The Next Right Thing, LLC
345 North Main Street, Suite 306
West Hartford, CT 06117

February 6, 2013

Ms. Lisa A. Davis

OHCA Commissioner

State of Connecticut

Office of Health Care Access (OHCA)
Department of Public Health

410 Capitol Avenue

Hartford, CT 06134

Dear Ms. Davis,

The following is The Next Right Thing, L.LL.C’s application for a certificate of need
(CON). If you have any questions or require additional information, feel free to phone
me at 860-236-1499 or email me at Jenifer@NextRightThing.net.

Thank you for your consideration.

Best regards,

g & i

Jenifer C. Simson
Co-Founder and Executive Director
The Next Right Thing, LL.C



CHEMICAL ADDICTIONS TREATMENT SERVICES (CATS)
Website: www.iohnforlenza-baileviade.com
Phone: (860} 796-7974
________ 1268 Main Street Suite 107 .

Newington, CT 06111

July 3, 2013

Deputy Commissioner Lisa Davis

State of Connecticut, Department of Public Health
410 Capital Avenue, MS # 13HCA

PO Box 340308

Hartford, CT 06134

RE: reference to 13-31822-CON-The Next Right Thing
Dear Deputy Commissioner Lisa Davis:

1 am writing you to address a dire IOP need in the Greater Hartford Area in towns such as
West Hartford, Newington, Avon, Simsbury, and Farmington.

| am supporting the Intensive Cutpatient Program {IOP) level of care for the teens with a
primary substance abuse and dual diagnoses in our area. As a clinician and alcohol and drug
counselor who has practiced in the West Hartford Area for the last 25 years, | have witnessed
a lack of resources especially for lOP level of care needs for teenagers (14 to 19) with co-
occurring disorders (psychiatrically diagnosed teenagers with chemical dependency issues).
This level of care is needed for intervention and stabilization. This need has been clearly
lacking for the last 25 years and the dual diagnosed population for teenagers is growing at its
fastest rate ever. High risk substance abuse use such as opioid and cocaine abuse (more
dangerous and highly addictive drugs) are being used by more teens and at younger ages
regarding first time usage reports. 10P with extended aftercare for the adolescents and
parents will insure a greater level of care than just outpatient services have historically
provided in the past. Our youth warrant IOP services. '

Thank you for your attention to this matter.

9%%? ; /_L/%D(,

John Forlenza-Bailey, LADC




The Next Right Thing, LLC’s Application for a Certificate of Need
(CON)

For a community-based Intensive Outpatient Program that offers substance abuse and
mental health treatment for adolescents (ages 16-23) and their families.

The community-based treatment will:

e Provide rapid access to assessment and treatment of at-risk, dually diagnosed
teens

e Provide individualized treatment services not offered in other community-based
settings for mid to late adolescents (ages 16 — 23) suffering from substance abuse
(sa) and mental health (mh) issues

e Reduce need for more intensive services for this at-risk population

e Incorporate parents with more intensive involvement in their children’s treatment
to enhance long-term stabilization of substance abuse and mental health problems

e Coordinate services with local school systems to ensure success in advancing
academic achievement

e Coordinate services with the judicial system to decrease anti-social behaviors
associated with drug abuse

Research studies, newspaper articles, and local emergency rooms report the epidemic
nature of drug abuse, especially opiate addiction, for this population. The lack of
specialized care focused on 16-23 year olds has added to this escalating trend. The
morbidity and mortality rates clearly indicate that treatment needs for this population are
not being adequately addressed.

The Next Right Thing’s clinical staff brings an extensive history and expertise in treating
substance abuse and mental health issues. The treatment program incorporates best
practices using CBT, relapse prevention, and 12-step program concepts. The Next Right
Thing desires to expand services; obtaining DPH licensure approval will allow third-
party insurance payers to contract with The Next Right Thing which in-turn will create
improved access and availability to patients and families seeking care.
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Application Checklist

Instructions:

L

1. Please check each box below, as appropriate; and
2. The completed checklist s2:5:5¢ be submitted as the first page of the CON
application.

X[ | 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.

For OHCA Use Only:

Docket No.:.” 3+ 3 /525 Check No.: 22252345
OHCA Verified by: £z..4 Date: 0.3 -3

X[] 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) 428-7053, at the time of the publication)

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

X[ ] Attached are completed Financial Attachments I and I1.

- X[] Submission includes one (1) original and four (4) hard
copies with each set placed in 3-ring binders.

Note: A CON application may be filed with OHCA electronically through
email, if the total number of pages submitted is 50 pages or less. In
this case, the CON Application must be emailed to ghea@get.gov.

Important: For CON applications(less than S0 pages) filed electronically
through email, the singed affidavit and the check in the amount of
$500 must be delivered to OHCA in hardcopy.

X[ ] The following have been submitted on a CD/Thumbdrive

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

2. An electronic copy of the documents in MS Word and MS Excel as
appropriate.




CON Application filing fee
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M L7 The Hartford Couvant.

A TRIBUNE PUBLISHING COMPANY

Affidavit of Publication

State of Connecticut

Thursday, November 15, 2012

County of Hartford

I, Rena Matus, do solemnly swear that 1 am Financial
Operations Assistant of the Hartford Courant, printed and
published dally, in the state of Connecticut and that from
my own personal knowledge and reference to the files of
said publication the advertisement of Public Notice was
inserted in the regular edition.

On dates as follows: 11/13/2012 $46.18
11/14/2012 $41.18
11/15/2012 $41.18

In the amount of $128.54

THE NEXT RIGHT THING, LLC
20258911

ZONE 6

Jb’\@u&”’ _/  Financial Operations Assistant

Rena Matus

Subscribed and sworn to before me on November 15, 2012

Notary Public



AFFIDAVIT

Applicant: The Next Right Thing. LLC
Project Title: Community Based Relapse Prevention 10P for Substance Abusing

Adolescents and Young Adults

I, Jenifer C. Simson CEO
(Individual’s Name) {Position Title — CEQ or CFOY)

of The Next Right Thing. LL.C being duly sworn, depose and state that
(Hospital or Facility Name)

The Next Right Thing, LLC’s information submitted in this Certificate of
(Hospital or Facility Name)

MNeed Application is accurate and correct to the best of my knowledge.

Si%ture 5 ;Daie
Subscribed and sworn to before me on % d 8 %\%

[0 Sve

Nmﬂ\ng’ Ld‘bhcf{:a smner nm ior Cuurt \\f uhdag, |

NI'JTARFPUBHC FAC o ]
My commission expires: MY COMMISS| = = s s e E T
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State of Connecticut
Office of Health Care Access
Certificate of Need Application

Instructions: Please complete all sections of the Certificate of Need (“CON”)
application. If any section or question is not relevant to your project, a response of “Not
Applicable” may be deemed an acceptable answer. If there is more than one applicant,
identify the name and all contact information for each applicant. OHCA will assign a
Docket Number to the CON application once the application is received by OHCA.

