
psyehoedueation

3-. fi-. and 9-niontli lollow- 
ii]ts after treatment

groups at all measurement intervals, 
There were no differences between 
levels of care. Randomly assigned 
and self-selected participants had 
similar outcomes.

Witlmidt et al.. Day hospital vers*ns resi­ Dav hospital Social uuxlei residential care ASI scores at basedine and at \5I problem severity declined in both
2007 .12 dential cane patients ran­

domly assigned iN=293; day 
hospital =tl 54. residential 
care =’139) and patients who 
refused randomization and 
sdt-selocted their le\c‘l of 
care (N=403: da\ hospi­
tal =321. resit lei i tial care= S2)

lollow-np inteiviews at fi 
and 12 inontlis

groups at both measurement intervals. 
There were no differences between 
levels ol eare.

('unliitiir* on hex! pqce
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Table 2

(*■- 'it !>i\ncf! fan11 p ret'inu s ]7(l2i'

Sludv Des-itjil, p;irlicipa.iil's. Scllin" IOP treatment Comparison treatment Piimaiv outcome' measures Suinniary ol findings

\a!nnd foluirt 
imalvsis

MeLdluit i;l al.. Adi ills i \ - 91S) (Von i ] () IOP: ^3 hours ]>er dav, —3 Outpatient: <2 liours per ASl scores al hastilite and 7 ASl problem si/veritv declined in holli
1097 ll3f outpatient prncmins ;N=.>5S> dins per wr'k session, ^2 da\?s per week months after baseline groups. There were no dificrences

and 6 lOPs \--:.>S0 helvvccii i<‘V(-ls ol care. IQ]1 patients 
had more severe problems at admission

11 unison uiid Inputif-nl • \= 1.156) versus Oulpatienl: 145 programs in Inpatient: 38 ])ro^ranis in ASl scores al iulake and 6 ■\SI probk'in severily declined in both
Asehe. 1909 nutpalieiit programs (in- Minnesota providing in- Minnesota iminiuimn ol months alter intake groups. There were no differences
(14! elialinv lOPsi :X=.'5.007i tensive levels of care one- 30 hours of service per between levels of care. Patients with

dian of 9 Honrs of t are per week! recent suicidal ideation hud better
week! outcomes in in patient care.

Pettinati ct al.. Alcoliol-depende.tit patents IOP: 5 weeks of 12-step Inpatient: 4 weeks of 12-step SCL-90R scores; immher ol Suivival analysis suggested that IOP
J .399 •15) admitted to inpatient program plus individual. program plus indi\ ii'lnui- drinking days: return Eo patients returned to significant drink-

i \=9o) or ouipalirnl ttroup. and family tlufcrap}* group, and faiiijlv tlic-rapy significant drinking i.daxs- lug more ep.iicklv i50'5 at 2 mouths:
tN' = S0j care in a p.sv- of drinking S:.3 drinks,1 or than inpatients (23% at 2 ilianihs!, Si\
diiatric lu^spilal return to inpatient care months after discharge the percentage, 

of patients with heavy drinking stain- 
li/od at about 50% in both groups.

Simpson et, al.. Seeondars analysis of data Outpatient dnitl free: 24 Residential: 19 long.tenn Weekly cocaine use I year Weekh cocaine use declined Irom 75%
1999 vlfi; from DATOS iissessint; programs programs*: inpatient: 12 after discharge hefoic- treatment to 23%: at follow-up

eeicaiiie-deperuk'rit pa- short-term programs ami did not diller across groujis. A
tients in 3 levels of care: signiiicanl interaction heteeen iesel of
outpatient dnis; free tin- care, problem severily* and retention
elmliuv K)P> iN=45iSi. in care suggested that patients with
Ionlj;-term residential more severe problems were less likelv
(N=542). short-tc'rm ifipa- to report weekly cocaine use alter
limit (X=605; long-term residential care (23T ) ver­

sus short-term residential care (oTbi ).
Mi:Kav cl al.. Patients in Wasliinelon state IOP: 2 programs Inpatient: a 28-dav inpatient ASl scores at baseline and 3 ASl problem sweritv declined in both

2(H)2 (17) reeeivina inpatient pins program and 9 months after groups at 3 and 9 months. Participants
outpatient care N = 1671 baseline in inpatient plus outpatient programs
versus IOP services only improxed more because their samp-
tX=96) toms were more severe at baseline.

Tiet ct al.. 2007 Veterans Affairs clients re- IOP or outpatient Inpatient and residential: in- .ASl scores at baseline and 6 ASl problem severitv declined in both
(IS) eeivinjj outpatient -.X Alt) patient (N=224>, residential months after baseline groups after baseline. There were no

or K)P services X 641 •:X=390). and clomiriliun dillereuoes betsveen levels ol care
ve.rsns inf)atient and resi- 
dontid care (N“ 1,520)

; N:=906) se ttii igs except lor the most severe cases.

Cnnliutuis on next jui^r
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diagnosos of participants, Two RCTs 
(7,20) and I'onr naturalistic analyses 
(13,14,17,18) included people with 
alcohol and ding (undefined) diag­
noses. There was demographic sana­
tion across study populations, including 
individuals who were uninsured and 
homeless in inner cities (13,11), 
employed men and women with 
commercial heahh plans (0,12,15), 
patients in the Veterans Affairs (VA) 
liKallh system (11,18), and men and 
women treated in public systems of 
care (7,11,14,1,6,17). One study com­
pared a one-year day treatment pro­
gram with a one-war residential 
program (7.8), African Americans were 
the primary racial-ethnic minority 
group studied, and most study popu­
lations had good racial-ethnic mixes. 
No studies compared (hr rflecls of 
lOPs across racial or ethnic groups.

Service settings for these studies in­
cluded hospital-based inpatient and day 
treatment in VA hospitals (.11,18) and 
aommiiuilv hospitals (6,9,10,1.5), resi­
dential programs (7.8,12), eommunity- 
hased public (7,8,11,14,16,17) and 
private (6,12,14,15! substance use 
treatment centers, and one drug 
treatment program based on thera­
peutic eonmmnilv principles (7.8). 
The services varied in iutensitv (that 
is. hours pm' week), duration, content 
ol the sessions, and therapeutic ap­
proaches. Follow-up periods ranged 
bom throe months to IS months. The 
dependent variables used to assess 
patient outcomes also varied, but ab­
stinence (6.9,10) and changes in AS I 
scores (6,7.11 -14.17,18) were n lost com­
mon (Table 2!.

Effectiveness of the service 
Variation in the operationalization ol 
IOP.s across studies and diflercnce.s in 
outcome measures slightly tempered 
Our assessment of the equivalent 
eHeetiveuess of inpatient and I()P 
services. In most studies, the inpatient 
and K)P services differed on many 
dimensions (for example, setting, 
duration, and intensity), although 
one investigation used the same staff, 
laeililv, and dierapeiilie process be­
tween experimental and control groups 
and altered only the setting (inpatient 
versus outpatient) (9). The primarv 
commonality was treatment in an 
I OP selling versus an oveniighl stav

in a more controlled residential or 
inpatient selling (6-JS), hut variation 
in the operationalization of l()P ser­
vices and outcome measures limited 
direct comparisons.

The RCTs and qmisi-rxpei'imenlal 
studies umisistcnth reported signifi­
cant reductions in measures ol prob­
lem severity and increases in days 
abstinent at follow-up interviews 
(between three and 18 mouths after 
baseline assessment) (or study par­
ticipants receiving IOP services or 
dav I real rneiil .services and for indi­
viduals in inpatient or residential care 
(Table 2). One (rial vvilh small 
samples lomid higher rates ol absti­
nence three months after treatment 
among individuals who received in­
patient care compared with those 
who received dav treatment (68';( 
versus 38%), hut this effect was not 
observed al six months after treat­
ment (6). In addition, all RCTs 
reported similar reductions in ASI 
measures when inpatient and IOP 
settings were' compared (7,8.1 1,1.2). 
Finally, the studies that included 
participants who were randomly 
assigned to treatment condition and 
those who self-selected levels of care 
reported a similar lack ol overall 
dillerenees in slndv outcomes when 
levels of care were compared (11,12), 
Indeed, a study based in llna VA 
reported that two-thirds of the par­
ticipants relused randomization, but 
outcomes were similar for study 
participants whether or nol they 
were1 randomly assigned (1.1).

Although analyses ol natural co­
horts generally assume that patients 
treated in residential settings have 
more severe substance use problems 
than those treated in outpatient treat­
ment .sellings, differential effective­
ness based on problem severity was 
elusive in the articles we reviewed. 
Only two of six naturalistic analyses 
reported main effects lor treatment 
setting. One. was an analysis of Wash­
ington State treatment programs (.17). 
Results showed that patients treated 
in an inpatient setting who stepped 
dow'n to Iivatmeu! in an IOP im­
proved move than those treated onh 
in IOP settings, because problem se­
verity was greater at baseline among 
those admitted to inpatient care, An­
other analysis of a cnhorl ol patients

IVSYCINATUK! SIIRVICHS ♦ ps psydikurvonliiRuu’n ♦ June 201 \ Vol. 65 No 6 723OHCA 000053



Evidence for the effectiveness of substance abuse 
intensive outpatient programs (lOPs): high
Orspilc soi1111 ViiriiilioiiN in prograimiiiriu; ;in<l design, suhslaiiee ahusc Id's 
coni pared willi eonlrol eomlHions demonstmlr eonsistent i-vidciice lor ill® 
lollowing onleoines:
• Kedneed drug or aleohol use Ironi liascdine lo lollow-up
• Few dillei'em/es helween lOPs and iupal'ii'nl programs

IreaU’d ill a pswliialrit: hospital re­
ported that patients who wore alcohol 
dependent and Ireated in an l()P re­
lumed lo ''sin’miicaut” diinkiiig more 
iiuiekh than those Ireati'd in inpatient 
care (15), The other lour analyses did 
not Unci main effects for Irentmenl 
setting (13.14,16.1iS).

There is some evidence that dis­
order severilv mas itilluenee the ef­
fectiveness of lOPs compared with 
inpatient or residential I real i nen I. In 
Minnesota treatment programs, pa­
tients* with reeenl suicidal ideation 
had I letter on ten m os after residential 
earn than patients who participated in 
an lOP (l-l). A secondary analysis of 
data from clients in treatment for 
cocaine dependence noted that pa­
tients with more severe drug prob­
lems were more likely to benefit from 
long-term residential care than from 
less intensive' levels of care (16). FT 
nallv. an analysis of patients in a V/\ 
program also suggested that those 
with more severe alcohol or drug 
problems bad beller response whc'ii 
treated in residential settings than 
in fOPs (16!. All hough there is still 
some debate about the equivalence 
of inpatient treatment and treatment 
in an lOP for patients with the most 
severe levels ol dependence, there 
appears lo he general consensus that 
for most patients the levels ol care 
are equivalent,

It is noteworthy that the current 
assessment ol IOP services echoes 
findings from similar reviews con- 
dueled since I he 1 ()60s (20-30). De­
spite changing research methods 
and studs populations, results are 
consistent—patient outcomes from in­
patient, residential, and intensive out­
patient services arc* positive and more 
similar than different, This consistency 
over time enhances confidence in the 
stability of the* findings and the value* of 
IOP services

Discussion
Overall, the* current literature* sug­
gests that a wide range of service 
intensities can be* effective for indi­
viduals with substance use* disorders. 
There is a high level of evidence— 
with the caveats we have noted—that 
lOPs are as effec tive as inpatient and 
residential treatments when studies 
compare these approaches directly 
(see box on this page). lOPs have 
emerged as a critical facet of 21sl 
eenturv addiction treatment for pe'o- 
ple w'ho need a more intensive level of 
service than usual outpatient treat­
ment. lOPs allow participants to avoid 
or step down sueeesshillv from in­
patient .services. This is an important 
eonsideratjem lor policy makers, pro­
viders, and individuals engaged in 
substance abuse treatment services 
when deciding which level of care is 
most appropriate for specific clinical 
situations.

Taken together, HCTs and qnasi- 
(“xpeiimeiilal studies consisteii11\ 
reported e(|ui\ale*nl reductions in mea­
sures of problem severity and increases 
in days abstinent1 at lollow'-up for par­
ticipants who received IOP services 
or clay treatment services compared 
with those in inpatient or residential 
care. We found no studies comparing 
IOP participants with wait-list or no- 
trcal menl control groups. Reviews of 
the literature point out ffianv design 
and treatment differences that muv 
affect conclusions about the effec­
tiveness of inpatient versus out­
patient services, A chapter in art 
ASAM-sponsored text (31) reiter­
ated the* debate on inpatient versus 
outpatient settings and concluded that 
engagement in longer, less-intensive 
services may have greater benefit than 
brief, intensive inteiventions without 
ongoing support, especially among in 
dividuals with a more severe history 
ol addiction. The important feature

appears to he* continuity of care over 
a long duration, and this perspective 
is consistent with emerging models 
of recovery-oriented systems of care., 
However, the interaction between 
severity of alcohol and drug prob­
lems and setting of care has been 
elusive, and the effect (when pres­
ent! appears to he small. Overall, 
studies have loimcl that 5()% —70% 
of participants reported abstinence 
at follow-up, and most studies found 
that this outcome did not differ lor 
inpatient versus outpatient settings 
of care, This makes cost, treatment 
duration, and living in the (omrmi- 
nitv the major points of comparison 
between inpatient and IOP services 
lor individuals with substance use* 
disorders.

It is dilTienll to say which aspects of 
lOPs arc* most likely to he effective 
with specific' populations. Naturalistic.' 
studies using large samples louncl 
subtle improvements among people 
with the most serious substance use 
problems, suggesting that this level of 
inpatient or residential care may be 
helpful or necessary for a subset of 
people*. However, a primary ongo­
ing research need is to identify in­
dividuals with severe alcohol and drug 
use for whom inpatient or residen­
tial care is of greatest value. One 
complication is the variation in how 
residential care and IOP services are 
defined. This is an important distinc­
tion that: needs clarification as pro­
vider systems move into an inc reasingly 
risk-based linancing environment. Pav­
ers and providers should collaborate 
lo define IOP services more consis­
tently, so that: effects arc replicable 
across settings and patient popula­
tions. Likewise, l lie re-; is a need for 
more research on the most (Tleelive 
length of JOP treatment. IOP models 
should elcurlv identify the* type, du­
ration. and intensity of IOP services. 
Researchers also need to determine 
the optimal type and level of stabili­
zation services following discharge 
from an IOP that will sustain the 
gains made* during the IOP treatment 
episode.

Although African Americans were 
the dominant racial-ethnic minority 
group in many ol the investigations 
comparing residential and inpatient 
services with intensive outpatient
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sc'ivices, r.ujo-t'tluiicih uiricd .sulwhni* 
lialK across (lie sliidics. Tlic liiiding 
dial lOd nci'\ ices and residential or 
inpatient care lead to equivalent out­
comes appears to neneralize across 
racial and ethnic groups; however, we 
cannot make specific recommenda­
tions lor IOP services related to race- 
c.lhnieity on the basis of the current 
literature l'’ul'urc studies mav svsloni- 
alicallv var\' components ol KJl’s to 
di'lcrminc the more critical lealuros 
for cflicienl and effective care.

Surprisinglv, none of die sfudJcs 
cxainiued in this review included 
the use ol pliarniaeollierupv, which 
impros’es treatuient outcomes when 
used in conjimetion s\'ith therapeutic 
interventions. Wo believe dial 21 si 
eonfnn systems ol addiction treat­
ment should provide ongoing phar­
macological and behavioral therapies 
within a continuing care model that 
inoreasinglv relies on lOP settings 
ralher than on residential and in­
patient care, Unceiil IKITs also doc­
ument the wilue of enhancing lOP 
sciviccs will) conlinccncv manage- 
mcnl during trcatnicnt in an [OP 
(32) and during altcrcarc (33).