Docket Number:
Applicant:
Contact Person:

Contact Person’s
Title:

Contact Person’s
Address:

Contact Person’s
Phone Number:

Contact Person’s
Fax Number:

Contact Person’s
Email Address:

Project Town:
Project Name:
Statute Reference:

Estimated Total

THE NEXT RIGHT THING, LLC

Jenifer C. Simson

Executive Director and Co-Founder

246 Steele Rd., West Hartford, CT 06117

860-236-1499

860-236-1414

Jenifer@NextRightThing.net
West Hartford, CT
Community Based Relapse Prevention IOP

Section 19a-638, C.G.S.

Capital Expenditure: $8,000 over three years ($2,000 the first year)



Project Description

1. Project Description: New Service (Behavioral Health/Substance Abuse)

a. Please provide a narrative detailing the proposal.

The Next Right Thing, LLC was established in October of 2011 as a private office- based
substance abuse treatment center designed to meet the complex needs of dually diagnosed
mid-late adolescents between the ages of 16-23. The majority of clients receiving
services are poly substance abusing (multiple drug usage including heroin) with a co-
morbid psychiatric diagnosis. The program currently provides: comprehensive
evaluation, individual, family, and group services, crisis intervention, ongoing medication
management services, intensive outpatient programming, coordination of treatment with

schools and the judicial system, and ongoing after-care services.

Since the inception of The Next Right Thing, we have provided a variety of treatment
services to 23 families. These services are 100% funded by the families on a self-pay
basis payable to The Next Right Thing. We provide service statements to submit to third

party payer for out-of-network reimbursement, when covered.

The purpose of this application is to obtain intensive outpatient program (10P)
licensure so that TNRT can be recognized by third party payers and a contractual
relationship for reimbursement can be established. Insurance companies require
DPH licensure in order to reimburse clients for this level of care. Insurance companies

will not reimburse clients for more than one service per day in outpatient settings.

Structure of the IOP

The Next Right Thing’s IOP program complies with federal, state, and third-party payer
regulations. The program is structured for minimally three times a week with an
approximate length of stay of six-eight weeks, followed by long-term long term aftercare
for the adolescent and his/her parents.
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Program components include:

e Comprehensive assessment with the patient and their family that incorporates the
Stages of Change Model to provide the guidelines for determining when a client is
ready for less intensive treatment.

e During the initial treatment assessment, The Next Right Thing will develop a
treatment plan that includes both IOP and after-care goals. These treatment plans will
be reviewed weekly during the IOP phase of treatment.

e Other treatment includes individual, family, a variety of group based services, parent
support, and on-going medical supervision and medication titration.

e We provide an alternative medically supervised ambulatory detox for opiate addicts
(as opposed to a Suboxone detox). Our detox occurs in a highly structured and
supervised program because in our experience 1) Suboxone detoxes are often misused
and frequently unsuccessful and 2) by using a non-opioid detox protocol we can move

patients more rapidly to an opiate blocker (Naltrexone).

The Next Right Thing — Admission Criteria
An IOP level of care for an adolescent client is necessitated by the following factors:

1) A client’s age/and or lack of cognitive and behavior skills to cope with
simultaneous substance abuse and mental health issues.

2) The client demonstrates little or no insight into how continued substance
abuse poses risks in all domains of functioning (social, emotional, moral, and
intellectual) or minimizes severity of both substance abuse and mental health
problems. Functional impairment in meeting age appropriate expectations is
already evident and can be documented.

3) Attempts at outpatient treatment are unlikely to be productive or have failed.

4) The client’s parents demonstrate adequate understanding of substance abuse
and mental health risk factors and can provide appropriate support and
structure to facilitate the client achieving the goals of treatment in an I0OP

setting.

11



5) The parents also consent to involvement in treatment as an essential factor in
their adolescent achieving treatment objectives and goals.

6) The IOP level of care is appropriate level for a client’s transition from more
intensive treatment or as a level of treatment to avoid more intensive partial
hospital or inpatient care.

7) The adolescent demonstrates symptomatology consistent with the American
Psychiatric Association’s (Diagnostic and Statistical Manual) DSM-IV-TR
(Axis 1-5) diagnosis or diagnoses, which require and can reasonably be
expected to respond to therapeutic intervention at this level of care.

8) Admission to the IOP is consistent with the American Society of Addiction
Medicine’s ASAM PC-2R adolescent placement criteria for both clinical
appropriateness and medical necessity of treatment.

9) There are reasonable expectations that the adolescent will show significant
progress toward achievement of treatment goals within the specified time

frames dictated by an individual treatment plan.

Customized Services

The Next Right Thing, LLC offers rapid access to appropriate services, from stabilization
to continuity of care. The following are the specific services offered along with the
rationale for them:

To address the fragmented way addiction and mental health care is currently delivered for
this population:
e Provide a more accurate assessment of a client’s diagnosis, treatment and
medication needs; the 1-6 months duration of the IOP and aftercare provides time
and opportunity to assess and stabilize patients.
e Access: same day or within 24 hour assessment offered.
e Individualized care.
e Mobile crisis capacity.
e Long term aftercare for the adolescents and parents. The long term

aftercare reduces the need for higher levels of care.
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To address major domains in late adolescent development (social, emotional, moral,

intellectual/academic) that have been sabotaged by continued drug abuse and addiction:

e Stabilization and continuity of care.

e Relapse prevention skill development for both substance abuse and mental
health problems. Relapse prevention skills are developed within a setting of both
ongoing peer and parental support & guidance. Lack of a positive, drug-free peer

group is one of the leading causes of relapse.

To address the need for community support:

e Parent involvement: HIPPA regulations in other settings often preclude active
involvement by parents when an adolescent reaches 18 years of age. In this
program, parents are actively involved and critical for treatment success. They are
informed about the results of toxicology screens and are encouraged to impose
consequences if their adolescent’s screen is positive. We combine both a positive
peer experience and appropriate parental support to help dually diagnosed teens
recover from set-backs in social/emotional development secondary to drug abuse.
e Coordination with local high schools and colleges to address students meeting
academic goals. Students may require classroom accommodations that need to be
adjusted as the clinical picture changes. In turn feedback from schools is critical in
shaping clinical interventions. Coordinating a safety net that includes the
treatment program, school, and family enhances odds of preventing relapse and
stabilizing other mental health problems.

e Coordination with the judicial system: Not infrequently drug abusing teens and
their parents benefit from external legal supports. We are working closely with the
judicial system to assure that the client successfully meets the terms or conditions

for probation or court order supervision

Why Parental Involvement is Key

Two factors need to be in place in order to move through the initial pre-contemplation

stage of change (I don’t a have problem) to accepting responsibility for the entire gamut

13



of drug related behaviors. These two factors are: (1) Parents who are more comfortable in
the role of authority and who can understand the implications of drug use on adolescent
thinking and doing and not shame and blame their child, and (2) A clinical program that
understands and supports both the parents need to parent and teen’s need to trust and be
honest about their behavior. If both are in place, clear parent/child obligations, and
honesty and trusting adolescent behaviors, then—and then only—can moral aspects of
character development get back on track. As behavior skill sets become more positive or
adaptive, the adolescent can cope more successfully with other psychological or

psychiatric problems.

Social, emotional, and moral development are inseparable processes occurring between
the ages of 16 and 23. Treatment goals for teens and parents require a longer,
comprehensive program, combining and extending the resources that are already

available in the community.

The Next Right Thing Fills a Gap in Care
The Next Right Thing is the missing link in coordinating and providing care between

existing services for late adolescents with substance abuse and mental health problems.

This is a specialized program that targets 16-23 year-old substance abusers with
significant mental health issues. As a private practice model, the current program offers

intensive treatment services in community based setting.

Part of the unique nature of our program is 1) we offer individualized care with a varying
levels of therapy not available in either facility or private practice settings, and 2) the in-
community, normal setting (office suite in a professional office building) helps minimize
adolescents’ and parents’ negative perceptions and fears often associated with hospital
based programs.

14



As an existing intensive treatment program we are already serving as a link between more

intensive programs (residential treatment and hospital based programs) and routine
outpatient services. For example, the program has:

1) Accepted referrals from local hospital psychiatric inpatient and partial programs (such
as Institute of Living and Rushford Center) as well as taking referrals from hospitals
outside of our area in New Haven and New Canaan. We also cross-refer.

2) Worked with a residential program for teens in Durham CT, sending and receiving
referrals.

3) Coordinated services with private practitioners, school counselors, and probation
officers in the community where additional, more intensive services are required while

the adolescent remains in individual or family therapy with existing clinicians.

Summary of Need

In summary, The Next Right Thing, LLC Is applying to the Department of Public Health
for a license to provide intensive outpatient treatment for dually diagnosed late
adolescents. The morbidity and mortality rates with this group are escalating at an

unprecedented rate, which points to the need for more specialized services.

Our treatment approach has evolved in employing the best practice guidelines for treating
the developmental problems associated with adolescence. We are already working closely
with the local Capital Area Substance Abuse Council (CASAC) community substance
abuse prevention committee, private practitioners, schools, pediatricians, probation
officers, hospitals and other service providers to extend treatment options and tighten the
safety net.

Licensure will help families with adolescents in need to use insurance to cover the

range of services we offer, from intensive outpatient programs through long term

aftercare.

15



Clear Public Need
2. Clear Public Need

The national and local press report stories and statistics that flesh out a widely recognized
epidemic of opiate and alcohol addiction among adolescents and young adults. A
sampling is included in this application and in its bibliography (Appendix A).

CT DPH Drug overdose death rates have never been higher, rising steadily since 1970.
According to testimony given by Patricia Rehmer, MSN, CT Commissioner Department
of Mental Health and Addiction Services before the Public Health Committee on
3/7/2012, CT averaged one opiate death a day among 18-25 year olds — the leading rate
of death for this age group in 2009.

In April 2011’s National Public Health Week Fact Sheet, the CT Department of Public
Health stated that:

1. Overdose death rates in the United States have increased fivefold since 1990.

2. According to the CDC, the increase in drug overdose is largely due to the use of
prescription opioids painkillers.

3. Accidental drug-related poisoning has surpassed motor vehicle crashes as a
leading cause of death in CT.

4. From 2005-2007 there were 2,578 hospitalizations and 7,140 poisoning-related
emergency department visits to the state. In addition, there were 106 suicide
deaths due to drug and alcohol poisonings; and over 3, 000 hospitalizations and
over 3,000 emergency department visits related to suicide attempt drug

poisoning.

In contrast to other treatment programs that address alcohol and marijuana abuse only,
The Next Right Thing is responding to the nationally recognized opiate epidemic (Heroin
and prescription pain killers). In addition, most other programs separate this 16-23 year
old age-group into treatment programs treating 16 and 17 year olds with patients as
young as 12 year-olds and 18 through 23 year olds with much older adults. The Next

16



Right Thing is designed to address this age group’s unique developmental and

neurological challenges.

Location Rationale

a. Provide the following regarding the proposal’s location:

The Next Right Thing, LLC is located at a major intersection in West Hartford at the
corner of North Main Street and Albany Avenue or Route 44. The office is within a 20
mile radius that includes public high schools in West Hartford, Avon, Simsbury,
Bloomfield, and Canton. Within the same geographic area are a number of private
boarding and day schools, parochial schools and several colleges and universities. We are
also 20 minutes from Interstate 84 and therefore a reasonable driving distance from

surrounding communities from Glastonbury to Southington.

i. The rationale for choosing the proposed service location;

We chose this location utilizing 4 criteria:
1) What is the population with an unmet need
2) Where is there a high density of a population in need
3) What location (setting) would have the best chance of engaging parents and
families
4) What precise location would promote ease of access — i.e., parking, main

roads

In summary, we chose the greater West Hartford area because the demographics are

consistent with documented need for services and a lack of treatment options.
The primary market area is dense with 16-23 year olds. This becomes obvious when we

look at the density of private and public high schools and colleges. There are more than
15 of these institutions within a 5 mile radius. At the college level West Hartford alone
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has St. Joseph’s and UConn extension campus and is within 5 miles there are U of
Hartford, Trinity, Tunxis Community, Greater Hartford Capital, Rensselaer Hartford
Graduate Center, Harford School of Music, Hartford Seminary, and Lincoln College of
New England, as well as technical and trade programs.

We selected the professional office building private practice suite in order to reduce
patient anxiety around treatment. There’s a mix of retail, professional, and healthcare
providers within the building — our patients and their families could be going anywhere
and can feel comfortable that their concerns that bring them to the building will remain

private and confidential.

The specific office location in Bishop’s Corner West Hartford was selected because it is
1) on a major intersection of two well-traveled commuter roads (Rt. 44 links Avon to
Hartford and North Main Street links Newington to Bloomfield), 2) ample and well-lit
parking with plenty of handicap parking, 3) high quality, handicap accessible building,
and 4) 24-hour security.

The population in most need for this specific treatment resides in West Hartford
and the surrounding communities. The current location was picked in order to be
convenient to patients and their families — close to where many parents work and

where our patients live and go to school.

18



ii. The service area towns and the basis for their selection;

The service area is centered in West Hartford and includes Avon, Canton, Farmington,
and Simsbury. These towns are included in our service area because of 1) service needs
of their adolescents and 2) ease of access to our office. The practice has drawn families

from Glastonbury and as far away as Orange.

Per US census data, the 4 suburbs — surrounding Hartford to the west of the river - have
approximately 130,000 residents and 16,600 16-23 year olds. The youth numbers are
significantly higher when you include private high school and college students. Our

assessment is that the number of targeted population is sufficient to support this program.

Overwhelming evidence both nationwide (e.g., Monitoring the Future studies) and
local (e.g. 2011 Biannual West Hartford Drug and Alcohol Survey) shows that these
relatively affluent communities are at particular risk in the current drug epidemic
due to the high risk nature of the patterns of drug abuse that these towns’ teens
indulge in. Compounding factors that influence their high risk of using (and overdosing)

include:

. Adolescents and young adults continue to use even as their understanding of the
perceived risks increase. This trend is documented in in the 2011 Biannual West
Hartford High School Drug and Alcohol study. In the study, over a fifth of the

teens reported having taken pills without knowing what they were. In The Next

Right Thing’s practice, we’re seeing unprecedented willingness to “try” heroin
despite its reputation as a dirty drug.