Without: increased standardization, 
patients, payers, and poliev makers 
will eouliniie to have dillieulh con'e 
paring lOP services with other levels 
ol substance abuse treatment ser­
vices. Requirements to adhere' to the 
National (duality Forum consensus 
standards, lor example, could help 
ensure that lOPs provide eousislenl 
and effective pharmacological and 
behavioral addiction Ircatincnts iblr 
Accordingly, this calls for impmved 
assessment of the specilic needs ol 
each person requiring intensive ser­
vices in order to determine the ap­
propriate level ofcare Police milkers, 
pavers, and consumers should con­
sider demanding these assessments, 
and providers across all levels ofcare 
should receive the necessuiv training 
to complete them properly.

(loiulusioiis
This revieu found that studies ol 
inpatient treatment and K )P services 
have yielded results that are consis­
tent and similar: outcome measures of 
alcohol and drug use at follow-up 
show reductions in substance use and 
increases in abstinence, and outcomes

PSYCHIATRIC SliRVTCliS ♦ p.s.psvrhiairyoiiliiii',

do not differ significantly between 
inpatient and lOP settings. Although 
a few studies suggest that patients 
with greater impairment mav have 
bettei Outcomes il treated in inpatient 
settings than in lOPs. such differential 
el feetiveness appears elusive* and may 
apply only to the most severely 
impaired individuals, Compared with 
inpatient care. IO.P services have at 
least two advantages: increased dura­
tion of treatment, which varies with 
the’ severity of the patient's illness and 
his or her response, and the upportu 
nilv to engage and treat consumers 
while they remain in iheir home 
environments, which affords consum­
ers (he opportunity to practice newly 
learned behaviors. lOPs are an impor­
tant service for inclusion as a covered 
henelit for people with substance use 
disorders. The diversity of settings and 
range ol outcomes assessed, combined 
with the consistcucs ol improvement 
over time, suggest that the effective­
ness rcllects the intensih and duration 
of treatment' rather than a specific 
setting or patient population,
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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:
• Client counts are unduplicated counts in which each client is counted once.

• 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.

• 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.

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

• 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.

f Client

/ 1 \

A /
\ /\ EPisode

Uj2j ^ § m i~tt^i mil

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.

5

OHCA 000061



DMHAS SFY2015 Annual Statistical Data - Quick Facts

l>roi>nui) 1 \ pc N
Mental Health Programs 57,451

Substance Abuse Programs 59,203

Total Unduplicated Count 109,444

Rncc/Kllink'in \ %
White/Caucasian 70,489 64%

Black/African American 17,212 16%

Other 15,326 14%

Latino/Hispanic Identity 22,090 20%

(.cihIc \ ••
Male 63,930 58%
Female 44,968 41%

Transgender 5 0%

I.cm'I of ( :irc llndiiplicok'd C licut Count
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

Priman Drug at Vdinission Ml SI A 15 Active N (1 <»
Alcohol 31,458 36%

Heroin 28,838 33%

Marijuana/Hashish/THC 10,943 13%

Priman Drug at admission MA 15 Ml \dinisvions N %
Heroin/Other Opiates 20,019 51%

Alcohol 19,258 30%

Major Diagnosis ( alegories \ %
Serious Mental Illness (SMI) 39,687 51%

SA diagnosis 52,455 65%

Dual diagnosis (SMI + SA) 20,455 25%

Mosf Common Priman Diagnosis N /O

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 ( iinimnii MU l)i:ii»nosis ( atcj'on \ O u
Major mood disorder 23,793 29%
Major depressive disorder 15,762 20%

Bipolar disorder 9,324 12%
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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 smaller group of clients (7,210) received services from both MH and SA programs during 
SFY15.1

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).

i 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
SA MM !'ol;i

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 FY15, but not yet discharged by 6/30/15

Table 2: Unduplicated Clients
SA MM Molh Tolal

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
1 inuliii^ source' SA Mil Tolnl

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
1'unding source SA Mil lioth Tokil

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
Tolal 22.2 22.222 TNIO SO.? ] 7

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

24. 3.4n4 M).254
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
7.242 I4.77‘)

DMHAS Human Services Agreements 49,527 37,202
7<N 42.721

4,701 91,430
DMHAS-operated 975 9,035 191 10,201
Both 1,491 4,004

S|4)*)2 20.24]
2,318 7,813

.210 100.444
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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

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 _____________________________________________________________
MM Bo(h Staler Ulc Tohil

N % N % N % N %
American Indian/
Native Alaskan

244 0.5% 278 0.6% 48 0.7% 570 1 0.5%

Asian 323 0.6% 483 1.0% 27 0.4% 833 0.8%
Black/African American 7,423 14.3% 8,407 16.7% 1,382 19.2% 17,212 15.7%
Native Hawaiian/
Other Pacific Islander

89 0.2% 121 0.2% 8 0.1% 218 0.2%

White/Caucasian 34,014 65.4% 31,920 63.5% 4,555 63,2% 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 7,475 14.4% 6,835 13.6% 1,016 14.1% 15,326 14.0%
ToCil S | .W')3 100 011,, >o.:4i 100.0",, 7.2 10 100.0"„ 100.444 100.0",,

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: Ethnicii
s V Mil Bolli S(;ik‘>\idc Tokil

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 7.7% 3,701 7.4% 519 7.2% 8,225 7.5%
Puerto Rican 6,419 12.3% 5,576 11.1% 914 12.7% 12,909 11.8%
Non-Hispanic 37,006 71.2% 37,509 74.7% 5,409 75.0% 79,924 73.0%
Unknown 3,979 7.7% 3,119 6.2% 332 4.6% 7,430 6.8%

1 o(;il S | 1(H) ()(,„ +).:4i 1(H).O'1,, 7.210 100.444 HEBUI

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: Age _____________________
SA Mil llolh Sliilcwidc Tolul

N % N % N % N %
18-25 9,468 18.2% 6,143 12.2% 808 11.2% 16,419 15.0%
26-34 14,965 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 12.9% 16,546 15.1%
65+ 1,057 2.0% 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%
Tokil 4 1 ,oo2 50.241 7.2 lo 100.444 mum

• Average age of DMHAS clients is 41.4 years (±14.13)

• Average age of clients receiving MH services is 45.1 years (±14.96)

• Average age of clients receiving SA services is 37.9 years (±12.58)

• 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 (LOG) 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.

• The client counts represent unique (unduplicated) clients.
• 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.

• 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
l);t. Acli\ e C lients Total
Forensic MH Inpatient Services 483

Residential Services 56
Mental Health Inpatient Services 1,060

Residential Services 2,787
Tolnl 4.07(>

%. Admissions Total

Forensic MH Inpatient Services 575
Residential Services 60

Mental Health Inpatient Services 1,233
Residential Services 3,140

Total S.IION

c>c. Discharges Total

Forensic MH Inpatient Services 351
Residential Services 49

Mental Health Inpatient Services 863
Residential Services 1,127

Total 7.'')()
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Mental Health Outpatient

• For each LOC listed, we provide the unduplicated client count as well as the (fully unduplicated) 
total client count for all listed LOCs.

• 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 SFY15. Standard Outpatient and Crisis Services had the most discharges (57% 
total) of all the service types.

Table 10: Mental Health Outpatient LOCs
1 ()a. Acti\ e Clienls Total
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
IOP 587
Prevention 396
Social Rehabilitation 6,277
Standard Outpatient 39,215

Total 5(075
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Table 10 - Mental Health Outpatient LOCs - continued
1 Oh. Admissions Total
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
IOP 586
Standard Outpatient 12,746
Prevention 69
Social Rehabilitation 1,744

Total 37.302

10c. Discliarues Total
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
IOP 555
Standard Outpatient 12,960
Prevention 62
Social Rehabilitation 1,513

Total 3 7.3 NX
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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 Outpatient

• For each LOC listed, we provide the unduplicated client count as well as the (fully unduplicated) 
total client count for all listed LOCs.

• 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.
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Table 12: Substance Abuse Outpatient LOCs
1 2a. Acli\ c C licnls Total
Substance Abuse Case Management 3,490

Employment Services 566
Forensics Community-based 305
IOP 3,519
Medication Assisted Treatment 14,904
Standard Outpatient 18,266
PHP 670

Forensic SA Case Management 439
Forensics Community-based 17,059

lohil

12b. Admissions Total
Substance Abuse Case Management 2,629

Employment Services 452
Forensics Community-based 246
IOP 3,494
Medication Assisted Treatment 6,222
Standard Outpatient 13,197
PHP 663

Forensic SA Case Management 477
Forensics Community-based 9,803

Tokil 37.1 S3

12c. Discharues Total
Substance Abuse Case Management 2,500

Employment Services 452
Forensics Community-based 157
IOP 3,272
Medication Assisted Treatment 5,646
Standard Outpatient 11,760
PHP 626

Forensic SA Case Management 425
Forensics Community-based 7,975

Total 32.SI3
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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 SPY.
• 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
I 3a. MM Inpalk'iil Ik'd ( apacily Slak \v^. Ftili/alion
Acute Psychiatric 331 100%
Acute Psychiatric - Intermediate 10 68%
Non-Certified Sub-Acute 16 97%
Forensic MH Acute Psychiatric 232 99%

3h. MM RcskL-nlinl Ik’d ( ;i|uicil\ Sink1 A\<i. Llili/alion
Group Home 172 90%
Intensive Residential 100 81%
Supervised Apartments 659 90%
Transitional 51 90%

1 3c. S \ Inpalicnl Ik'd CapaciM Stale A\L tili/ation
SA Intensive Res Rehabilitation 3.8 111 93%
Medically Managed Detox 4.2 41 86%

1 3hI. S \ kcsulcnhal Ik'd ( apaeily Stale \nty Ulili/alion
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 SPY.

• 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.

• 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, alcohol 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%).

Table 14: Primary Drug at Admission - All Active Clients
SA

“ Admissions O 0
Mil

l‘ Admissions tl 1)
Total

11 Admissions 0 ''0
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 3,411 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.
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Table IS: Primary Drug at Admission - New Admissions Only
SA MM Total

Admissions "<> 1! Admissions '\> -/ Admissions "i,
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 SPY 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 SPY 15 versus clients admitted to SA programs in SFY15, there are more active clients reporting heroin 
and other opiates (51%) than there are new admissions (SFY15 only) (44%). This increase is due to the 
number of clients who stay in long term methadone maintenance programs.
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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.

• 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 (>//o

1 Opioid use disorder, Severe 32,377 22.9
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 4,254 3.0
7 Major depressive disorder, Recurrent episode, Severe 4,173 2.9
8 Schizophrenia, Undifferentiated Type 3,328 2.4
9 Cannabis Dependence, Unspecified Use 3,182 2.2

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 1.4
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.

19

OHCA 000075



Table 17: Major Diagnosis Categories
|7a. Based on Priman Diagnosis Only N %
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

17b. Based on Priman and Non-Priman Diagnosis
SMI (Serious Mental Illness) 41,224 50.9
SA disorder 52,455 64.8
Dual dx (SMI+SA) 20,455 25.3
Total N=80,934 clients receiving treatment related services

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

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

• 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.

• About 50% of clients have a substance use/abuse disorder.
• One quarter (25%) of clients qualify for a dual diagnosis, meaning that they have both an SMI 

diagnosis and a substance abuse diagnosis.
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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.

• 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 IN-25 SA IN-25 Mil IN-25 Vomi” Ulull Sen ices
16,512 10,269 7,029 A 1,184

(7.2% of total 18-25 population)

Since FY13, 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

Is living stably In the community, 

able to live independently 

obtained a high school diploma or GED 

cBent Is employed 

is a responsible parent.

obtained a driver's licence 

Is attending post-HS edu 

completed post-HS edu 

no longer requires mental health services

2.SH 
| 5.4%

4.5% 
| 4.9%

3.0%
| 3.9%

4.0%
I 3.0%

57.2%
62.6%

42.3%
50.7%

25.1%

0.0% 10.0% 20.0% 30.0% 40.0%

FY2014 ■FY2015

50.0% 60.0% 70.0% 80.0% 90.0% 100.0%

Figure 2: Discharge Data for 239 YAS Discharges in SFY201S
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APPENDIX A. SFY15 LOG data by Region

MM 11’/Ucs 1 ()( s Ac(i\i‘ ( liouls IvCLiuin 1 KcyiiMi 2 RcyiiMi i keyion 4 Reyion 5 1 ollll
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

MM 1P Kes l.()( s Mlmissions Region 1 Rcyuhi 2 ReyicMl ' keyion 4 key ion 4 Tolnl
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

MM 11’/Ki's l.()( s Disdiai^i's key it Ml 1 Rojion 2 key ion " key ion 4 key ion 4 1 ollll
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
Tolal MM 3 XX 1.0X3 412 368 139 2.390
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MM or I (X s Vclivc ( liciUs Kcuion l kCLlU'M „ Kclmoii ^
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 ■,3931 353 249 296 2,981
IOP 0 0 0 382 205 587
Outpatient 3,836 10,288 5,850 14,486 4,944 39,215
Prevention 0 396 0 0 0 396
Social Rehabilitation 1,377 1,294 719 1,651 1,263 6,277

InUil MM N.l '<) I4.M3 ".7>> 1 IX.4X4 X '41 X(i.X7X

MM OP [.()( s Admissions Region 4 Rojion ^ Romon 4 Rclmoii X 1 nl;il
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 ”1)1 163

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 “ol 71
Intake 516 1,358 355 169 201 2,599
IOP 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

Inlal MM 47.l N ) 1 1.41 1 4.oi io 1 ii,xxn 5.004 ^ 7.504

23

OHCA 000079



Mil Ol’ I ()( s Disch:iryes Rc-Mon i
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
Outpatient 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

lolul Mil X.iKKi hhb 5.1X1 1 O.40X 5.5X1 wJXN

XA 1IVRes !.()( x \cli\c ( licnlx Rcaion 1 Region 7 Region > Region 4 Region 5 loial

Addiction Inpatient Services 0 2,691 0 0 0 2691
Residential Services 2,708 3,868 1,784 3,306 2,679 11,964

Total SA 7.7( IX (>.703 I.7N4 3Ji)(> 7.(>7o r>.4o>

S.\ ll’/'Kos l.OCs Vdmissions Region I Rciiion 2 Region 3 Rcuion 4 Region 5 I oi;il
Addiction Inpatient Services 0 3664 0 0 0 3664

Residential Services 3431 4823 2404 4829 3352 18,839
lodlSA 3.431 N.4X7 2.404 4.N20 3.352 22.5

XA 11’ Res I ()( s l)isch;ii'<^cs Rccion I kcDion 2 Region 3 Region 4 Region 5 loial
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
I'otal SA 3.352 X.552 2..M7 4.X77 3.310 22.407
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s \ or i.o( s i' ( licnls Region 1 Region 2 Region s Region 4 Region X 1 olal
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
IOP 892 47 583 1,169 859 3,519
Medication Assisted Tx 3,666 4,141 1,171 4,610 1,885 14,904
Outpatient 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 2,476 4,384 1,575 6,070 2,668 17,059

l S \ N.n-P I4.79.X 5.7 3 y 1 S.X44 7.S7X X2 son

X \ ()|> I ()( s Vdiiiissions Region 1 Region 2 Region 3 Region 4 Region 5 1 olal
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
IOP 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 2,840 1,014 2,924 1,520 9,803

1 olal SA x42l) 4.n2l 1 I.X22 3.772 37.1X3

X \ Ol* l.()( s 1 tisehaiges Region 1 Region 4 Region 5 1 ola]
Addiction Case Management 21 1,797 93 299 290 2,500

Employment Services 57 115 88 192 0 452
Forensics Community-based 0 56 0 101 0 157
IOP 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

Tolitl SA 47l?ll IJh} 4.433 i u.xy i 5.(123 52.x I 5
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APPENDIX B. SFY15 Bed Capacity and Utilization by Region
h ognim T\ pc L ( )C 7 \ |ic LOt Mode T\ pc Region

1
Region

2
Region

3
Region

4
Region

5
Grnnd Total 
or State \\g

Coal

Vldiction Inpatient Services Intensive Res. Rehabilitation 3.8 Bed Capacity in 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%

l-ort'iisic M II Crisis Services 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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Program T>pc 1 ( K_ l _\pc Lot Mode I )ata I \ pc Region
1

Region
2

Region
3

Region
4

Region
5

Grand Total 
or State \\i;

Goal

IMWnBlIiBllllW Case Management Outreach & Engagement Bed Capacity 34 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%

&SS^SSS0^ 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 cliche at this point. Over the past two years, thousands 
of articles have been written about the crisis; nearly 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).1 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

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 mortality 
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; 
Coos 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.