. Access to money, credit cards, expensive jewelry, electronics, etc. in the relatively
affluent suburbs is being used to pay for costly prescription drugs sold on the
streets and marijuana.

. Parents’ tendency to minimize the severity of their children’s substance abuse
problems (they assume it’s at the level of their own use 20-30 years ago) or their
lack of knowledge and skill in recognizing signs and symptoms of substance

abuse.
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. High relapse rates after residential care. In our experience of the population we
have already treated, 30% of those receiving care started with The Next Right
Thing after having relapsed post residential treatment. The Next Right Thing also
provides after-care and reconnects substance abusing youth to their community in
healthy ways.

. Affluent parents’ willingness to pay for attorneys rather than allow their children

to face the natural consequences of their children’s drug and alcohol behavior.

Evidence of Need

iii. The population to be served, including specific evidence such as incidence,

prevalence, or other demographic data that demonstrates need;

Per US census data The 4 suburbs — surrounding Hartford to the west of the river - have
approximately 130,000 residents and 16,600 16-23 year olds. The national prevalence
data shows that at any given time an estimated 20% of 16-23 year olds are engaging in

risky drug and alcohol behaviors.

If this estimate is true, at any given time over 3,000 youths between the ages of 16-23 in
our target market are engaged in illicit drug use including binge drinking. The Next
Right Thing, LLC estimates that it can serve about .5% or 15 youths and their families at
any one time, an estimated 60 patients and families over the course of a year. This

represents 2% of the population in need.

So let’s review a sampling of published evidence relating to suburban teens and

young adults in communities just like this one.
1. Abundant research regarding risk: SAMHSA, Center for Behavioral Health Statistics

and Quality’s National Survey on Drug Use and Health in 2008 and 2009 showed that

in Connecticut adolescents between 12-17 years of age percentages of illicit drug use
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is 10% and binge drinking is 13% among the highest in the nation. For young adults

18-25, illicit drug use within the last month was just under 25% and binge drinking
close to 47%.
In West Hartford, CT, where The Next Right Thing, LLC is located, the 2011
Biannual West Hartford High School Drug and Alcohol Survey reports:
e 40% of teens get prescription drugs from friends
e 21.3 % of teens reported having taken pills without knowing what
they were
e 19.6% of youth reported having mixed drinking and
prescription/over the counter drugs
e In the past 30 days, 6.2% reported using pain relievers or opioids,
and 3.3% reported using stimulants
. Treatment Episode Data Set (TED) Dec 2009: In 2007 1,600 adolescent treatment
admissions for heroin. On average adolescent heroin admissions were 14.8 years old
when they first used heroin and 16.3 at their first admissions. More than half of
adolescent heroin admissions had at least one prior treatment episode. More male
than female. 75% Caucasian. Greatest percentage came through criminal justice
system. 56% abused marijuana. 32% cocaine. Recovery services need to be age
appropriate.
. 2010 National Survey on Drug Use and Health (NSDUH): Summary of National
Finding. Marijuana most commonly used illicit drug. Narcotics second. The rate of
current use of illicit drugs among young adults 18 to 25 increased from 19.6
percent in 2008 t021.2 percent in 2009 and 21.5 percent in 2010. Primarily driven
by marijuana.
Patricia Rehmer, MSN and CT Commissioner Department of Mental Health and
Addiction Services before the Public Health Committee on 3/7/2012. She spoke in
favor of act HB 5063 that would allow Narcan, “which is used to counteract drug
overdoses” to be prescribed more broadly. Patricia Rehmer quoted a CT 2009 study
that showed that “drug overdose was the leading cause of death among 18-25 year

olds” in the state.
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. The Monitoring the Future (MTF) project (see abstract summary in Appendix A or
http://www.monitoringthefuture.org) shows that daily marijuana use increased among
8™ 10" and 12th grades from 2009 to 2010 paralleling softening attitudes of risk.
Among 12" graders nonmedical use of Vicodin decreased but nonmedical use of
Oxycontin remained unchanged and increased among 10" graders over the past 5
years. Nonmedical use of Adderall increased among 12" graders.

Partnership atDrugfree.org and Met Life foundation (April 6 2011) “...indicates that
teen drug and alcohol use is headed in the wrong direction, with marked increase in
use of marijuana and Ecstasy over the past three years. The 22 annual Partnership
Attitude Tracking Study (PATS) affirms a disturbing trend that has emerged among
American teens since 2008 and highlights that as underage drinking becomes more
normalized among adolescents, parents feel unable to respond to the negative shifts in
teen drug and alcohol use... Among teens who reported drinking alcohol, the average
age of first alcohol use was 14... Teens see little risk in heavy drinking. Parents
feel they can’t stop risky behavior... It is important to note that teens that begin
drinking before the age of 15 are much more likely to develop problems with alcohol
as adults.” According to the PATS survey teen abuse of prescription continues to be
an area of major concern. The data found that 25% of teens have taken a prescription
drug not prescribed by a doctor at least once in their lives. This PATS data is from the
22" annual study of 2,544 teens in grades 9-12 and 831 parents.

. The Ridgefield Patch June 25, 2012 reported “The Center for Disease Control and
Prevention (CDC) released a rather alarming statistic this week regarding teen deaths.
The incidents of teen fatalities related to poisonings among 15 to 19 year olds
increased more than 90% between 2000 and 2009. The CDC’s report states that this is
a result of our country’s epidemic of prescription drug abuse. Although many teens
might otherwise shy away from illegal street drugs, more and more teens are turning
to prescription drugs and over the counter medicines to get high. These drugs include
pain killers that might be prescribed after a person undergoes surgery, depressants
that are taken for sleep aid, depression or anxiety or stimulants such as those used for
ADHD. The over the counter medicines include cough medicine and cold remedies.

Narcotic pain killers like Vicodin, Oxycontin, Percocet or Lortab, including the
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10.

generics such as methadone and hydrocodone are highly addictive and are very
dangerous. Sadly, each day 2,500 students from 12 to 17 abuse a pain relieving
drug for the first time. In fact, prescription medicine is the second most abused
drug other than marijuana. Most teenagers obtain these prescription meds by
stealing them from their parent’s medicine cabinets and even share them with
friends or sell them at school.

Daily News, June 20, 2012 reads “Heroin use among suburban teens skyrockets;
Experts say prescription pills are the new gateway drug. “Twenty years ago half
of the heroin addicts in treatment lived in two states-New York and California,”
according to Dr. Joe Gay director of health Recovery Services in Ohio, “Now we are
seeing it spread out of the cities, into the suburbs and rural areas.” ...National data
from the Substance Abuse And mental Health Services Administration (SAMHSA)
shows that the number of teens dying form heroin use has skyrocketed. In 1999, 198
people between the ages of 15 and 19 died of a heroin overdose, compared to 510 in
20009, the latest year data was taken. More teens are seeking treatment for heroin use,
too—the figure jumped from 4,414 to more that 21,000 (about 80%) between 1999

and 2009. Ninety percent of teen heroin addicts are white, according to the data.”

Excerpted from Adolescent Substance Abuse Knowledge Base 2009©
(www.Adolescent-Substance-Abuse.com) article titled “The New Faces of Heroin

Addiction: Teen Use on the Rise”

Causes of the Trend

With the recent proliferation of prescription opioid painkillers, opiate use
has become far more domesticated and widespread than ever before. Because of
drugs like Oxycontin and Vicodin, more people are familiar with the effects of
opioid medications, which, by extension, makes heroin seem less scary and not so
exotic. Many people, including teenagers, no longer associate heroin with the
horror stories of overdose and crippling addiction. Instead, they associate it more

and more with those relatively safe and familiar prescription drugs. The result is
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that, for young people especially, prescription opioids can act as gateway drugs to
heroin.

Compounding this problem is the fact that heroin is often far cheaper than
its prescription counterparts. A single pill of Vicodin or Oxycontin can be
anywhere from $40 to $75, while a small bag of heroin may cost less than a six
pack of beer and achieve the same high. So, for anyone already addicted to
prescription opioids, cheap, accessible heroin may seem like a much better deal.

While people in their late 20s, 30s or older may remember alcohol and
marijuana as being the drugs of choice for teenagers, things have changed. Heroin
is no longer thought of as some inaccessible drug mostly used by grown-up
junkies in big cities. These days, people in their teens and early 20s are being
targeted as the next big market for a drug that has long been in decline among
adult populations. In some places, teens report that heroin is even more accessible

than marijuana, ecstasy and alcohol.

Dangers of Teen Heroin Use

Adding to the problem is the fact that today’s heroin is as much as 15
times as potent as the heroin of decades past. When you combine this factor with
the low price and increased accessibility of the drug, teens are in grave danger.
Even when it wasn’t so potent, heroin was already one of the most dangerous and
addictive illicit drugs on the market.

Lack of education and misinformation is a problem. Among kids who use
heroin, there are likely to be myths and false rumors about use of the drug. For
example, some experts say that the rash of teenage heroin overdoses over the past
few years is a result of a mistaken belief that snorting heroin is less dangerous and
less addictive than injecting. Bad information about hard drugs like heroin can
lead people to put their lives in danger without even knowing it.

Teenagers also tend to be more reckless with their safety than adults,
which makes all of the dangers of heroin use that much more acute. Teenagers are
more likely to overdose, to allow themselves to become addicted, or to mix heroin

with other drugs. Also, among individuals who do inject the drug, teenagers are
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less likely to take precautions to prevent blood borne illnesses like HIV and
Hepatitis.

Finally, teenagers are less likely to seek heroin treatment, as they may be
worried that they’ll get in trouble if they tell their parents. Thus, parents often do
not find out about the addiction until the child overdoses, begins failing in school
or gets in trouble with the law. ((Added by applicant) The growing body of
research shows that Suboxone used to detox patients from opiates is a problem in
the suburb. Teens are using the opiate agonist to get high to detox themselves so

their parents won'’t know they 're addicted.)

Heroin Use among Suburban and Privileged Youth

A major component of the increase in teenage heroin use is a marked
upswing among Kids in suburban areas. For instance, in places like Suffolk
County, N.Y., a suburban area outside of New York City, the number of deaths
associated with heroin use has more than doubled in just the past couple of years.
In nearby Nassau County, the number of people between the ages of 19 and 25
entering heroin rehab has increased nearly fivefold in the past eight years — from
59 in 2000 to 458 in 2008. There are many possible ways to explain this trend.
For one thing, suburban youth from middle-class backgrounds are much more
likely to have access to gateway prescription painkillers. And while those
prescription drugs tend to run out, heroin is always available for those who know
where to find it. Suburban teenagers also have more money to spend, and many of
them have cars, which gives them a greater amount of freedom and mobility.
Suburban ennui and academic pressure may also play a role, with heroin giving
teenagers an outlet for their frustrations and a temporary escape from their

problems. (Emphasis added)

11. Courant.com June 25, 2012. “Teen Pot Use at 30-Year Peak—Are We Too Lax?”

Excerpts read: “Marijuana is not as innocent as it is being perceived,” said Yiraf
Kaminer, a professor of psychiatry and pediatrics at the University of Connecticut

Health Center and who directs the Adolescent Treatment of Marijuana Study...A
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researcher who has been studying addiction and marijuana for decades, Kaminer
treats hundreds of teenagers from throughout the Hartford area who are part of his
study. These kids are chronic smokers of marijuana suffering from--“cannabis use
disorder”—who come on their own or who are referred to his program by the courts.”
[Siting the Monitoring the Future out of the University of Michigan study of over
50,000 8th, 10", and 12™ graders, Kaminer says that “the daily use of pot is at a 30
year peak among teenagers. About 1 in every 15 high school seniors report smoking
at least daily... Kaminer warns about the effect of pot on the still-developing teenage
brain, about the danger of driving under the influence of pot being as risky as driving
drunk, and the link between drug use and psychiatric disorders in young people...
“We’ve seen more cases of early onset schizophrenia. Marijuana increases the chance
for early onset by 10%.”

Numerous references in the literature prove that the psychoactive ingredient in
marijuana tetrahydrocannabinol may cause transient anxiety and panic episodes—
even with regular users. Roger Myer, M.D., previous chairman of the Department of
Psychiatry at University of Connecticut found that marijuana users could have
idiosyncratic experiences he described as both “acute” leading to various intensities
of anxiety, and “toxic” episodes resulting in psychosis. In my practice over the past
40 years | have seen both types. Of particular concern to me has been adolescents
with a family history of Bipolar disorders who used marijuana on a regular basis
present for treatment with manic or hypomanic symptoms. It’s not worth discussing
the probabilities whether or not these symptoms would have surfaced on their own at
some point. The facts are that heavy use was present at the onset of symptoms—and
if they returned to smoking, even when on mood stabilizing medication, manic
symptoms returned. But as the documented perceived risks associated with
acceptance of “Medical Marijuana” diminished for teens, the potency or
concentration of TCH increased 10 fold in the years since 1972 when the substance
was listed as a Class 2. As the potency increased so have the harmful sequelae of use.
For a fuller understanding of the mechanisms involved in metabolizing marijuana,
refer to “Foundations in Behavioral Pharmacology” Third Edition. How this

Population is Being Under Served
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iv. How and where the proposed patient population is currently being served;

There are no intensive outpatient programs that primarily target substance abusing
adolescents (16-23) in the area. For this population, many are going untreated. This
becomes clear when one looks at the demographic numbers, emergency room visits, and

overdose statistics. (Per research cited in the prior sections)

Some of the 16-23 year olds who are abusing are currently served by The Next Right
Thing but not at an IOP level due to financial constraints by insurers and by the patient

families.

Others patients are served at programs not designed for this population. Most, if not all
IOP programs that treat 18-23 year olds, treat them in the same program along with both
much older adults and those with a wide variety of mental health issues. This is also true
for those 10P providers who treat adolescents — 16-17 year olds are treated in the same
program with much younger adolescents and adolescents with a variety of psychiatric

issues.

The remainder of those who do get treatment are often treated out of state in residential or

wilderness programs.