County Drug Overdose Deaths per 100,000 in 2014

Source: Centers for Disease Control and Prevention, National Vital Statistics System, Age-Adjusted Death Rates for Drug Poisoning, 2014.
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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 earlier, 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 
percent of youth aged 12-17) abused pre­
scription pain relievers in 2014.3 Among 
both teens and adults, only marijuana is 
more frequently abused than prescription 
pain relievers.4 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.5 How­
ever, overall illicit-drug use rates are driven 
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
lescents and young adults are poor mental 
health, peer substance use, the perception 
that substance use is not risky, and having access to drugs.6 Ado­
lescents who smoke daily and consume alcohol to excess are

more likely than their nonsmoking and nondrinking peers to use 
illicit drugs and to abuse prescription opioids. Importandy, 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
ica’s Opiate Epidemic, Sam Quinones notes 
that 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.7 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,8 and annual 
prescription opioid-related overdose deaths 
exceeded 14,000.9

Over the past decade, public-health 
and government efforts have focused on 
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.10 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 
percent of people who are currendy using 
heroin report misusing prescription opioids 
first.11 Increased mixing of heroin with the 
synthetic pain reliever fentanyl (which is up 
to 50 times more powerful than heroin) has 

made New England’s opiate problem much more deadly.
Moreover, despite widespread awareness of prescription opioid

Drug Overdose Deaths per 
100,000 in 2002 b 2014
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Reported Drug Use by State, 2013-2014, 
Individuals 12-17

Reported Drug Use by State, 2013-2014, 
Individuals 18-25

Illicit Drug Use Marijuana Use of Illicit Drugs other Us« Qf Prescription
than Marijuana* pa|n Relievers
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Past Month Any Past Month Past Month Use past Year** Nonmedical
Illicit Drug Use Marijuana Use of Illicit Drugs other Use of Prescription

Source: US Substance Abuse and Mental Health Services Administration, 2013-2014 NSDUH State-Specific Tables *lllicit drugs other than marijuana include cocaine (including crack), heroin, hal­
lucinogens, inhalants, and prescription-type psychotherapeutics used nonmedically. **Estimates of past-month use are not available by state for prescription pain relievers.

abuse, high rates of opioid prescribing continue, though they vary by 
state.12 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.13

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 25,14 suggesting that those are the years to target. 
Different strategies will work better in different communities, but 
general prevention 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

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. * 1 11

Shannon M. Monnat is an assistant professor of rural sociobgy, de­
mography, and sociology at Pennsylvania State University. Contact her
at smm67@psu.edu.
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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).

Illicit 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.1 
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.

Alcohol 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 3 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, 4 th 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-IV) (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 Adults
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-IV 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 ability 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-IV criteria.
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Go-Occurring Mental Illness 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 
SUDs 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.5 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.1,2,3 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.5 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.7 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.8 Further details 
about the 2015 NSDUH design and methods can be found 
on the web at http://www.samhsa.gov/data/.9

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
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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 NSDUHs, and in the methodological 
summary and definitions report for 2015.10,11’12

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.13 Estimates of substance use and substance use 
treatment are presented for individuals aged 12 or older, 
adolescents, and adults.14 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.15 
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.16 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,17 
while minimizing discussion of anomalous differences 
between any 2 years that can occur due to these estimates 
being based on samples.18 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.

Illicit 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 l.19
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Figure 1. Numbers of Past Month Illicit Drug Users among People Aged 12 or Older: 2015

Marijuana
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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 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 Illicit 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 Illicit Drug Use among People Aged 12 or 
Older, by Age Group: Percentages, 2015

12 or Older 12to17 18to25 26orOlder

Marijuana Use
As noted in the illicit drug use section, an estimated 
22.2 million Americans aged 12 or older in 2015 were current 
users 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 
between 2011 and 2014. However, the 2015 estimate was 
higher than the estimates in 2002 through 2010.
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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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+ Difference between this estimate and the 2015 estimate Is statistically significant at the .05 level.

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

1 Age
02 03 04 05 06 07 00 09 10 11 12 13 14 5

Si 2 6.2+ 6.2+ 6.1 + 6.0+ 6.0+ 5.8+ 6.1 + 6,7+ 6.9+ 7.0+ 7.3+ 7.5+ 8.4 8.3

12-17 8.2+ 7.9+ 7.6 6.8 6.7 6.7 6.7 7.4 7.4 7.9+ 7.2 7.1 7.4 7.0

18-25 17,3+ 17.0+ 16.1 + 16.6+ 16.3+ 16.5+ 16.6+ 18.2+ 18.5+ 19.0 18.7 19.1 19.6 19.8

s26 4.0+ 4.0+ 4.1+ 4.1 + 4.2+ 3.9+ 4.2+ 4.6+ 4.0+ 4.0+ 5.3+ 5.6+ 6.6 6.5

+ 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.20 
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

6

12 or Older 12to17 18to25 26or0lder

OHCA 000099



Key Substance Use and Mental Health Indicators in the United States:
Results from the 2015 National Survey on Drug Use and Health September 2016 9

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

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

6.4 Million Current Misusers of Prescription Psychotherapeutics
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Aged 12 to 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

-&-12or Older -O12to17 -□-18to25 -<> 26 or Older

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

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

1 Ago
02 03 04 05 06 07 08 09 10 11 12 13 14

£12 0.9+ 1.0+ 0.8+ 1.0+ 1.0+ 0.8 0.7 0.7 0.6 0.5+ 0.6 0.6 0.6+ 0.7

12-17 0.6+ 0.6+ 0.5+ 0.6+ 0.4+ 0,4+ 0,4+ 0.3 0.2 0.3 0.1 0.2 0.2 0.2

18-25 2.0+ 2.2+ 2.1+ 2.6+ 2,2+ 1.7 1.6 1.4 1.5 1.4 1.1 + 1.1+ 1.4 1.7

£26 0.7 0.8+ 0.7 0.8 0.8+ 0.7 0.7 0.6 0.5 0.4+ 0.6 0.5 0.5 0.6

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

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

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

£12 0.1 + 0.1+ 0.1+ 0.1+ 0.1 0.1+ 0.1 p p 0.1 0.1 0.1 0.2 0.1

12-17 0.0 0.1 0.1 0.1 0.1 0.0 0.1 0.1 0.0 0.1 • 0.1 0.1 0.0

18-25 0.1 + 0.1+ 0.1 0.2 0.2 0.1 0.2 0.2 0.3 0.3 0.4 0.3 0.2 0.3

£26 0.1 0.0+ 0.1 + 0.0+ 0.1 0.1 + 0.1 P o 0.1 0.1 0.1 0.2 0.1

+ Difference between this estimate and the 2015 estimate Is statistically significant at the .05 level.
4 Low precision; no estimate reported.

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 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 (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

12 or Older -O12to17 -t>18to25 -O26or0lder

+ 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

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

a12 0.2+ 0.1 + 0.2+ 0.2+ 0.2 0.2+ 0.2+ 0.2 0.2 0.2 0.3 0,3 0.3 0.3

12-17 0.2+ 0.1 0.2+ 0.1 0.1 0.1 0.2 0.1 0.1 0.2+ 0.1 0.1 0.1 0.1

18-25 0.4+ 0,3+ 0.4+ 0.5 0.4 0.4 0.5 0.5 0.6 0.7 0.8 0.7 0,8 0.6

*26 0.1+ 0.1 + 0.1+ 0.1 + 0.2 0.1+ 0.1+ 0.2 0.2 0.2+ 0.2* 0.2 0.3 0.3

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

12 or Older 12 to 17 18 to 25 26 or Older

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.22,23 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.24 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

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.25 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 12 to 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%

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

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

^12 26.0+ 25,4+ 24.9+ 24,9+ 25,0+ 24.3+ 24.0+ 23.3+ 23.0+ 22.1+ 22.1+ 21.3+ 20.8+ 19.4

12-17 13.0+ 12.2+ 11.9+ 10.8+ 10.4+ 9.9+ 9.2+ 9.0+ 0.4+ 7.0+ 6.6+ 5.6+ 4.9+ 4.2

18-25 40.8+ 40.2+ 39.5+ 39.0+ 38.5+ 36.2+ 35.7+ 35.8+ 34.3+ 33.5+ 31.8+ 30.6+ 20.4+ 26.7

s26 25.2+ 24.7+ 24.1+ 24.3+ 24.7+ 24.1+ 23,8+ 23.0+ 22.8+ 21.9+ 22.4+ 21.6+ 21.5+ 20.0

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

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 12 to 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

1 Age Group
2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014

2015 1

12 or Older 63.4+ 62.9+ 62.3+ 63.0+ 62.3+ 61.3+ 61.5+ 61.0+ 59.5 60.7+ 60.7+ 59.6 58.8 58.1

12 to 17 31.8+ 29.7+ 27.6+ 25.8+ 26.5+ 26.4+ 22.3 23.0 22.5 22.7 22.0 19.4 24.1 20.0

18 to 25 51.8+ 52.7+ 51.6+ 50.1 + 48.8+ 49.2+ 47.8+ 45.3+ 45.8+ 45.3+ 45.1+ 43.1 43.0 42.0

26 or Older 68.8+ 68.0+ 67.8+ 68.9+ 67.9+ 66.3+ 67.0+ 67.2+ 64.8 66.5+ 66 0+ 64.9 63.3 62.7

+ 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

-A-12 or Older -0-12 to 17 -[>18 to 25 -0-26 or Older

+ Difference between this estimate and the 2015 estimate is statistically significant 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

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

a12 53.1 + 53,5+ 54.0+ 51.4+ 50.6+ 50.9+ 49.2+ 45.9+ 45.1+ 43.8+ 42.0 41,3 40.3 41.1

12-17 21.8+ 22.0+ 19.4+ 20.1 + 17.9+ 18.7+ 18.4+ 17.9+ 16.7+ 14.0+ 10.8 11.9 11.9 7.8

18-25 39.1 + 37.1+ 34.9+ 36.9+ 34.4+ 32,9+ 31.6+ 29.5+ 27.3+ 26.1+ 25.1 22.3 22.5 22.5

226 57.1+ 58.0+ 59,2+ 55.1+ 54.5+ 55.1 + 53.0+ 49.4+ 48.8+ 47.4+ 45.2 44.7 43.3 44.1

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.

Aged 12 to 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

-A-12 or Older -O12to17 18 to 25 -O-26 or Older

+ 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

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

*12 5.4+ 5.4+ 5.7+ 5.6+ 5.6+ 5.4+ 5.3+ 5.3+ 5.2+ 5.0 5.2+ 4.7 4,5 4.7

12-17 4,5+ 4,5+ 4.8+ 4.2+ 4.1+ 4,3+ 3.8+ 4,0+ 3,2+ 3.4+ 2.6+ 2.3 2.1 2.1

18-25 11.0+ 11.4+ 12.7+ 12.0+ 12.1 + 11.9+ 11.4+ 11,5+ 11.3+ 10.9+ 10.7+ 10.0+ 9.7+ 8.9

2:26 4.6 4.5 4.6 4.7 4.6 4.4 4.4 4.4 4.4 4.2 4.5 4.1 3.9 4.3

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

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

-A-12 or Older -O12to17 -□-18to25 -0- 26or0lder

+ 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
' l

Si 2 0.0 0.7+ 0.8 0.9 0.9 0.8 0.8 0.8 0.8 0.8 1.0 0.9 0.8 0.8

12-17 0.6+ 0.6+ 0.7+ 0.6+ 0.7+ 0.7+ 0.7+ 0.9+ 0.6+ 0.7+ 0.7+ 0.6+ 0.7+ 0.3

18-25 1.1 + 0.9+ 1.2+ 1.5 1.3+ 1.2+ 1.4+ 1.8 1.8 1.9 1.8 2.2+ 1.9 1.8

s26 0.8 0.6 0.7 0.8 0.9 0.8 0.6 0.7 0.7 0.7 0.9 0.7 0.7 0.8

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 
current 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

12 or Older 12to17 18to25 26orOlder

Difference between this estimate and the 2015 estimate Is statistically significant at the .05 level.
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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.26 Consistent with federal definitions27 
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 more 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.28

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 current alcohol users 
reported heavy alcohol use (12.5 percent). Among binge 
alcohol users, about 1 in 4 (26.0 percent) were heavy users.

Current 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

12 or Older -O12to17 -□ 18to25 -0-26or0lder 

+ Difference between this estimate and the 2015 estimate Is 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

1 Age
02 03 04 05 06 07 08 09 10 11 12 13 14 5

212 51.0 50.1 + 50,3+ 51.8 51.0 51.2 51.6 51.9 51.8 51.8 52.1 52.2 52.7+ 51.7

12-17 17.6+ 17.7+ 17,6+ 16.5+ 16.7+ 16.0+ 14.7+ 14.8+ 13.6+ 13.3+ 12.9+ 11.6+ 11.5+ 9.6

10-25 60.5+ 61.4+ 60.5+ 60.9+ 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+ 55.1 53.7+ 54.1+ 54.7 54.9 54.9 55.1 55.6 55.9 56.5 55.6

+ Differance between this estimate and the 2015 estimate Is statistically significant at the .05 level.
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Aged 12 to 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 current 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).29 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

50

12 or Older 12to17 18to25 26orOlder

| Binge Alcohol Use Q Heavy Alcohol Use

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.
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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

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

-O- Current Users

+ 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

1 Use
02 03 04 05 06 07 08 09 10 11 12 13 14

«i

Current 20.8+ 29.0+ 28.7+ 28.2+ 28.4+ 20.0+ 26.5+ 27.2+ 26.2+ 25.1 + 24,3+ 22.7+ 22.8+ 20.3

+ 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-IV).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

Alcohol 

Illicit Drugs 

Marijuana

Misuse of Prescription Pain Relievers 

Cocaine 

Methamphetamine 

Heroin

Misuse of Prescription Stimulants 10.4

5 10 15

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 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 SUDs 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 
SUDs 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 Illicit Drug Use Disorder in 
the Past Year among People Aged 12 or Older with a Past Year 
Substance Use Disorder (SUD): 2015

15.7 Million People People with Alcohol and 7.7 Million People
with a Past Year Illicit Drug Use Disorders with a Past Year Illicit

Alcohol Use Disorder (12.8% of People Dru9 Use Disorder

(75.6% of People with SUDs) (37.2% of People

20.8 Million People Aged 12 or Older with Past Year SUDs
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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 12 to 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

20
OJ

12 or Older 12 to 17 18 to 25 26 or Older

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 People 
Aged 12 or Older, by Age Group: Percentages, 2002-2015

-^-12 or Older -O12to17 -a-18to25 -0-26or0lder

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

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

2>12 7.7* 7.5+ 7.8+ 7.7* 7.7* 7.5+ 7.4+ 7.5* 7.1+ 6.5+ 6.8+ 6.6+ 6.4+ 5.9

12-17 5.9+ 5.9+ 6.0+ 5.5+ 5.4+ 5.4+ 4.9+ 4.6* 4.6+ 3.8+ 3.4+ 2.8 2.7 2.5

18-25 17.7+ 17.2+ 17.4+ 17.5+ 17.6+ 16.9+ 17.4+ 16.1* 15.7+ 14.4+ 14.3+ 13.0+ 12.3+ 10.9

*26 6.2+ 6.0+ 6.3+ 6.2+ 6.2+ 6.2+ 6.0+ 6.3* 5.9 5.4 5.9+ 6.0+ 5.9 5.4

* 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.