The justification for this program is based on evidence that this patient population is not
being adequately served for the reasons already cited and we provide the missing piece in
the safety net. The IOP program will offer:

e Specialized diagnostic and treatment services dedicated to this age group

e Local and accessible within 24 hours

e Treats the whole family not just the substance abusing patient

e Connected to the community through close working relationships with school

counselors, parole officers, mental health professionals, and parents.
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Existing Providers

v. All existing providers (name, address, services provided) of the proposed

service in the towns listed above and in nearby towns; and

We’ve done significant research to identify treatment resources in the greater West
Hartford area that specialize in providing “substance abuse & relapse prevention”
services to older adolescents and young adults. We have not been able to find specific
providers who target our intended population. However, the following offer mental

health services to either children/adolescents and/or adults:

Private Clinicians

There are a variety of private practice clinicians within the service area. The majority of
those providers provide individual therapy based services to address patients’ mental
health needs. Substance abuse, for most of these clinicians, is a secondary diagnostic

category. These clinicians do offer some group based treatments but not IOP programs.

Hospitals
In the greater Hartford area, the following hospitals offer IOP and partial hospital

services:
ADRC or Alcohol and Drug Recovery Centers, Inc. 500 Blue Hills Ave. Hartford, CT
06112.
— Adult treatment services only, mostly alcohol
Hartford Hospital 80 Seymour St., Hartford, CT 06102;

— Child & Adolescent 10P combines all types of mental health issues and ages of

children & adolescents into one program;

—Young Adult Services (ages 17-26) IOP/PHP addresses all sorts of behavioral
problems and mental health issues (not specific to substance abuse) under one roof;

— Adult Day Treatment for substance abuse and addiction mixes ages 18 on up.
U Conn Medical Center 263 Farmington Avenue, Farmington, CT 06030

— Dual Diagnosis IOP for ages 18+ who have completed a detox program. Again,

young adults (18-23) will be in the same program as much older men and women at very
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different stages of development and experiences.
St. Francis Hospital 114 Woodland Street, Hartford, Connecticut 06105

— No IOP. St. Francis Hospital offers complementary services by offering in-
patient opiate detox and Methadone treatment and offers outpatient services.

Government Run facilities
Capital Region Mental Health Center 500 Vine St., Hartford CT. 06112

— Qutpatient services for adults only (18+) with serious psychiatric disorders or

dual-diagnosed: HOPE (Homeless Outreach & Positive Engagement) and Co-Occurring

Disorders Team

Please note that The Next Right Thing is currently receiving referrals from Hartford
Hospital and private clinicians due to 1) The Next Right Thing’s clinical expertise (i.e.,
regionally acknowledged staff treating this age group and these types of disorders), 2) the
lack of availability of treatment that targets adolescents/young adults and, 3) specific
treatment expertise regarding opiate addiction.
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vi. The effect of the proposal on existing providers, explaining how current

referral patterns will be affected by the proposal.

Given the large volume of prospective patients who go under or untreated, the addition of
The Next Right Thing’s IOP is not anticipated to have a negative impact on other

providers within the community.

Conversely, we believe that the licensure of The Next Right Thing’s IOP will allow
patients and families the ability to access their third party insurance to support the
patient’s treatment at an IOP level of care. This will enhance the delivery system in total
and significantly streamline the referral process for patients and providers who want to
access The Next Right Thing’s services. In addition, for patients who require more or
ongoing care we expect that our referrals back to community providers (including

hospital programs) will continue.

In short, The Next Right Thing, LLC will be referring to private practitioners in the
community when 1) our patients no longer need intensive level of services, or 2) when
we identify family members who need treatment that we don’t provide. We will refer 10
inpatient and PHP providers if during intake or during the course of treatment we

identify a patient who needs more intensive levels of care.
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Projected Volume

3. Projected Volume

a. Complete the following table for the first three fiscal yvears (“FY”) of the

proposed service.

Table 1: Projected Volume

Projected Volume

(First 3 Full Operational FYs)**

Actual | FY FY FY
FY 2013 2014 2015
2012
Service type: IOP level of Care (59480) NA 31 38 52
Service type: Current IOP-type services 20 NA NA NA
(number of patients who would qualify for IOP
level of care)
Total 20 31 38 52

** |f the first year of the proposal is only a partial year, provide the first partial year and
then the first three full FYs. The Next Right Thing, LLC operates in Calendar Years,

i.e., Jan 1- Dec 31.

Volume Assumptions

b. Provide a detailed description of all assumptions used in the

derivation/calculation of the projected volumes.

The Next Right Thing served 20 patients during 2012 to whom we provided multiple

services to and who would have qualified for an IOP. We’ve seen at least 4 more in

January 2013 as the program has gotten established in the community and our referral

rate grows.
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Once The Next Right Thing, LLC is licensed to offer an 10P, we project that 31 in 2013
will be easily attained. This represents an increase of only 11 new families over 2012. As
we bring on additional part-time and full time clinicians, we will have the ability to say
yes to referrals from towns, parole officers, hospitals, and residential programs. We’ve
assumed an additional 7 patients in 2014 and another 14 in 2015 — conservative growth
given the extremely high number of adolescents/young adults who are currently

struggling with substance abuse issue.

c. Provide historical volumes for three full years and the current year to date

for any of the Applicant’s existing services that support the need to

implement the proposed service.
The Next Right Thing, LLC started taking patients in October 2011. Since inception of

the NRT, we have provided intensive outpatient services to 20 patient families. We have
offered treatment services to approximately 15 other patients and families who chose to
not accept care due their need to accept care from their insurance companies’ in-network

provider.

Fiscal Year Number of Families Served

who qualified for 1OP level

of care
3 months 2011 (Oct- 5
Dec)
2012 20

d. Provide a copy of any articles, studies, or reports that support the statements

made in this application justifying need for the proposal, along with a brief

explanation regarding the relevance of the selected articles.

Please refer to Appendix A for a list of reference material used throughout this

application.
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Quality Measures

4. Quality Measures

a. Submit a list of all key professional, administrative, clinical, and direct

service personnel related to the proposal. Attach a copy of their Curriculum

Vitae.

Bios for key clinical staff
Julian N. Hartt Jr., ACSW, LCSW

Clinical Director and Founder

Julian Hartt Jr. brings 40 years of clinical experience working with adolescents with
substance abuse and psychiatric problems and their families. He has extensive experience
in a variety of settings: hospital, college and high school campuses, and private practice.
He worked for 13 years at a private inpatient psychiatric hospital with adolescents,
including 4 years as Unit Chief. Julian designed and implemented the first partial hospital
program for adolescents in Connecticut. He has worked for 20 years with Atlantic Health
Services (New Haven/Hamden), 8 years as their Clinical Director. Julian also consulted
for Quinnipiac University, Choate-Rosemary Hall, several public schools, and

community-based drug and alcohol programs.

At The Next Right Thing, Julian Hartt is responsible for intake evaluations, treatment

program design, and therapy.

Dr. Ann L. Price, MD
Chief Medical Consultant

Ann Price, MD has over 34 years of psychiatric experience serving adolescents and
adults. She maintains a private practice for children and adults, is a Clinical Assistant
Professor, Department of Psychiatry with the University of Connecticut Medical School,

and is a Faculty Member and Supervising Analyst, Division of Psychoanalytic Medicine
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at New York Medical College. She has been the Chief Medical Officer for
Intercommunity Mental Health Group in East Hartford since 2004.

Ann’s career shows a deep commitment to adolescents; she has been the psychiatric

consultant to school programs in Connecticut and Massachusetts, was the Chief of

Psychiatric Consultation consulting on complex treatment cases for the Office of the

Commissioner, Department of Mental Health (1989-91) and, was the Director of
Adolescent Services (1983-1987) for The Institute of Living.
At The Next Right Thing, Dr. Price is responsible for medical evaluations and the opiate

detox program.

Please See Appendix C for Curriculum Vitae

Key Personnel — clinical and administrative

Dr. Anne Price — Medical Director
Julian Hartt, Jr., LCSW — Clinical Director & Co-Founder

Jenifer C. Simson — Executive Director & Co-Founder

Improving Healthcare Delivery

b.

Explain how the proposal contributes to the quality of health care delivery in the

region.

This proposal contributes to the quality of delivery system in the greater Hartford region by:

1)

2)

3)

4)
5)

answering the demand for substance abuse treatment for adolescents and young adults

that is developmentally appropriate,

filling the gap for intensive treatment that falls between the level of PHP and weekly
psychiatric visits,

building parent & peer community,

coordinating services with parole officers and school counselors, and

negotiating case rates with insurers to make theses intensive services affordable to more

families.
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Creating Consistency, Continuity of Care

Treatment for many at -risk substance abusing adolescents is fragmented between brief
hospitalizations for acute crises, brief partial hospitalizations, and conventional outpatient
therapies. To utilize insurance patients must meet criteria for medical necessity as defined
by acute need for care-not remedial care or services. Moreover, the number of adolescent
inpatient beds has declined dramatically in the past 15 years in Connecticut, leaving
many teens sitting in emergency departments waiting for services. Because of the
corrosive effects of the primary drugs currently being abused on the major domains of
adolescent adjustment, marijuana and opiates—as well as binge drinking, longer term
treatment is necessary, as ASAM indicates. The Next Right Thing, LLC’s IOP will add
an option for consistent, continuity of care that is needed for substance abusing

adolescents.

Insurance may cover 7 to 10 days of residential care, if at all, depending on benefit
structure. Because of the limits on insurance coverage for treatment at the inpatient or
partial hospital levels of care, there is now a trend for parents to refer their children to

expensive, self-pay residential and “wilderness” programs—especially in the

communities The Next Right Thing targets. There are no objective outcome studies that

these programs reduce rates of relapse. Aftercare is still necessary—especially with
family involvement. Families need to rely on insurance covered treatment. Once
licensed, insurers will negotiate case rates with The Next Right Thing, resulting in

lower costs to patient families.

Improving Medication Management

The Next Right Thing started admitting patients in October 2011. It has been our
experience that many of the adolescents and young adults referred to our program were
already on psychotropic medication even though they were abusing drugs. It is difficult, at
best, to determine what medication is appropriate if drugs are still affecting brain activity
in adolescents. For example, a disproportionate number of adolescents have been referred

for treatment already diagnosed and medicated for ADHD while they continued to use
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marijuana, a drug which affects motivation, concentration, and memory: the primary

symptoms of ADHD.

With a program expectation that all clients will be drug free, monitored by weekly drug -
screens, we have found that clients require less medication for the full spectrum of DSM
disorders. Or, because a diagnosis was made at other levels of care while the adolescent
was abusing drugs or had recently discontinued use, the diagnosis wasn’t accurate and the
medication wasn’t appropriate. Abstinence from illicit drugs as well as less medication is
certainly preferable for a developing adolescent’s brain. Our treatment practices are
and will continue to result in safer, more efficacious medication management for this

high-risk group.
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Standard of Practice Guidelines

c. ldentify 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 each of the quidelines.

The Next Right Thing is Dual Diagnosis Capable (DDC) Complying with NIDA and
NAMI Recommendations

1) The IOP is structured and staffed to address in policy, procedures, assessments,
treatment planning, and program content adolescent co-occurring substance abuse
and mental health issues.

2) The NRT acknowledges biopsychosocial factors in etiology, expression, and
treatment.

3) An onsite psychiatrist will provide psychopharmalogical assessments,
administration and monitoring of medication supported by ongoing psychosocial
assessments and treatment. A psychiatrist is available 10 hours a week for a
maximum of 16 clients.

4) A licensed mental health professional coordinates care for each group of 8 clients.

5) Crisis intervention services are provided 9 to 5 during the week with mobile
capability to homes or schools.

6) 24/7 emergency services.

The Next Right Thing has adapted the ASAM guidelines within the practice of its
acceptance and treatment of this population. (See Appendix D to view ASAM criteria
incorporated into treatment plan). The ASAM criteria have become nationally recognized
guidelines and accepted by most insurers and practicing clinicians to determine the

patients’ severity of illness and level of care requirements.
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A Brief Overview of the Standard of Practice Guidelines Follows:
Placement Criteria Guidelines
The Next Right Thing, LLC follows the American Society of Addiction Medicine’s

patient placement criteria (ASAM PPC-2R).

The ASAM PPC-2R Preface to Adolescent Criteria: “The goal of the adolescent criteria

is to facilitate the process of matching patients in need of treatment with treatment
services and settings in order to maximize treatment accessibility, effectiveness, and
efficiency. The principle on which the criteria are based is that of clinical
appropriateness. In considering appropriateness, quality and efficiency are emphasized
over cost. The concept of “clinical appropriateness” contrasts with the more familiar
“medical necessity,” which has become a term associated with the restrictions on
utilization and thus has become defined narrowly, often related only to the first three
ASAM assessment dimensions. In fact all six dimensions on the ASAM PPC-2R are
needed to accurately assess the severity of the adolescent’s problem, his or level of

functioning, and the clinically appropriate placement.

The ASAM criteria are intended to evolve in response to ongoing advances in the field of
adolescent addiction medicine. At present, the ASAM criteria are based predominately on
consensus best practices.” (Found on page 179 of The ASAM PC-2R)

The ASAM criteria considers multiple dimensions of assessment, clinically-determined
treatment, variable length of stay and a better definition of a continuum of care. The PPC-

2 defined six areas or dimensions of assessment:

« Dimension 1 - Acute Intoxication and/or Withdrawal

o Dimension 2 - Biomedical Conditions and Complications

o Dimension 3 - Emotional/Behavioral Conditions and Complications
« Dimension 4 - Treatment Acceptance/Resistance

o Dimension 5 - Relapse / Continued Use Potential

« Dimension 6 - Recovery Environment
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ASAM Ceriteria are based on “bio psychosocial” vulnerabilities with middle to late
adolescents summarized:

1) Primary importance is the stage of emotional, cognitive, physical, social and moral
development.

2) Although most adolescents do not evidence dependence or physical withdrawal
symptoms or physiological deterioration secondary to alcohol use, never the less
they are vulnerable to the full range of emotional, behavioral, cognitive, and
familial manifestations of addiction.

3) Adolescents typically demonstrate a higher degree of co-occurring
psychopathology, which may not remit with abstinence. These limitations severely
inhibit the ability of adolescents to arrest their addictions and address essential
developmental tasks without external assistance and support.