Aged 12 to 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). Ihe 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. Illicit Drug Use Disorder in the Past Year among People 
Aged 12 or Older, by Age Group: Percentages, 2015
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12orOlder 12to17 18to25 26orOlder

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 12 to 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

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

-A-12 or Older -O12to17 -□-18to25 -0-26or0lder

+ 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

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

Sl2 1.8+ 1.0+ 1,9+ 1.7+ 1.7+ 1.6 1.7+ 1.7+ 1.8+ 1.6 1.7 1.6 1.6 1.5

12-17 4.3+ 3.8+ 3.9+ 3.6+ 3.4+ 3.1 + 3.4+ 3.4+ 3.6+ 3.5+ 3.2+ 2.9 2.7 2.6

18-25 6.0+ 5.9+ 6.0* 5.9+ 5.7 5.6 5.6 5.6 5.7 5.7 5.5 5.4 4.9 5.1

*26 0.0 0.7 0.8 0.7 0.8 0.7 0.8 0.8 0.9 0.7 0.8 0.8 0.9 0.8

+ Difference between this estimate and the 2015 estimate Is statistically significant 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

-A-12 or Older -0-12 to 17 -[>18 to 25 -0- 26 or Older

+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 5
£12 0.6+ 0.6+ 0.7+ 0.6+ 0.7+ 0.6+ 0.6+ 0.4+ 0.4 0.3 0.4 0.3 0,3 0.3

12-17 0.4+ 0.3+ 0.4+ 0.4+ 0.4+ 0.4+ 0.3+ 0.2 0.1 0.2 0.2 0.1 0.1 0,1

18-25 1.2+ 1.2+ 1.4+ 1.5+ 1.3+ 1.4+ 1,2+ 0.9+ 0.7 0.6 0.6 0.7 0.5 0.7

£26 0.6+ 0.6+ 0.6+ 0.5+ 0.6+ 0.6+ 0.5+ 0.4 0.4 0.3 0.4 0.3 0,3 0.3

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

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 Older, by Age Group: Percentages, 2002-2015

-A-12 or Older -O12to17 -n-18to25 -0-26or0lder

+ 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

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

£12 0.1 + 0.1+ 0.1+ 0.1 + 0.1+ 0.1* 0.1* 0.1+ 0.1* 0.2 0.2 0.2 0.2 0.2

12-17 0.1 0.0 0.1 0.0 0.0 0.0 0.1 0.1 0.0 0.1 + 0.1 0.0 0.1 0.0

18-25 0.2+ 0.1+ 0.2+ 0.3+ 0.2+ 0.2* 0.3 0.3 0.3 0.4 0.5 0.5 0.5 0.4

£26 0.1+ 0.1+ 0.1 + 0.1+ 0.1 0.1+ 0.1+ 0.1 0.1* 0.1 0.1 0.2 0.2 0.2

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

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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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 a 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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12 or Older 12to17 18to25 26orOlder

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.

Ttanquilizer 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 facility33 in the past year.34’35 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 compared 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 Older, by Age Group: 2015

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)1

Connecticut's percentage of alcohol dependence or abuse among 
individuals aged 12 or older was similar to the national percentage 
in 2013-2014.

Years

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 Illicit Drug Dependence or Abuse Among Individuals Aged 12 or Older in 
Connecticut and the United States (2010-2011 to 2013-2014)1

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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Years

In Connecticut, about 88,000 individuals aged 12 or older 
(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 
among adults aged 21 or older was similar to the 
annual average for the nation from 2010 to 2014.
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In Connecticut, about 154,000 adults aged 21 or 
older (6.0% of all adults in this age group) per year 
from 2010 to 2014 reported heavy alcohol use 
within the month 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
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.

■ 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%) 
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.

SlolisliCcil tests ((-tests) hove been conducted foi all slatemenls anpeariiuj in the texl on this page of the reporl thal eompaie estimates between years (» between the state
and the nation as a whole Unless explicitly slated that a diffeience is not statistically significant all statements that describe differences are! sionihcnnt at the. .(J5 level. 16OHCA 000122



Past Year Treatment for Illicit Drug Use Among Individuals Aged 12 or Older with Illicit 
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.

■ Received Treatment for 
Illicit Drug Use

■ Did Not Receive Treatment 
for Illicit 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.

Slnlislicnl I (-sis (t-leslsj Ikivt been r.oiulucled loi oil sUilemenls oppeanni! in the lex! on Ibis page of the report thol compare estimales between years 01 between the state 
and the nation as a whole Unless explicitly staled that a difference is nul statistically significant all statements that describe differences are significant at the Ofi level 17OHCA 000123



1 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.

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.

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 Illness 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/srl48-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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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-IV). 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 AMI.

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.

Illicit 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-IV)
(4th ed.). Washington, DC: Author.

Center for Mental Health Services. (2015). 2014 CMHS Uniform Reporting System Output Tables. Rockville, 
MD: Substance Abuse and Mental Health Services Administration, U.S. Department of Health and 
Human Services. Retrieved from http://www.samhsa.gov/data/us_map

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—
• Addresses the expansion of intensive outpatient 

treatment (IOT) 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 IOT 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 Outpatient Treatment

• Examines the complex issues facing IOT 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

IOT 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. IOT has the following features:
• 6-30 contact hours per week;
• 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

• Enhanced services including—
- Ambulatory detoxification
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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 IOT 7

14 PRINCIPLES OF IOT

The TIP consensus panel identified 14 principles
integral to IOT:
1. Make treatment available to a wide spectrum 

of clients;
2. Make treatment access straightforward and 

welcoming;
3. Build on existing motivation by using strate­

gies that enhance client motivation;
4. Enhance the therapeutic alliance by building 

trust between the counselor and client;
5. Make client retention a priority;
6. Assess the client’s treatment needs and 

match services to the individual;
7. Provide ongoing care through a chronic care 

model that adjusts to the client’s needs;
8. Monitor abstinence by recognizing the client’s 

achieving and maintaining abstinence;
9. Help clients integrate into support groups;
10. If indicated, use medications to manage 

co-occurring substance use and mental 
disorders;

11. Educate clients and family members about 
substance use disorders and recovery skills;

12. Include families, employers, and significant 
others in the treatment process;
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8 Clinical Issues in Intensive Outpatient 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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International Union of Operating Engineers
LOCAL UNIONS4 78 478A 4?6f 4780 478E

-‘LfTLtATED WTTH THE AFL CIO

196b DIXWELL AVENUE 
HAMDEN CONNECTICUT 06514 2475

TELEPHONE 1203)268 5261 
PAX (2031 281 374!)

Dear Jerry,

I would like to thank you for your support with the International Union of Operating 

Engineers Local 478 members. I know that every time I 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.

I look forward to many more years of outstanding service.

IU0E 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:

Counseling 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 abuse 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,

Site Coordinator - Waterbury IICAPS 
Family and Children’s Aid 
203-241-8988 
haiina.profeta@fcaweb.org

Main Campus: 75 West Street, Danbury, CT 06010 • (203| 748-5609 • www,fcaweb.org 
Other Locations: Bridgeport, Naw 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)
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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 (1SAP) 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 Mcthamphetamine 
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., Associate 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 Mcthamphetamine 
Treatment Project, and also for the NIDA-funded Methamphetamine Clinical Trials Group 
projects. He is also the Project Director for a CSAT-funded 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 evidence-based behavioral interventions, pharmacologic treatments, mcthamphetamine 
dependence, and on the implementation of research findings into clinical practice.

The Behavioral Health Recovery Management project is an initiative of Fayette 
Companies, Peoria, 1L; 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-element 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 

research 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 effect 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

3
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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 efficacious therapies, yet simple enough to be readily used and easily 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 effectively teach 

cognitive/behavioral strategics and basic brain research to patients and their families. With 

funding from N1DA, 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 & Scheffey, 1989; Rawson, Obert & McCann, 1995). These 

manuals were written for patients that contained handouts for each 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 needed 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 series and induction into an ongoing weekly social support group for 

continuing care. Weekly urine testing is another program component and participants are

4
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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,

1 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 ah, 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 ah, 2005).

5
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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 earliest 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 ah, 1986). During an evaluation session, 

patients self-selected either: no formal treatment (voluntary involvement in AA, CA, or NA); 28- 

day inpatient treatment; or the Matrix Model outpatient treatment. An independent research 

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 self-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.

6
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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 ah, 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 12-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 AS1 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

7
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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 use 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 baseline 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-seeking 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 w'as 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 significant 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 staff 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 programs were more stringent, and as a result, there was no difference 

in retention between the two conditions at this site,
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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 one urine sample each 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 1 1 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.
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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 

sites 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 difference). The retention was 

superior, the urinalysis data were superior and the ability to produce a sustained period of 

abstinence was superior.
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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-weck 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 1-4 Weeks 1-12 Weeks 1-4

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

OHCA 000155



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 

each 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 patients who have attempted recovery will agree that stopping using 

is not that difficult; it is staying 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-
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step support systems. Each group is structured with a consistent format during which: 1) Patients 

arc 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-week series is presented to patients and their families in a 

group setting 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; (c) 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 Meeting" 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 meeting 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/Brcath 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 is 

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. If 

patients have relapsed, relapse prevention work may be in order, unstable patients are given
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direction to help stabilize them and patients moving successfully through the stages of recovery 

are 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) Establishing a positive and collaborative relationship with the client

2) Creating explicit structure and expectations

3) Teaching psycho-educational information (including information on brain chemistry 

and other research derived clinically relevant knowledge).

4) Introducing and applying of cognitive-behavioral concepts

5) Positively reinforcing desired behavioral change

6) Educating family members regarding the expected course of recovery

7) Introducing and encouraging self-help participation

8) 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. It 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 sec 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 readiness 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 activities. 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 people, 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 early 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 

evening. 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. If 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. It 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, thereby 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.
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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 free 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,
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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 challcimes and solutions:

1. 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 8-10lh 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 ah, 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 arc 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 specific 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 explains
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the concept and includes questions that are used to personalize the concept and make it relevant 

to each 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 

similarities 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 challenttes and solutions:

1. A cognitive-behavioral orientation can be very engaging, and a nonjudgmental stance 

communicates positive regard for the patient. Flowever, if the topic is not accompanied with 

useful 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 End 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 effective 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 

issues 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 research supporting the efficacy of the systematic use of 

reinforcement for meeting specific behavioral criteria in the treatment of addictions (Higgins et 

ah, 1994, 2000; Iguchi et al. 1997; Petry et ah, 2000; Rawson et.ah, 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 earns 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 are 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.)

c) 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 effects tremendously.

Some examples of contingency management used in the Matrix programs include:

• Abstinence: At the beginning of each group session patients are asked to place 

colored stickers “dots” on a calendar for each drug free day. The session opens with
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each patient reviewing number of clays 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 each 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 

earn 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 reflective 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 arc 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- 

scrvice 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 arc 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, 

emotionally 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 arc 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 easier 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 1 come in here and lie 

about using? I will tell you if I 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.

Summary

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 contingencies 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.
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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 belter 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.orn
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ATTACHMENT V

Charity Care Policy and Sliding Fee Scale
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^CONNECTICUT
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

I attest that the information provided above is true and agree to pay the established fee as listed in the 
table above. I also authorize the agency to release any information necessary to process my insurance 
claims. I further acknowledge that this information has been reviewed with me and that I have received a 
copy.

Client or Parent/Guardian’s Signature:_____________________ Date:

Therapist’s Signature:_________________________ Date:_________
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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 -90,00
Edward Edgar 75,00

Gerry Marcil 9,985.00

Insurance compensation / Ed -5,37

Sales 258,975.43

Steve Smolka 17,615.00

Uncategorized Income 35.00

Total Income $286,590,06

GROSS PROFIT $286,590,06

EXPENSES

Bank lee 519.30

Bookkeeping 1,210.00

Credit Card Fees 732,13

donation 600.00

Expense Reimbursement 684,60

Health Insurance 1,448,40

insurance 398,00

Licenses & Permits 380.00

Office Expense 3,772,86

Payroll Expenses 13,531,44

Professional expense 8,605.24

rent 12,000.00

Subcontractors 165,728.73

supplies 2,326.21

Tax Collector, Walerbury 117.02

Uncategorized Expense 890.89

Utility (Oil) 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

(ee dilference 55,365.30

write otl 4.149.29

Total Other Expenses $60,296.22

NET OTHER INCOME $ -60,296.22

NET INCOME $11,356.03

Accrual Basis Monday, February 20, 20 17 12:45 PM GMT-8 I/I
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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 Receivable 53,649.91
Total Accounts Receivable $53,649.91

Other Current Assets

Accounts Receivable - Adj 2,214.78

Accounts Receivable ■ Tax Adj 0,00

Prepaid expense 1,500.00

Security Deposit 1,500,00

Undeposited Funds -2,116.29

Total Other Current Assets $3,098.49

Total Current Assets $63,220.93

Fixed Assets

Accumulated Depreciation -9,387.00

Bldg and Other Assets 9,387.00

Total Fixed Assets $0,00

Other Assets

Goodwill 9,613.00

Goodwill - Accum Amortization -1,816.00

Section 754 Accum Depredation -368.20

Section 754 Adjustment 5,156,20

voided check 0.00

Total Other Assets $12,585.00

TOTAL ASSETS $75,805.93

LIABILITIES AND EQUITY

Liabilities

Current Liabilities

Credit Cards

First Data -2.72

Total Credit Cards $ -2.72

Other Current Liabilities

due to J Marcil 10,900.00

Total Other Current Liabilities $10,900.00

Total Current Liabilities $10,897.28

Total Liabilities $10,897.28

Equity

Member Equity ■ Jerry 72,979.56

Draw- Marcil, Jerry -18,925.00

Acciual Basis Monday, February 20, 2017 !2:47PMGMMa
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TOTAL

Investmnt- Marcil, Jerry 0.00

Total Member Equity - Jerry 54,054,56

Member Equity- Steve 0.00

Draw- Smolka, Steve 0.00

Investmnt- Smolka, Steve 0.00

Total Member Equity- Steve 0.00

Retained Earnings -501 94

Net Income 11,356.03

Total Equity $64,908.65

TOTAL LIABILITIES AND EQUITY $75,805.93

Acciual Basis Monday. Febiuaiy 20. 2017 I2 47 PM GMT-8 2/2
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4:21 PM

01/26/16 

Accrual Basis

Counseling Center of Waterbury 
Profit & Loss

January through December 2015

Jan - Deg 15

Ordinary Income/Expense
Income 25)1,926,95

Gross Profit 291,926.95

Expense
Amortization 641.00
Bank fee 297,85
Credit Card Fees 782.15
Office Expense 16,509.62
Prior Period Adjustments 13,205.38
Professional expense 5,279.95
refund 148.00
rent 13.944,00
state business tax 250,00
Subcontractors 87,566 25
supplies 1,647.33
Tax Collector, Waterbury 117.02
Utility (Electric) 2,210.34
Utility (Gas) 1,461.00
Utility (Oil) 464.3E
Ulility (Telecom) 2.273,93

Total Expense 140,798.78

Net Ordinary Income 145,128.17

Other Income/Expense
Other Expense

Bad Debt 19.968.56

Total Other Expense 19,968.56

Nut Other Income -19,968.56

Net Income 125,159.61
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4:00 PM

01/26/16 
Acer ual Basis

Counseling Center of Waterbury 
Balance Sheet

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 56,2 16.94

Total Accounts Receivable 56,216.94

Other Current Assets
Security Deposit 1,100.00
Undeposited Funds -660.00

Total Other Current Assets 440.00

Total Current Assets 

Fixed Assets
Accumulated Depreciation 
Bldg and Other Assets

Total Fixed Assets

Other Assets 
Goodwill

Accumulated Amortization 
Goodwill - Other

Total Goodwill 

Section 754 Adjustment 

Total Other Assets

58,494 56

-9,387 00 
9,387.00

0,00

-1,610.00
9,613.00

7,797.00

5,150.20

12,953,20

TOTAL ASSETS

LIABILITIES & EQUITY 
Equity

Member Equity- Steve 
Diaw- Smolka, Steve 
Member Equity- Stove - Other

Total Member Equity- Steve

Member Equity - Jerry 
Draw- Marcil, Jerry 
Member Equity - Jerry - Other

Total Member Equity - Jerry

Retained Earnings 
Net Income

Total Equity

71,447.76

-56,100.00
56,100.00

0.00

-56,750.00
128.197.76

71,447.76

-125.159.61
125.159.61

71,447 76 

71,447.76TOTAL LIABILITIES & EQUITY
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1065
Depart moni ol Ir e Treasury 
IrUemal ilovi.'inio Gervure

U.S. Return of Partnership Income
For calendar year or tax year beginning » ending

^ ?>r>r\^ipal business activity

COUNSELING
Type

or
Print

COUNSELING CENTER OF WATERBURY, LLC

Name al partnership

Number, street, and loom or su'lo no. If a P,0 box, see the instiuclions.

525 WOLCOTT STREET
City or town, state or province, country, and ZIP or foreign postal code

g Principal product or service

COUNSELING
q Business code number

62142 0__ ____ L, MTSEfiUPY , ___________ __________ CT 06705
G Check applicable boxes: (1) L_J Initial lelurn (2) uO Final reluin (3) I____I Name change (4) LJ Address

(6) [_J Technical lei ruination - also check (1) or (?.)
H Check accounting method: (1) [TJ Cash (2) [x] Accrual (3) [IZl Other (specify) ► __ _________

I Mnmlier ol Schedules KU. Attach one foi each person who was a partner at any lime during the lax year ►___________ 2
J Check II Schedules C and M-3 are attached ........... ........ ................ ■.............

OWI0 No. 15X5-0123

2015
n Employer identification 

numb or

46-1590675
E Data business staged

01/01/2013
P Totiii assets

______ 72,980.
channe (5) I I Amended return

TZJ
Caution. Include only tiade or business income and expenses on lines la thmugh 22 below. See the instructions for more information.

1 a 
b 
c

2
3
4 
6 
6 
7
a

Giosn leceipls oi sales 
lieiuiii', am! allnv/ances 
Balance. Suhtiacl line 1b Irom line la 
Cost of goods sold (atlach Form 1125-A)
Gross profit. Subtincl line 2 fi om line 1c
Ordinaiy income (loss) liom othei parlnerships, estates, and tmsls (attach slalemenl) 
Not (arm prohl (loss) (attach Schedule F (Form 1040))

Net gain (loss) Iron) Form 4797, Part II, line 1/ (allach Form 4/97)
Other income (loss) (allach stalement)
Tout Income (low). Combine lines 3 tin ough 7 _______

339,195
60,473

9 Salaries ami wages (othei than to partners) (loss employment credits)
10 Guaranieetl payments In pailners
11 Repairs and inainlenance
12 Bad de.hls
13 Rem
14 [axes and licenses
15 Inleresl
1G q Depiccialion (II reguired, atlach Form 45G2)

b Less deprecialion reported on Form 1125-Aand elsewhere on return
17 Lleplehon (Do not deduct oil and gas depletion.)
18 Reliiement plans, etc.
19 Fmployee benelil programs

20 Other deductions (atlach statement) SEE STATEMENT 1
J 21 Total deductiom Ana me amounts siirnvn in the lar right column (or lines 9 through 20

22 Ordinary business Income (losa). Subtract line 21 Irom line 8 __

18c

20

21
22

278,722.
278,722

278,722

19.969,

12,044,
367

119,282
151,662
127,060

Sign

. ,M»ei ocnaltiM ol pcijuty l u*v:li-uv t h/wn examined Ihm cetun. mcludmp o<x«:omDanying seneduloo and stlaiamer.lc and lo tho Deal of my Know edge and oo lef *1 is
cuuticl and complete Oeciaraiton of preparer (olher Ihan g^nura! par I net or Ittnitod llaPilltv company membef manager) is based on an

'Wlelge rMlyMbeWSdlwcusTttSsfeUfln™

Here k with the preparer shewn belo'.v

^ Sicjnalute ol gonernl paftner (n itnifed liabtlily company mornber rnanagei r 0.11, —- f xT Yes [ 11 No

Paid
Preparer
Use Only

Pnnl/Type preparer’s name

JOHN J. MOONEY, CPA, 
CFE

Preparer's si gnat urn Date Cheek 11 It

self-employed

PTIN

P00167755
Firm's name ^

BAILEY MOORE GLAZER SCHAEFER PROTO LLP Firm's EIN ► 06-0674931
Firm's address ►IS LUNAR DRIVE
WOODBRIDGE, CT 06525-9941 Phons no. (203)397-7700

LHA For Paperwork Reduction Act Notice, see separate Instructions, Fomi 1065 (2015)

5 110-y 1
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Form 1U6M^U)] COUNSELING CENTER OF WATERBURY. LLC 46-1590675 2
Schedule B Other Information
1 What type ol entity is lilincj this laitim? Ctieck the applicable box:

Domestic gerteial pailnership b f 1 Domestic limited pattneiship
I___I Domestic limited liability company dL

L... ] foieign partnership f L
J Domestic limited liability pai Inership
Jothci ►

2 At any time doling the laxyeat, was any pattnei in the partnership a disiegarded entity, a partnership (inclotling an entity treated as a

__ par In etshtp), a ii tist, an S coipotalmn, an estate (oilier than an estate ot a deceased pattner), or a nominee or similar person?

Yes No

At ihe end ot Ihe tax year:
Did any foreign ot domestic corporation, partneisliip (including any onlily treated as a partnership), ti list, or tax-exempt organization, or 
any foieign government own, diteclly or indirectly, an Intelesl ot 50% or more in the prolit, loss, or capital ol the partneisliip? Foi tules of 
constructive ownership, see insliuclions. It "Yes," attach Schedule B-1, Information on Partners Owning 50% or More ot ihe Partnership 
Did any individual or estate own, directly or inriiieclly, an inlerestol 50% or more in the profit, loss, or capital ol Ihe partnership? For rules ol 
cunslruclive ownership, see instructions. It "Yes," attach Schedule R-1, litlormalion on Partners Owning 50% or More ot the Partnership ......

4 Al Ihe end ol the tax year, did the partnership:
a Own directly 20% oi more, or own, directly or indirectly, 50% or more of the total voting power of all classes ol stock entitled to vote ol any foreign

(i) Name ol Corporation (11) Employe) 
Ideriflficallon

Number (il any)
(hi) Country of
Incorporation

(itf) Perce
Own»'J
uOng Si

ilage

OCX

Own directly an interest ol 20% or more, or own, directly or inriiieclly, an interest ot 50% or more in the profit, loss, or capital in any foreign or 
domestic partnership (including an entity treated as a partner slap) or in the beneficial interest of a trust? For rules of constructive ownership, see

(i) Name ol F.rility (ii) Employ*
KtoftWiCOMOP Nuntbnc

|tr any|
(hi) lype of Lnlity (iv) Counby of

Organization
Pin
Pro!

v) u»
IttoQtOY

loss,.II

lift
ncJ in
Cii|J'til

Yes No

5 FJid Ihe pailnership tile Form 8B93, Flection of Pailnership Level Tax Trealment, or an election stalemenl under 
section 6231(a)(1)(B)(ii) lor pattnei ship-level lax liuatmenl, that is in etleclfor this tax year? See Form 8893 

tor more details ............................. .. ..................................................................................................
6 Does the partner ship satisfy all lout of the following condilions? 

a 1 he partnership's total receipts lor tire tax year wore less than $250,000. 
b The partnership's total assets at the end of the tax year were less than $ 1 million.
c Schedules K-1 arc hied with tire return and lumished to the partners on or before hie due dale (including extensions) tor the partnership 

reliim.
d Tire partnership is not tiling and is not required to file Schedule M-3

It "Yes," the partnership is not required to complete Schedules L, M-1, and M-2; Hem F on page 1 of Form 1065;

oiTtem L on Schedule K-1,_____________________ ____________ __ ___________________________________________
7 ^JsjhKjoaitnOfShjp a publicly traded partnership as delineri in section deBikHZ)? ............................................ ............... ■
0 During tire lax year, did the partneisliip have any debt that was cancelled, was forgiven, or had the terms modilied so as to reduce the 

principal amount of the debt? ............... .............. .............. ■ ................. . - ■

X

_x

X
Has this pattneiship filed, ot is it required to file, Form 8918, Material Advisor Disclosure Statement, to provide information on any 

reportable transaction? .. ... ............................................-.............. ........ —........................................................ .
10 At any time during calendar year 2015, did the partnership have an interest in or a signature or other authority over a financial occounl in a 

foreign country (such as a bank account, securities account, or other financial account)? See Ihe instructions for exceptions and filing 
Iequrieiuents for FinGFIN Form lid. Report ol Foreign Bank and Financial Accounts (FBAR). It 'Yes," enter tire name ol the foieign country.

Form 1065 (2015)
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Schedule B
l-orm 1Q6!3 (2015)

Other Information (continued) ____ _____
COUNSELING CENTER OF WATERBURY■ LLC 46-1590675 PageJ

11 At any time during the lax year, did tiro partnership receive a distnhulion from, or was it the granloi ol, ot transteroi to, a toieign trust? 11 ‘Yes,"
Ihe partnership may have to file Form 3520, Annual Return To Report Transactions Willi Foreign Tilists and Receipt of Certain Foieign Gilts.

See inshuctions

Yes No

X
12a Is Ihe paitnnrship making, oi had it previously made land not revoked), a section 754 election? X

Sen insliuirlinns loi details regarding a seclion 754 election.
b Pid Ihe partnership make lot tins lax year an optional basis ad|iistmenl under section 743(b) or 734(b)? If "Yes," attach a statement showing

Ihe computation and allocation ol Ihe basis adiustnient, See instructions STATEMENT 2 X
c Is the partnership required to adjust the Irasis of partnership assets under section 743(b) or 734(b) because ol a substantial built-in loss (as defined 

undei seclion 743(d)) or subslantial basis reduclion (as delined under section 734(d))? II "Yes,” allach a statement showing the. computation and 
allocation ot Ihe basis adiustment. See instructions .... .... . . X

13 Check this box if, dining the cm rent or prior lax year, Ihe parlnei ship dislributed any property received in a like-kind exchange oi conlrib riled such 
property to another entity (other than disregarded entities wholly owned by ihe paitmnship thioughout Ihe lax year) ► 1

14 At any time during die lax year, did Ihe partnership distribute to any partnei a tcnancy-in-common oi oilier undivided interest in parlnei ship 

propeitv? ............... ............... .......... X
15 II Hie pailnership is lequired to (ile Form 8858, Inloimalion Relum of ITS. Persons With Respect To Foreign Disiegarded Entities, enter the 

number ol Forms 885B attached. See inslructions ►
15 Does lire parlnei ship have any foreign parlners? It "Yes," enter ihe numher of Forms 8805, Foreign Partner's Information Statement of

Section 1446 Withholding Tax, bled lor Ibis partnership, ► X
17 Lntui Ihe number ol Forms 8865. Return ol U.S. Poisons With Rosoocl lo Certain Foreign Partnershins. attached to this return. ►
18a Did you make any payments in 2015 lhal would requite you lo lile l-orm(s) 1099? See inslmctions 

b Il'Yes.' did you oi will you tile lequired Faim(s) 1099? . ...

X
X

19 Filler the numhei olFoim(s) 5471, Infoimalion Return ol U.S. Pnisons With Respect To Certain Foreign Corporations, attached 

to lies return. ►
20 Filter the number ol parlners that are foieiqn governments undet seclion 892. ►

Designation of Tax Matters Partner (ses instriiclions)
Enloi below the geneial parlnei 01 member-manager designated as lire tax mailers pailnei (IMP) for the tax yeai ol this lelurn:

Name of
tlBsiqnated TMP ► GERARD MARCIL
lithe TMP is an 
entity, name ol I MP 
reiriesentalivc ►
Addiess ot ^ 175 PEACH ORCHARD ROAD 
rlesignaled TMP _ WATERBURY, CT 0 6706

Identilyingmirnhei onMP ► * * * - * * - 2 6 2 9
Phone
niimbcrofTMP ►

Form 1065 ( 2015)
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12-23- 15
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loimiutibfAm) COUNSELING CENTER OF WATERBURY, LLC 46-1590675
Schedule K Partners’ Distributive Share Items Total amount

Q-cMi

1 Ordinary business incomi! (loss) (|iage 1, line 22)
2 Nel ronlal ieal estate income (loss) (attach Form 8825)

3 a Othei gross rental income (loss)
b t x|ienses Irom nllier rental activities (attach statement) 
c Ottier net rental income (loss). Subliacl line 3b Irom line 3a

4 Guaranteed paymenls

5 Interest income
6 Dividends: a Ortliimry dividends

b Outtlilied dividends

7 Royalties
8 Net shorl-lemt capital gain (loss) (attach Schedule D (Form 1065))
9 a Nel long-term capital gam (loss) (attach Schedule D (Form 1065))

b Collectibles (28%) gain (loss) ....... .............................
c Uniecaphired section 1250 gain (attach statement)

10 Net section 1231 gain (loss) (attach Foim 4797)
11 Other income (loss)_(seu instructions) Type ►________________

r Scclitiii 179 deduction (allaclr Form 4562)

13 a Cnniribmions
b investment interest expense
c Section 59(e)(2) expendituies: (1)Type ►___________________

__d Olhci deductions (see instructions) type >

3a
3b

6b

3c

6a

9a
9b
9c

JO.
11
12
13a
13b

(2) Amount ► 13c(2)
SECTION 754 DEPRECIATION 13d

141 Net eai nings (loss) from sell-employment 
Gross laiming oi lishiny income 

Gross nonfarm income .....................

14a
14b
14c

15 a Lotv-income housing credit (section 42(j){5)) ....................
b Low-income housing ciedil (olhoi) .... ...
c Qualified rehabilitation expeiulilures (renlal real estate) (attach Form 3468, if applicable)

d Other renlal real estate credits (soe inshuclions) Type^ __________
e Olhei rental credits (see instiuctionsj type^ _________

__ I Other crediis (see instructions)_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ Type ►____________________

15a
15b
15c
15d
15e
151

16 a Nnrne ol eounlry or U.S. possession ►
b Gross income Imm all somces 
c Gloss income sourced at paiinci level 

Foieign ruuss income soul ced al partnership level 
d cSor,'►._______________________ e Gcneial calegoiy

16b
16c

1 Ollier

Deduclions allocaled and apportioned al partner level 
g Inlnrest expense ► ____________________ __ h Other

Perjyclipnsiallocated and apportioned al partnership level to foreign source income
I aiion ►.___________ ____________ J General category ►_______________
I Total foreign taxes (check one): ► Paid [ZZ! Acciued 1_Z 

mReduclion in taxes available lor ciedit (altacli slalernenl) 
n Olhei loreipn lax rnlormallon (allaclr siaiemenl)

k Ollier

►

►

►

161

16h

16 k 
161 

16m

127,060.

368
127.060
278,722

17 a 
b 
c 
d 
e 

t

Post-1986 depreciation adjuslmenl 
Adjusted gain oi loss 
Depletion (othoi lhan oil and gas)
Oil, gas, and geolheimal piopeilies - gioss income 
Oil, gas. and geutheimal piopeilies - deduclions 

Qlhui AM 1 Hems (attach staiemant)

17a
17b
17c
17d
17e
171

r.
5

18 a Tax-exempl interest income 
b Ollier tax-exempl income
c Nondcductiblc expenses

19 a DisliibiiFons of caslr and maikelable securities 
b Disliibuliuns oi olliei propeily

20 a Investment income
b Investmenlexpenses 
c Ollier Hems and amounts (altach staiemcnl)

18b
18c
m.
19b
20a
20b

132,694,

Foim 1065 (2015)
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Fomi 1Q6.1) (20 if COUNSELING CENTER OF WATERBURY, LLC 46-1590675 Pane 5
Analysis of Net Income (Loss)
1 N-M T -Dir - fi 'jv.,1 Cwn

2 Analysis by 
pai'lnm type:

a General partners 
_^_Limlle(l parlners

(i) Corporale
(ii) Individual 

(active)
(ill) Individual 

(passive) (iv) Partnership
(v) Lxempt 

Organizalion
(Vi)

Numinee/Otlrer

126,692.

Schedule L Balance Sheets per Books

Assets

1 Cash
2a 1 rado noles anti accounts rocoivable 

b Less allowance for bad debts

3 Inventories ______________ _
4 tt.S. governnrenl obligations
5 -'lax-exempt secuMties ...... .....................
6 Olher currenl assets (attach statement)
7 a 1,0,11 to poltriOf -S for pesor.s leltired to ptvtnett]

b Mortgage and real estate loans 
EL Oilier investrnenls (allach stalement)
9a IJuildinos and other depreciable assets 

b I ess accumulated depreciation 

10a Doplc,table assets 
b l ess accumulated depletion 

11 I and (net o( any arnoili/.ation)
12a lnlant|ible assets (amortizable only) 

b Less accumulated amorlizatiori 
13 Other assets (atlach statement)

Total assets
Liabilities and Capital 

Accounts payable
Mod rivtcjs:-;, notes. (Kinds psyahla in less ihan 1 yeai
Olher current liabilities (attach statement)
All nonrecourse loans

14

15
16
17
18
19a Lofina (i oili [.laitiitii[or pi;isons relrili>d In partne-rs:

b outc-i u^ncln payable in I yeai mmo'e

20 Other liabrlilies (altaclr statement)
21 Partners capital accounts
22 l otallianrlities anti capital

Benlnnina oltaxyeai End ol lax veat
(al (t» (c) (d)
43,627.

4,454.
56,217.

1,838.
43,627 . 56,217.

STATEMENT 3

9,387. 14,543.

1,100. 2,340.

O oo 009,387. 9,755.

9.613. 9,613.
8,438. 7,797.1.175. 1,816.

STATEMENT 4

57,619. 72,980.

3,637.

53 , 982 . 72,980.
57,619. 72.980.

Schedule M-11 Reconciliation of Income (Loss) per Books With Income (Loss) per Return

1 Net income doss) pel books 126,692. 6 Income recorded on books this year not included 
on Schedule K, lines 1 lluough 11 (itemize): 

a Tax-exempl interest S
2 incurne iircluded on Scbedrile K, lines 1, 2, 3c,

6, 6a, 7, 8, 9a, Kl. and 11, not recorded on books 

Ibis year (Itemize):
3 Guaranteed payments (other than health 

insurance)
4 Expo it Bus iBt'.oi aViu r>/' Looks ll’ifs 7ijiirr.oi inciudad cn

3r.hen»jie- K lines 1 thioiinh lod. arTcl 161 hUVnuo)'

7 Deductions included on Schedule K, lines 1 

through 13d, and 161, not charged agains! 
hook income this year (itemize): 

a Depiecialion S

a Deprociation % B Add lines 6 and /

b Travel and entorlaiimienl $ 9 Income (loss) (Analysis ol Net Income (Loss), 

line 1). Subtract line 8 Irom line 5 126.692.h Add Imris 1 throunli A .............. 126.692 .
Schedule M-2 Analysis of Partners’Capital Accounts

1 Balance al beginning ol year
2 Capital conlributert: a Cash

b Property

53,982. 6 Distributions: a Cash 132,694.
25,000. b Properly

7 Other decreases (itemize):

3 Net Income (loss) per books
4 rilhei increases (itemize):

126,692.
8 Add lines 6 and 7
9 Balance.al end of yanr. Subtract one 8 from I'ao 5

132,694.
B Add lines 11hrouah 4 . 205.674. 72.980.

M104.'* 
12-23-15
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SCHEDULE B-1 
(Form 1065)
(Rev. December 2011)
Depiinnenl Of liic Treyaury 
Inlefna! Revenue Service

Information on Partners Owning 50% or 
More of the Partnership
► Attach to Form 1065. See Instructions.

OMB No. 1545 0099

Name of partnership Employer idenlinctilion number

COUNSELING CENTER OF WATERBURY■ LLC 46-1590675
Part I Entities Owning 50% or More of the Partnership (Form 1065, Schedule B, Question 3a)

Complete columns (i) through (v) belovi' lor any foreign or domestic corporation, partnership (including any entity treated as a partnership), trust, 
tax exempt organization, or any foreign government thal owns, directly or indirectly, an interest of 50% or more in the profit, loss, or capital of the 

partners_hip_(see instructions). ____________________ _____ __________ _____________________________________________________ _____________
(r) Name of Lntity (ii) Employer 

Identification 
Number (If any)

(ill)
Type of Entity

(iv)
Country of Organization

(v) Maximum 
Percentage Owned 

in Profit, Lass, or
Capital

-

Part II 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 instructions).

(i) Name of Individual or Estate (ii) Identitying 
Number (if any)

(iii) Country of Citizenship (see instructions) (iv) MaximumPercentage Owned 
in Profit, Loss, or Capital

GERARD MARCIL ***-**-2629 UNITED STATES 100.00

LI IA For Paperwork Reduction Act Notice, see the Instructions for Form 1065. Schedule B-1 (Form 1065) (Rev. 12-2011)

0-r Q I
6
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4562
Department of the 'treasury
Internal Mevenuc Sorvio (06)

Depreciation and Amortization
(Including Information on Listed Property) OTHER

► Attach to your tax return.
► Information about Form 4562 and Its separate nstructlons Is at www.lrs.QQv/torm4562.

OMG No. 1545-0172

2015
AUachment 
Sequence No. 179

e>'ss) shown on return Business or activity to which this (crm relates

COUNSELING CENTER OF WATERBURY. LLC

Identifying number

46-1590675Part I Election To Expense Certain Property Under Section 179 Note: If you have any listed property, complete Part V helors you complete Part

1 Maximum amount (see instructions)
2 Total cost of section 1 79 property placed in service (see instructions)
3 Threshold cost of section 179 pioperty befoie reduction in limitation ......
4 Reduction in limitation. Subtract line 3 fiom line 2. If zeio or less, enter •0-
5 Cnltar IHnllatiflri h1 lax year Sublract line-1 frcm line 1 II rern or Ihss tinier-0- I m.imert I, irtg ^.".ri.Tiny. oif* InMruLlmn.*.

la) Description of properly (b) Cost (business uso only) (c) Elecled cosl

8 Total elected cost of section 179 property. Add amounts in column (c), lines 6 and 7 8
9 Tentative deduction. Enter the smaller of line 5 or line 8 9

10 Carryover of disallowed deduction from line 13 of your 2014 Form 4562 10
11 Business income limitation. Enter the smaller of business income (not less than zero) or line 5 11
12 Section 1 79 expense deduction Add lines 9 and 10, bul do not enter more than line 11 12
13 Carryover of disallowed deduction to 2016 Add lines 9 and 10, less line 12 ►I 13 1
Note: Do not use Part II or Part III below for listed properly. Instead, use Part V.

| Part II 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 Pioperty subject to section 168(0(1) election 15
16 Other deoreclation (Includlna ACRS1 16
Part III MACRS Depreciation (Do not include listed property.) (See instructions.)

Section A

17 MACRS deductions for assets placed In service In tax years beginning before 2015
10 il v-ju ;ire vieolmci lu mvoo any assets nUceiJ in seivtce durnuj IIte tax year into one oi nn;ie general asset accounts, check here .............^ l_^U

17

Section B • Assets Placed In Service During 2015 Tax Year Using the General Depreciation System

(a) Class!ficalton of pioparty
(b) Mnnlh and 

year plftced 
in seivtca

(o) Basis lor cJoproc'miion 
Ibusine 52/In vestment uso 

only - see instructions’)
jd} Recovery 

period (e) Convention ID Method (g) Dupiucinlion deduction

19a 3-year property
b 5-year property
c 7-year property
d 10-year property
e 15-year property
1 20-year property
q 25-year property 25 yrs. S/L

h Residential rental pioperty
/ 27.5 yrs. MM S/L

/ 27,5 yrs. MM S/L

i Nonresidential real property
/ 39 yrs. MM S/L

/ MM S/L
Section C - Assets Placed in Service During 2015 Tax Year Using the Alternative Depreciation System

20a Class life S/L

b 12-year 12 yrs. S/L

c 40-vear / 40 yrs. MM S/L
Part IV Summary (See instructions)

21 listed proporty Enter amount trorn line 28 ..................... ........................................ .............
22 Total. Add amounts from line 12, lines 14 through 17, lines 19 and 20 in column (g), and line 21

Enter here and on the appropriate lines of your return. Partnerships and S corporations ■ see instr, --------
23 For assets shown above and placed in service during the current year, enter the

i of the basis attributable to section 263A costs ....................................... ................portion ( 23

21

22

LHA For Paperwork Reduction Act Notice, see separate instructions. Form 4502 (2015)
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Form4562(2015) COUNSELING CENTER OF WATERBURY, LLC 46-1590675 Rape 2
Part V Listed Property (Include automobiles, certain other vehicles, certain aircraft, certain computers, and property used for entertainment, 

recreation, or amusement.)
Note: For any vehicle for which you are using the standard mileage rate or deducting lease expense, complete only 24a, 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 foi limits for passenger automobiles.)

24a Do you have evidence to support the biislnessi'lnvestmenl use claimed? L.„j Yes ~o No | 24b If ‘Yes,11 is the evidence written? L I Yes LI No

(a)
Type of properly 
(list vehicles first)

(b) (c)
Date business/

placed in investment
service use peicenlaoe

(d)
Cost 01 

other basis

J No
(e)

Basis for depreciation 
(buair.ess/inveslmenl 

use only}

(fl

Recoveiy
period

(9)
Method/

Convention

<h)
Depreciation

deduction

(i)
Elected 

section 179
cost

25 Special depreciation allowance for qualified listed property placed in service during the tax year and

used more than 50% In a qualified business use.............................................................................................. 25
26 Property used more than 50% in a qualified business use:

%
%
%

27 Property used 50% oi less in a qualified business use;

% S7L
% S/L-

% S/L
28 Add amounts in column (h), lines 2S through 27. Enter here and on line 21, page 1
29 Add amounts in column (i), line 26. Enter here and on line 7, page 1 .......................

28

20
Section B - Information on Use of Vehicles

Complete this section for vehicles used by a sole proprietor, partner, or othei "more than 5% owner," oi ielated person. If you provided vehicles 
lo your employees, first answer the questions in Section C to see if you meet an exception to completing this section for those vehicles.

30 ratal biisiness/mvestmenl miles driven during the 
ycai (do not include comnurlirig miles)

(a)
Vehicle

(b)
Vehicle

<c)
Vehicle

(d)
Vehicle

(a)
Vehicle

(0
Vehicle

31 Total commuting miles driven during the year
32 Total other personal (noncommuting) miles

driven
33 Total miles driven during the year

Add lines 30 through 32
34 Was the vehicle available for personal use 

during off duty hours?

Ves No Yes NO Yes No Yes No Yes No Yes No

35 Was the vehicle used primarily by a more 
than 5% owner or related person?

36 Is another vehicle available for personal
use? .............  ....................................................

Yes No

Section C - Questions for Employers Who 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 Ilian 5%

owners or related persons._________________________________ _________________________ ___________________ _________
37 Do you maintain a written policy statement that prohibits all personal use of vehicles, including commuting, by your

employees? ....................... . . ................. ................................. ...................... ....................................................................... .............
38 Do you maintain a written policy statement that prohibits personal use of vehicles, except commuting, by your

employees? See the instructions for vehicles used by corporate officers, directors, or 1% or more owners .................
39 Do you treat all use of vehicles by employees as personal use? ...............................................................
40 Do you provide more than five vehicles to your employees, obtain information from your employees about 

ttie use of the vehicles, and retain the information received?

41 Do you meet the requirements concerning qualified automobile demonstration use? ................. ........................... ....................
Note: If vour answer to 37, 38, 39. 40, or 41 is Yes," do not complete Section B for the covered vehicles.______________

::: r

Part VI Amortization
(a)

Dtwcnplion of cusls
(b)

DaieamoitMlicm
bt^ns

(C)
Amorlzanle

□mount

(d)
Cocte

aecfior

(e)
AnicrtlSltlOfl

ptiied oi psaentipt

(f)
Amorfizsticn 
for this ytiar

a? Amortization of costs that begins during your 2015 tax year:

43

44 Total. Add amounts In column (f). See the instructions for where to report.................................................. 44
Form 4662(2015)
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2015 DEPRECIATION AND AMORTIZATION REPORT

OTHER 1

AssetNs, Description
Date

Acquired Method Life 0r
V

Lins
Ua

Unadiusted 
Cos! Or Basis

Bus

Cxd
Section 179 

Expense
Reduction In 

Basis
Basis for 

Depreciation
Beginning

Accumulated
Depreciation

Current 
Sec 179 
Expense

Current Year 
Deduction

Ending
Accumulated
Depreciation

1 WAITING ROOM FURNITURE 01/01/13 2 0 ODE 5 . 00 HY 17 630, 630. 0.

2 DOCTORS OFFICE FURNITURE 01/01/13 20 ODE 5.00 m, 17 1,410. 1,410. 0.

GROUP ROOM FURNITURE 01/01/13 2 0QDB 5.00 in L7 860. 860 . 0.

A GROUP ROOM EDP 01/01/13 20 ODE 5.00 m 17 200. 200. 0.

5 OFFICE FURNITURE 01/01/13 20 ODE 5.00 Wi 17 790, 790 . 0 .

6 OFFICE EDP 01/01/13 200DB 5.00 m 17 150. 150. 0.

7 BUSINESS OFFICE FURNITURE 01/01/11 2 0 ODE 5.00 m 17 630. 530. 0.

8 BUSINESS OFFICE EDP 01/01/13 20 0DI 5.00 HY 17 550, 550. 0.

9 CENTRAL AREA FURNITURE 01/01/13 2 00DH 5.00 HY 17 60. 60. 0.

10 BACK OFFICE FURNITURE 01/01/13 200DB 5.00 HY 17 700. 700. 0.

11 ARTWORK 01/01/13 20 ODE 5.00 HY 17 200. 200. 0.

12 FIXTURES 01/01/13 20 ODE 5.00 HY 17 175. 175. 0.

13 FIXTURES 01/01/13 20 ODE 5.00 HY 17 1,200, 1,200. 0.

14 FIXTURES 01/01/13 2Q0DH 5.00 HY 17 828 . 828. 0.

15 FIXTURES 01/01/13 200DB 5.00 EY 17 226. 226. 0.

16 FIXTURES 01/01/13 2 0 0DB 5.00 HY 17 776. 778. 0.

* TOTAL OTHER DEPRECIATION 9,387. 9,387. 0. 0. 0 . 0.

52fcnn
0-1-01-15 * !TC, Salvage Bonus. Commercial Revitalization Deduction. GO Zone

9,1

(D) - Asset disposed

OHCA 000198



Worksheet for Figuring Net Earnings (Loss) From Self-Employment

Name ol iiaitmaship

COUNSELING CENTER OF WATERBURY. LLC

Employer tdenlific.ihon number

46-1590675
1 a Oiclinaiy income (loss) (Schedule K, line 1) 

b Net income (loss) from CERTAIN lental real estate activities 
c Net income (loss) from other rental activities (Schedule K, line 3c)

1a 127,060.

3c 127,060.

1b
1c

d Net loss from Foim '1/97, Part It, line 17, included on line 1a above. Enter as a positive

amount 1d
e Other additions 1e

f Combine lines 1a Ihroiiuh 1e K 127,060.
2 a Net gain from Form 4797, Pail II, line 17, included on line 1a above 2a

b Uthei subiradions 2b
o Add lines 2a and 2b 2c

3 a Subtiacl line 2c tmm line it. If line 11 is a loss, increase the loss on line 11 by the amount

on line 2c 3a 127.060.
b Pail ol line 3a allocated to limiled pailners, estates, busts, corpoiations, exempt 

oinani/’atioiis, and IRAs 3b
o Snbiract line 3lr Irom line 3a

4 a Guaianleed payments to parlneis (Schedule K, line 4) del ived fiom a trade or business 
as defined In section 1402(c) 4a

4c

b Pail of line 4a allocated to individual limited pailneis foi other than services and to 
estales, busts, coiporations, exempt oiganizations, and IRAs 4b

c Subtiacl line 4b from line 4a
5 Nei earnmns (lossl from selt-emolovment. Combine lines 3c and 4c. Enter hern and on Schedule K. line 14a 5 127.060.

'S1 i: 1151 
D-J-U l- lb

L0110307 747646 4026 2015.03001
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COUNSELING CENTER OF WATERBURY, LLC 46-1590675

?ORM 1065 OTHER DEDUCTIONS STATEMENT 1

DESCRIPTION AMOUNT
AMORTIZATION EXPENSE 641. 
BANK CHARGES 298- 
1REDIT AND COLLECTION COSTS 782. 
3XPENSE REIMBURSEMENTS 148. 
OFFICE EXPENSE 16,510. 
OUTSIDE SERVICES 87,566. 
PROFESSIONAL EXPENSE 5,280. 
3UPPLIES 1,647. 
TELEPHONE 2,274. 
JTILITIES 4,136.
TOTAL TO FORM 1065, LINE 20 119,282.

SCHEDULE B OPTIONAL BASIS STATEMENT 2
SECTION 743(B) ADJUSTMENT

DESCRIPTION
IDENTIFICATION

NUMBER AMOUNT
SECTION 754 ADJUSTMENT-FURNITURE 5,156.

SCHEDULE L OTHER CURRENT ASSETS STATEMENT 3

DESCRIPTION
BEGINNING OF 

TAX YEAR
END OF TAX 

YEAR

DEPOSITS
PREPAID EXPENSE

1,100 . 1,500. 
840 .

TOTAL TO SCHEDULE L, LINE 6 1,100. 2,340.

SCHEDULE L OTHER CURRENT LIABILITIES STATEMENT 4

DESCRIPTION
BEGINNING OF 

TAX YEAR
END OF TAX 

YEAR

CREDITORS 3,637.

TOTAL TO SCHEDULE L, LINE 17 3,637.

9 STATEMENT(S) 1, 2, 3, 4
2015.03001 COUNSELING CENTER OF WATERS 4026___1L0110307 747646 4026
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ATTACHMENT VII

Financial Worksheet B
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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 formal

LINE Total Entitv:

Description
A. OPERATING REVENUE

1 Total Gross Patient Revenue
2 Less: Allowances
3 Less: Charity Care
4 Less: Other Deductions

Net Patient Service Revenue
5 Medicare
6 Medicaid
7 CHAMPUS & TriCare
8 Other

Total Government
9 Commercial Insurers
10 Uninsured
11 Self Pay
12 Workers Compensation
13 Other

Total Non-Government

Net Patient Service Revenue* 
(Govemment+Non-Govemment)

14 Less: Provision for Bad Debts
Net Patient Service Revenue less provision 
for bad debts

15 Other Operating Revenue
17 Net Assets Released from Restrictions

TOTAL OPERATING REVENUE

B. OPERATING EXPENSES
1 Salanes and Wages
2 Frinae Benefits
3 Phvsicians Fees
4 Supplies and Dmqs
5 Depreciation and Amortization
6 Provision for Bad Debts-Other^
7 Interest Expense
8 Malpractice Insurance Cost
9 Lease Expense
10 Other Operating Expenses

TOTAL OPERATING EXPENSES

INCOMEI(LOSS) FROM OPERATIONS

NON-OPERATING INCOME

Income before provision for income taxes

Provision for income taxes0

NET INCOME

c. Retained Earnings, beginning of year
Retained Earnings, end of year

Principal Payments

D. PROFITABILITY SUMMARY
1 Hospital Operating Margin
2 Hospital Non Operating Margin
3 Hospital Total Margin

E. FTEs

F. VOLUME STATISTICS"

J1L
FY2016
Actual
Results

$286 591
$0
$0
$0

$286,591
$0

$93,000
$0

$700
$93,700
$65,300

$0
$127,591

$0
$0

$192,891

$286,591
5782

$285,809
SO
SO

5165,729
$1,448

SO
$2.326

$0
$0
$0

$396
$12,000
$33,037

$214,938

$70,871

$0

$70,871

$0

$70,871

$0
$0

$0

24.8%
0.0%

24.8%

3

J?L Jt?L (4)
FY2017 FY2017 FY2017
Projected Prelected Projected
W/out CON Incremental With CON

S296.622 $97,500 $394,122
$0 $0 $0
$0 $0 $0
$0 $0 $0

$296,622 $97,500 $394,122
$0 $0 $0

$96,255 $31,590 $127,845
$0 $0 $0

$725 $195 $920
$96,980 $31,785 $128,765
$67,586 $22,327 $89,913

$0 $0 $0
$132,056 $0 $132,056

$0 $0 $0
$0 $43,388 $43,388

$199,642 $65,715 $265,357

I $77,571

$0

$77,571

$0

$296,622 $97,500 $394,122
$889 $292 $1,181

$295,733 $97,208 $392,941
$0 $0 $0
$0 $0 $0

$295,733 $97,208 $392,941

$168,214 $40,000 $208,214
$1,470 $1,470

$0 $0 $0
$2,361 $0 $2,361

$0 $0 $0
$0 $0 $0
$0 $0 $0

$404 $0 $404
$12,180 $0 $12,180
$33 533 $0 $33,533

$218,162 $40,000 $258,162

$57,208 | $134,779 |

$0 I :»]

$57,208 | $134,779 |

UEl$0

$77,571 | $57,208 | $134,779 j

$0 $0 $0
$0 $0 $0

J2I so sol

26.2% 58.9% 34.3%
0.0% 0.0% 0.0%

26.2% 58.9% 34.3%

FY2018 FY2018 FY2018
Projected Projected Projected
W/out CON Incremental With CON

$307,004 $234,000 $541,004
$0
$0
$0

$307,004 $234,000 $541,004
$0

$99 624 $75,816 $175,440
$0

$750 $468 $1,218
$100,374 $76,284 $176,658

$69,952 $53,586 $123,538
$0

$136,678 $104,130 $240,808
$0
$0

$206,630 $157,716 $364,346

$307,004 $234,000 $541,004
$921 $702 $1,623

$306,083 $233,298 $539,381
$0
$0

$306,083 $233,298 $539,381

$170,737 $40,600 $211,337
$1,492 $1,492

$0
$2,396 $2,396

$0
$0
$0

$410 $410
$12,363 $12,363
$34,036 $34,036

$221,434 $40,600 $262,034

I $84,649 I $192,698 I $277,347 I

I I I *>J

| $84,649 | $192,698 | $277,3471

t

FY2019 FY2019 FY2019
Projected Projected Projected
W/out CON Incremental With CON

$317,750 $273,000 $590,750
$0
$0
$0

$317,750 $273,000 $590,750
$0

$103,111 $88 452 $191,563
$0

$776 $546 $1,322
$103,887 $88,998 $192,885

$72,400 $62,517 $134,917
$0

$141,463 $121,485 $262,948
$0
$0

$213,863 $184,002 $397,865

$317,760 $273,000 $590,750
$953 $819 $1,772

$316,797 $272,181 $588,978
$0
$0

$316,797 $272,181 $588,978

$173,298 $41,209 $214,507
$1,514 $1,514

$0
$2 432 $2,432

$0
$0
$0

$416 $416
$12 548 $12,548
$34,546 $34,546

$224,754 $41,209 $265,963

i wi :

$92,043 | $230,972 I $323,015 l

I I $0l

$92,043 | $230,972 I $323,015 I

J£]

$84,649 | $192,698 I $277,347 I I $92,043 I $230,972 I $323,015 I

*0
$0

$0
$0

$0j

27.7% 82,6% 51.4%
0.0% 0.0% 0.0%

27.7% 82.6% 51.4%

29.1% 84.9% 54.8%
0.0% 0.0% 0.0%

29.1% 84.9% 54.8%

jT Zl zr

FY2020 FY2020 FY2020
Projected Projected Projected
W/out CON Incremental With CON

$328,871 $312,000 $640,871
$0
$0
$0

$328,871 $312,000 $640,871
$0

$106,720 $101,088 $207,808
$0

$803 $624 $1,427
$107,523 $101,712 $209,235
$74,934 $71,448 $146,382

$0
$146,414 $138,840 $285,254

$0
$0

$221,348 $210,288 $431,636

$328,871 $312,000 $640,871
$987 $936 $1,923

$327,884 $311,064 $638,948
$0
$0

$327,884 $311,064 $638,948

$175,897 $41,827 $217,724
$1,537 $1,537

$0
$2,468 $2,468

$0
$0
$0

$422 $422
$12,736 $12,736
$35,064 $35,064

$228,124 $41,827 $269,951

$99,760 | $289,237 | $368,997

$0

$99,780 | $269,237 | $368,997

$0

$99,760 | $269,237 I $368,997

$0
$0

I$o] C $0

30.4% 86.6% 57.8%
0.0% 0.6% 0.0%

30.4% 88.6% 57.8%

4 4 I S
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FOR-PROFIT
Applicant Name: Connecticut Counseling & Wellness 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.___________________________________

m_____  (2) (3) (4) (5) (6) (7) (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

1 Inpatient Discharges 0 0 0 0 0 0 0
2 Outpatient Visits 5.899 3.200 390 3.590 3,312 936l 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 3,548 1.248 4,796
’Total amount should equal the total amount on cell line "Net Patient Revenue" Row 14.
bProvide 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 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

OHCA 000203



(1) (2) (3) (4) (5) (6) (7) (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

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 $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 $134,917 $74,934 $71,448 $146,382

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 $285,254
12 Workers Compensation $0 $0 $0 $0 $0 $0 $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 Patient Service Revenuea 

(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 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 $0 $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-Otherb $0 $0 $0 $0 $0 $0 $0
7 Interest Expense $0 $0 $0 $0 $0 $0 $0
8 Malpractice Insurance Cost $398 $404 $0 $404 $410 $410 $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 $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 $40,600 $262,034 $224,754 $41,209 $265,963 $228,124 $41,827 $269,951

INCOME/(LOSS) FROM OPERATIONS $70,871 $77,571 $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 $0 $0 $0

Income before provision for income taxes $70,871 $77,571 $57,208 $134,779 $84,649 $192,698 $277,347 $92,043 $230,972 $323,015 $99,760 $269,237 $368,997

Provision for income taxesc $0 $0 $0 $0 $0 $0 $0

NET INCOME $70,871 $77,571 $57,208 $134,779 $84,649 $192,698 $277,347 $92,043 $230,972 $323,015 $99,760 $269,237 $368,997

Please provide one year of actual results and three years of projections of Total Entity revenue, expense and volume statistics
                                                                              FOR-PROFIT                                                                                                                                                                       

Applicant Name: Connecticut Counseling & Wellness
Financial Worksheet (B) without, incremental to and with the CON proposal in the following reporting format:

OHCA 000204
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(1) (2) (3) (4) (5) (6) (7) (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

Please provide one year of actual results and three years of projections of Total Entity revenue, expense and volume statistics
                                                                              FOR-PROFIT                                                                                                                                                                       

Applicant Name: Connecticut Counseling & Wellness
Financial Worksheet (B) without, incremental to and with the CON proposal in the following reporting format:

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 STATISTICSd

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 3,548 1,248 4,796
aTotal amount should equal the total amount on cell line "Net Patient Revenue" Row 14. 

dProvide 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.

C.

cProvide the amount of income taxes as defined by the Internal Revenue Services for for-profit entities.

bProvide 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.
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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 
 

   
 



 
Office of Health Care Access 

 

             
 

Phone: (860) 418-7001  Fax: (860) 418-7053 

410 Capitol Avenue, P.O. Box 340308 

Hartford, Connecticut  06134-0308 

www.ct.gov/dph 

Affirmative Action/Equal Opportunity Employer 

 

 

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.” 

mailto:OHCA@ct.gov
mailto:Kaila.Riggott@ct.gov


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. 

 

2. Explain the existing relationship that CCW has with Trade Union 478, as stated on page 

12 of the application. 

 

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.        

  

4. Provide the names of the inpatient service providers that CCW intends to develop 

relationships with, as stated on page 17 of the application. 

 

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. 

  

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 5a 

represent? 

 

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).    

   

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. 

 

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.   
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d/b/a Connecticut Counseling & Wellness 

17-32163-CON 

 

 

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.        

  

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 
Vol. 

% 
Visit 
Vol.  

Patient 
Vol.  

% 
Visit 
Vol.  

Patient 
Vol.  

% 
Visit 
Vol. 

Patient 
Vol. 

% 
Visit 
Vol.  

Medicare*             

Medicaid*  43 1,544  43 1,827  43 1,943  43 2,062 

CHAMPUS & 
TriCare 

            

Total 
Government 

 43 1,544  43 1,827  43 1,943  43 2,062 

Commercial 
Insurers 

 47 1,687  47 1,997  47 2,124  47 2,254 

Uninsured  10 359  10 425  10 452  10 480 

Workers 
Compensation 

            

Total Non-
Government 

 57 2,046  57 2,421  57 2,576  57 2,734 

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. 
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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 
 

   

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 
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Phone: (860) 418‐7069 
Email: Shauna.Walker@ct.gov 
 

   
 



 
Office of Health Care Access 

 

             
 

Phone: (860) 418-7001  Fax: (860) 418-7053 

410 Capitol Avenue, P.O. Box 340308 

Hartford, Connecticut  06134-0308 

www.ct.gov/dph 

Affirmative Action/Equal Opportunity Employer 

 

 

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.” 

mailto:OHCA@ct.gov
mailto:Kaila.Riggott@ct.gov
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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. 

 

2. Explain the existing relationship that CCW has with Trade Union 478, as stated on page 

12 of the application. 

 

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.        

  

4. Provide the names of the inpatient service providers that CCW intends to develop 

relationships with, as stated on page 17 of the application. 

 

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. 

  

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 5a 

represent? 

 

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).    

   

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. 

 

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.   
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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.        

  

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 
Vol. 

% 
Visit 
Vol.  

Patient 
Vol.  

% 
Visit 
Vol.  

Patient 
Vol.  

% 
Visit 
Vol. 

Patient 
Vol. 

% 
Visit 
Vol.  

Medicare*             

Medicaid*  43 1,544  43 1,827  43 1,943  43 2,062 

CHAMPUS & 
TriCare 

            

Total 
Government 

 43 1,544  43 1,827  43 1,943  43 2,062 

Commercial 
Insurers 

 47 1,687  47 1,997  47 2,124  47 2,254 

Uninsured  10 359  10 425  10 452  10 480 

Workers 
Compensation 

            

Total Non-
Government 

 57 2,046  57 2,421  57 2,576  57 2,734 

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. 
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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 
&COMLEY LLC 

ATTORNEYS 
 
850 Main Street   P.O. Box 7006 
Bridgeport, CT   06601-7006 
p  203 330 2282   f  203 576 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 VIII.

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.
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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 
12 month period)

% of need 
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 .11%
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/dDh/hisi7hcqsar/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.J

• 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/NSDUHl 4-0904.pdf. J

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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• 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 patients will participate in the IOP 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.

• 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 5 a 
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


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

Counseling Center of Waterbury, LLC
d/b/a Connecticut Counseling & Wellness
Docket Number: 17-32163-CON
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Service*
Projected Volume+

FY 2017** FY 2018** FY 2019** FY 2020
Outpatient Substance Abuse 

Treatment++ 2,426+++ 2,511 2,599 2,690

Intensive Outpatient 
Substance Abuse 
Treatment+++++

390++++ 936 1,092 1,248

Total 2,816 3,447 3,691 3,938
’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 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 each 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
Vol.+ %

Visit Patient
%

Visit Patient
%

Visit Patient
%

Visit
Vol. Vol. Vol. Vol. Vol. Vol. Vol.

Medicare*

Medicaid* 60 43 1,211 78 43 1,482 83 43 1,587 90 43 1,693

CHAMPUS & 
TriCare

Total
Government

60 43 1,211 78 43 1,482 83 43 1,587 90 43 1,693

Commercial
Insurers

66 47 1,323 84 47 1,620 93 47 1,735 98 47 1,851

Uninsured 14 10 282 18 10 345 19 10 369 21 10 394

Workers
Compensation

Total Non- 
Government

80 57 1,605 102 57 1,965 112 57 2,104 119 57 2,245

Total Payer Mix 140 100 2,816 180 100 3,447 195 100 3,691 209 100 3,938
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-Payer composition is based on actual payer composition in 2016, which was 43% government (Medicaid), and 57% non-govemment 
(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) 10P 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 each 
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 5 weeks, on average.

ACTIVE/78641. l/AMURRAY/6693520v 1
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ATTACHMENT VIII



Counseling Center of Waterbury, LLC
d/b/a Connecticut Counseling & Wellness
Docket Number: 17-32163-CON
June 12, 2017
Page 213

/'■ EMPLOYER'S COPV

STATE OF CONNECTICUT 
DEPARTMENT of public health

NAME
GERARD R MARCIL, LAOC

VALIDATION NO. LICENSE NO CURRENT THROUGH

03-571328 001023 , 02/28/18
PROFESSION

LICENSED Atco/fl. AND DRUG COUNSELOR

•if it.



STATE OF CONNECTICUT
oenurMOT or rtnuc 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

AMY MSI PIERRE, LADC

LICENSE NO

000940

CURRESTTHROUGH

11/30/17

VAUDATIC»I NO

03-553988

«
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ATTACHMENT IX



Counseling Center of Waterbury, LLC
d/b/a Connecticut Counseling & Wellness
Docket Number: 17-32163-CON
June 12,2017
Page 216

^CONNECTICUT
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
Gerard Marcil
Chief Executive Officer
Counseling Center of Waterbury, LLC

For: St. Mary's Hospital
[Name]
[Title]
St. Mary’s Hospital

Accepted by: Accepted by:

Gerard Marcil [Name]

ACTIVE/78641.1 /AMURRA Y/6700491 v 1
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ATTACHMENT X

ACTIVE/78641. l/AMURRAY/6700372vl
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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:

Descriotion
A. OPERATING REVENUE
1 Total Gross Patient Revenue
2 Less: Allowances
3 Less: Charity Care
4 Less: Other Deductions

Net Patient Service Revenue
5 Medicare
6 Medicaid
7 CHAMPUS & TriCare
8 Other

Total Government
9 Commercial Insurers
10 Uninsured
11 Self Pav
12 Workers Compensation
13 Other

Total Nongovernment

Net Patient Service Revenue* 
(Govemment+Non-Govemment)

14 Less: Provision for Bad Debts
Net Patient Service Revenue less provision 
for bad debts

15 Other Operating Revenue
17 Net Assets Released from Restrictions

TOTAL OPERATING REVENUE

B. OPERATING EXPENSES
1 Salaries and Wages
2 Fringe Benefits
3 Physicians Fees
4 Supplies and Drugs
5 Depreciation and Amortization
6 Provision for Bad Debts-Other6
7 Interest Expense
8 Malpractice Insurance Cost
9 Lease Expense
10 Other Operating Expenses

TOTAL OPERATING EXPENSES

INCOME/fLOSS) FROM OPERATIONS l

NON-OPERATING INCOME

Income before provision for income taxes

Provision for income taxes'

NET INCOME l

C. Retained Earnings, beginning of year
Retained Earnings, end of year

Principal Payments

0. PROFITABILITY SUMMARY
1 Hospital Operating Margin
2 Hospital Non Operating Margin
3 Hospital Total Margin

E. FTEs

F. VOLUME STATISTICS*

FY2016
Actual
Results

$286,591
$0
$0
$0

$286,591
$0

$93,000
$0

$700
$93,700
$65,300

$0
$127,591

$0
$0

$192,891

$286,591
$782

$285,809
$0
$0

$285,809

$165.729
$1,448

$0
$2,326

$0
$0
$0

$398
$12,000
$33,037

$214,938

$70,871

$0

$70,871

~$51

$70,871

$0
SO

24.8%
0.0%

24.8%

Z3

FY2017 FY2017 FY2017
Projected Projected Projected
W/out CON Incremental With CON

$296,622 $97,500 $394,122
$0 $0 $0
$0 $0 $0
$0 $0 $0

$296,622 $97,500 $394,122
$0 $0 $0

$96,255 $31,590 $127,845
$0 $0 $0

$725 $195 $920
$96,980 $31,785 $128,765
$67,586 $22,327 $89,913

$0 $0 $0
$132,056 $0 $132,056

$6 $0 $0
$0 $43,388 $43,388

$199,642 $65,715 $265,357

30

50

jkD C 30

ZL

$296,622 $97,500 $394,122
$889 $292 $1,181

$295,733 $97,208 $392,941
$0 $0 $0
$0 $0 $0

$295,733 $97,208 $392,941

$168,214 $40,000 $208,214
$1,470 $1,470

$0 $0 $0
$2,361 $0 $2,361

$0 $0 so
$0 $0 $0
$0 $0 $0

$404 $6 $404
$12,180 $0 $12,180
$33,533 $0 $33,533

$218,162 $40,000 $258,162

$77,571 | $57,208 I $134,779 I

30

$77,571 I $57,208 | $134,779 I

FY2018 FY2018 FY2018
Projected Projected Projected
W/out CON Incremental With CON

$307,004 $234,000 $541,004
$0
$0
$0

$307,004 $234,000 $541,004
$0

$99,624 $75,816 $175,440
$0

$750 $468 $1,218
$100,374 $76,284 $176,658

$69,952 $53,586 $123,538
$0

$136,678 $104,130 $240,808
$0
$0

$206,630 $157,716 $364,346

$307,004 $234,000 $541,004
$921 $702 $1,623

$306,083 $233,298 $539,381
$0
$0

$306,083 $233,298 $539,381

$170,737 $40,600 $211,337
$1,492 $1,492

SO
$2,396 $2,396

so
$0
$0

$410 $410
$12,363 $12,363
$34,036 $34,036

$221,434 $40,600 $262,034

$84,649 | $192,698 I $277,347 I

ZD C ZD

$0 I $0~| Q

FY2019 FY2019 FY2019
Projected Projected Projected
W/out CON Incremental With CON

$317,750 $273 000 $590,750
$0
$0
$0

$317,750 $273,000 $590,750
$0

$103,111 $88,452 $191,563
$0

$776 $546 $1,322
$103,887 $88,998 $192,885

$72,400 $62,517 $134,917
$0

$141,463 $121,485 $262,948
$0
$0

$213,863 $184,002 $397,865

$317,750 $273,000 $590,750
$953 $819 $1,772

$316,797 $272,181 $588,978
$0
$0

$316,797 $272,181 $588,978

$173,298 $41,209 $214,507
$1,514 $1,514

$0
$2,432 $2,432

$0
$0
$0

$416 $416
$12,548 $12,548
$34,546 $34,546

$224,754 $41 r209 $265,963

$92,043 I $230,972 I $323,015 I

I ZD
$84,649 | $192,698 I $277,347 I I $92,043 |

w] C I
$230,972 | $323,015 I

I Ml
$77,571 | $57,208 I $134,779 I I $84,649 I $192,698 I $277,347 | | $92,043 I $230,972 I $323,015 I

$0 $0 $0
$0 $0 $0

$0
$0

$0
$0

$0 ZD C _$0| □ ZD

26.2% 58.9% 34.3%
0.0% 0.0% 0.0%

26.2% 58.9% 34.3%

27.7% 82.6% 51.4%
0.0%1 0.0% - 0.0%

27.7% 82.6% 51.4%

29.1% 84.9% 54.8%
0.0% 0.0% 0.0%

29.1 %1 84.9% 54.8%

11 »l U aL zr

HU___  (12) (13)
FY2020 FY2020 FY2020
Projected Projected Projected
W/out CON Incremental With CON

$328,871 $312,000 $640,871
$0
$0
$0

$328,871 S312.000 $640,871
$0

$106,720 $101,088 $207,808
$0

$803 $624 $1,427
$107,523 $101,712 $209,235

$74,934 $71,448 $146,382
$0

$146,414 $138,840 $285,254
$0
$0

$221,348 $210,288 $431,636

$328,871 $312,000 $640,871
$987 $936 $1,923

$327,884 $311,064 $638,948
$0
$0

$327,884 $311,064 $638,948

$175,897 $41,827 $217,724
$1,537 $1,537

$0
$2,468 $2,468

$0
$0
$0

$422 $422
$12,736 $12,736
$35,064 $35,064

$228,124 $41,827 $269,951

$99,760 | $269,237 I $368,997

I I to

$99,760 | $269,237 | $368,997

I I so

$99,760 | $269,237 I $368,997

$0
$0

30.4% 86.6% 57.8%
0.0% 0.0% 0.0%

30.4% 86.6% 57.8%

4 _________u 5
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FOR-PROFIT
Applicant Name: Connecticut Counseling & Wellness 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:____________________________________

ill_____ (2) P) «) (8) (6) (7) (8)___ ____ (?)_______ (10) dD_______HP ___ t!3).
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
Descrlotion 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

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 2,426 390 2,816 2,511 936 3,447 2,599 1,092 3,691 2,690 1,248 3,938
*1013! 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 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: 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 
 

   
 



 
Office of Health Care Access 

 

  

Phone: (860) 418-7001  Fax: (860) 418-7053 

410 Capitol Avenue, MS#13HCA 

Hartford, Connecticut  06134-0308 

www.ct.gov/dph 

Affirmative Action/Equal Opportunity Employer 

 

  

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 §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 221 and reference “Docket Number: 17-32163-CON.” 

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&keepList=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
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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 
&COMLEY LLC 

ATTORNEYS 
 
850 Main Street   P.O. Box 7006 
Bridgeport, CT   06601-7006 
p  203 330 2282   f  203 576 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&keepList
=t.

Response:

Town Population+ In Need++ To be Served (first 12
month period)+++

% of need
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 IOP. 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 IOP, 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

Service*

Projected Volume

FY 2017** FY 2018** FY 2019** FY 2020

Outpatient Substance Abuse
Treatment+ 114 118 122 126

Intensive Outpatient
Substance Abuse
Treatment+++

26++ 62 73 83

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.
**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 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 IOP 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 IOP clients are receiving treatment per week, and for 2020 the estimates assume 8 IOP
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 IOP. 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 IOP, 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 IOP treatment to Rushford (a
Hartford HealthCare partner), Waterbury Hospital, and Family Intervention Center in
Waterbury.

ACTIVE/78641.1/AMURRAY/6761187v1
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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 
 

   
 



 
 

  

Phone: (860) 418-7001  Fax: (860) 418-7053 
410 Capitol Avenue, M.S. #13HCA 

P.O. Box 340308 
Hartford, Connecticut  06134-0308 

www.ct.gov/dph 
Affirmative Action/Equal Opportunity Employer 

 
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, 
 
 
 
 
 
Shauna L. Walker 
Associate Research Analyst 

Digitally signed by 
Shauna Walker 
Date: 2017.08.04 
07:28:43 -04'00'
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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, 
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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 

  

   

  

  

 
 
--  
Amy St.Pierre, LADC 
Clinical Supervisor 
Connecticut Counseling and Wellness 
1776 Meriden Road 
Wolcott, CT 06716 
203-596-7870 
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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 

 
 
 
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> 
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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 

 

  

  



3

 
 
 
--  
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. 
 



 

    

Phone: (860) 418-7001  Fax: (860) 418-7053 
410 Capitol Avenue, MS#13HCA 

Hartford, Connecticut  06134-0308 
www.ct.gov/dph 

Affirmative Action/Equal Opportunity Employer 

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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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 (“IOP”) 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.  
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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: IOP offered by CCW will be personalized to fulfill each client’s 

needs. CCW intends to begin by working with only five IOP 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 IOP 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 IOP 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. 
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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. 
 

TABLE 2 
ESTIMATE OF DIAGNOSABLE SUBSTANCE USE DISORDER IN PROPOSED SERVICE AREA 

 
 
 
 
 
 
                               

                       

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. 

  

SUBSTANCE USE DISORDER POPULATION 
(18 and older)1 PREVALENCE2 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 
Service area as percent of 
Connecticut 10.4% n/a 10.4% 
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17. 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 

SERVICE/PROGRAM 
CURRENT 
CLIENTS PROJECTED CLIENTS 
FY 2017 FY 2018 FY 2019 FY 2020 

Outpatient Substance Abuse Treatment 
(Counseling)1 114 118 122 126 

Intensive Outpatient Treatment Program2  26 62 73 83 

Total Client Census 140 180 195 209 
Fiscal Year is January 1 – December 31 
1Outpatient 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. 

2IOP 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. 
 

18. The target population will be derived primarily from existing and future CCW clients. 
However, the program will also accept referrals from Trade Union 4781, local providers and 
community organizations such as Wolcott Crossroads and Family & Children’s Aid. Ex. A, p. 
12; Ex. D, p. 206.  
 

19. 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.  
   

20. 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.  
 

21. 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.  

                                                           
1The 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 FYs 2018 through 2020.    

 
TABLE 5 

PROJECTED PAYER MIX FOR CCW BY NUMBER OF CLIENTS 

Payer 

Projected2 
FY 2018 FY 2019 FY 2020 

Client 
Volume % Visit 

Volume 
Client 

Volume 
% Visit 

Volume 
Client 

Volume % Visit 
Volume 

Medicare1 0  0 0  0 0  0 

Medicaid1 78 43 1,482 83 43 1,587 90 43 1,693 

CHAMPUS & 
TriCare 

0  0 0  0 0  0 

Total 
Government 

78 43 1,482 83 43 1,587 90 43 1,693 

Commercial 
Insurers 

84 47 1,620 93 47 1,735 98 47 1,851 

Uninsured 18 10 345 19 10 369 21 10 394 

Workers 
Compensation 

0  0 0  0 0  0 

Total Non-
Government 

102 57 1,965 112 57 2,104 119 57 2,245 

Total Payer 
Mix 

180 100 3,447 195 100 3,691 209 100 3,938 

1 Includes 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.  

  



Counseling Center of Waterbury, LLC  
d/b/a Connecticut Counseling & Wellness     
Docket Number: 17-32163-CON Page 8 of 12 

 

 

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. § 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 § 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 IOP 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. §§ 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 

_________________________   _____________________________ 
Date       Yvonne T. Addo, MBA 

Deputy Commissioner 

_______________   ________________________ 
Date   Duly Authorized Agent for 

  Counseling Center of Waterbury, LLC 

September 22, 2017 ___________________________________
Authorized Ag

/Gerard R. Marcil

September 22, 2017
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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
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Recipient Delivery Read

Carmen.Cotto@ct.gov Delivered: 9/25/2017 1:46 PM

Kimberly.Martone@ct.gov Delivered: 9/25/2017 1:46 PM

Roberts, Karen Read: 9/25/2017 1:47 PM

Chalikonda, Srinivasa Read: 9/25/2017 1:48 PM

 
9/25/17 
 
Gerard R. Marcil, 
 
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.org) 
 
daniels@chime.org (daniels@chime.org) 
 
Subject: Agreed Settlement 
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