4) Adolescents’ use of alcohol {and/ or other drugs} impairs their emotional and
intellectual growth, preventing completion of maturational tasks. The substance
abusing adolescent’s psychological and social development are compromised and
therefore the formation of a strong positive self- identity.

5) These and other developmental issues make adolescents particularly vulnerable. In

general, for a given degree of severity or functional impairment, adolescents require

more intensive treatment than adults.

6) The difference is reflected in clinical practice—and in the criteria for placement--by

a tendency to place adolescents in more intensive levels of care.”

Treatment Guidelines
The Next Right Thing’s current program and proposed IOP is Dual Diagnosis Capable
(DDC) and is designed to comply with NIDA and NAMI Recommendations.

NIDA (The National Institute on Drug Abuse - www.drugabuse.gov/) recommends that

treatment should be supported by evidence that the treatment modalities are appropriate
for the population. In line with NIDA recommendations, The Next Right Thing’s IOP
incorporates Stage Recovery, Relapse Prevention, Cognitive Behavioral Therapy (CBT),
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and 12 step treatment approaches. The Next Right Thing also follows NIDA
recommendations to assess and adapt treatment as the patient’s needs change-- including

plans for aftercare formulated in the initial phases of treatment.

NAMI (National Alliance on Mental Iliness - www.nami.org) acknowledges in “Dual

Diagnosis in Adolescence” (2012):
“Adolescents are often referred to treatment for substance abuse but are not referred
to a qualified mental health professional for an appropriate diagnosis

and treatment of any underlying cause for their drug and alcohol abuse.

However, many teens have symptoms of a mood disorder that may in fact lead to
self-medicating with street drugs and alcohol. Families and caregivers know how
difficult it is to find treatment for an adolescent who abuses drugs or alcohol but is
also diagnosed with a brain disorder (mental illness), i.e., ADHD, depression, or
bipolar disorder. Traditionally programs that treat individuals with brain disorders
do not treat individuals with active substance abuse problems, and programs for
substance abusers are not geared for people with mental illness. Adolescents are
caught in the treatment gap. The combination of mental illness and substance abuse
IS so common that many clinicians now expect to find it. Studies show that more
than half of young persons with a substance abuse diagnosis also have a

diagnosable mental illness.”
[Also a disproportionate number of adolescents with learning disabilities present for

treatment with both substance abuse and mental health problems. Comment added
by Julian Hartt, Jr., LCSW]
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Organizational and Financial Information

5. Organizational and Financial Information

Identify the Applicant’s ownership type(s) (e.g. Corporation, PC, LLC, etc.).

LLC-Limited Liability Corporation

. Does the Applicant have non-profit status? No

Provide a copy of the State of Connecticut, Department of Public Health

license(s) currently held by the Applicant and indicate any additional

licensure categories being sought in relation to the proposal.

The main reason for submitting this Certificate of Need application is to obtain
licensure from the Department of Public Health. Although our current program is

not yet licensed our clinical personnel are State of CT licensed:

Ann L. Price, MD - CT license number is 01732
Julian N. Hartt Jr., LCSW — CT license number is 001459

. Financial Statements

i. If the Applicant is a Connecticut hospital: NA

ii. If the Applicant is not a Connecticut hospital (other health care facilities):

Audited financial statements for the most recently completed fiscal year.

If audited financial statements do not exist, in lieu of audited financial

statements, provide other financial documentation (e.g. unaudited

balance sheet, statement of operations, tax return, or other set of books.)

Please refer to Appendix C for financial statements
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e. Submit a final version of all capital expenditures/costs as follows:

Table 2: Proposed Capital Expenditures/Costs

Medical Equipment Purchase $0
Imaging Equipment Purchase 0
Non-Medical Equipment Purchase $2,000/year for 2

years (chairs, desk,
etc.) and $4,000 in
the third year.

Land/Building Purchase * 0
Construction/Renovation ** 0

Other Non-Construction (Specify) 0

Total Capital Expenditure (TCE) $2,000
Medical Equipment Lease (Fair Market VValue) *** $0

Imaging Equipment Lease (Fair Market Value) *** 0

Non-Medical Equipment Lease (Fair Market Value) *** 0

Fair Market Value of Space *** $0 for next two

years expected to
increase in year by

$16,000
Total Capital Cost (TCC) $0
Total Project Cost (TCE + TCC) $2,000
Capitalized Financing Costs (Informational Purpose Only) 0
Total Capital Expenditure with Cap. Fin. Costs $2,000

* 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.

** |f 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.

*** |f 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.
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f. 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.

None — The Next Right Thing, LLC is financing this program out of existing operations

and resources.

Patient Population Mix

6. Patient Population Mix: Current and Projected

a. Provide the current and projected patient population mix (based on the

number of patients, not based on revenue) with the CON proposal for the

proposed program.

Table 3: Patient Population Mix

Current** Year 1 Year 2 Year 3

FY *** FY **k* FY **k* FY **k*
Medicare* 0 0 0 0
Medicaid* 0 0 0 0
CHAMPUS & TriCare 0 0 0 0
Total Government 0 0 0 0
Commercial Insurers* 100% 100% 100% 100%
Uninsured 0 0 0 0
Workers Compensation 0 0 0 0
Total Non-Government 100% 100% 100% 100%
Total Payer Mix 100% 100% 100% 100%

* Includes managed care activity.

** New programs may leave the “current” column blank.

*** Fill in years. Ensure the period covered by this table corresponds to the period

covered in the projections provided.

43




b. Provide the basis for/assumptions used to project the patient population mix

All of our current IOP patients are “self-pay” due to The Next Right Thing, LLC’s
absence of licensure and contractual relationships with insurance payers. Once licensed,

we expect our patient mix to continue to be primarily covered by commercial insurance.

Financial Worksheets & Assumptions

7. Financial Attachments | & 11

a. Provide a summary of revenue, expense, and volume statistics, without the
CON project, incremental to the CON project, and with the CON project.
Complete Financial Attachment I. (Note that the actual results for the fiscal
vear reported in the first column must agree with the Applicant’s audited
financial statements.) The projections must include the first three full fiscal
years of the project.

See following page

b. Provide a three year projection of incremental revenue, expense, and volum

e

statistics attributable to the proposal by payer. Complete Financial

Attachment I1. The projections must include the first three full fiscal years of

the project.
See following pages

c. Provide the assumptions utilized in developing both Financial Attachments

and Il (e.qg., full-time equivalents, volume statistics, other expenses, revenue
and expense % increases, project commencement of operation date, etc.).

See following pages
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Financial Attachment |
(7.a)

without, incremental to and with the CON proposal in the following reporting format:

Total Facility:

Description

NET PATIENT REVENUE
Non-Government
Medicare

Medicaid and Other

Other Government

Total Net Patient Revenue

Other Operating Revenue
Revenue from Operations

OPERATING EXPENSES
Salaries and Fringe Benefits
Professional Services
Supplies and-Brugs

Bad Debts

Other Operating Expense
Subtotal
Depreciation/Amortization*
Interest Expense

Lease Expense

Total Operating Expenses

Income (Loss) from Ops.

Please provide one year of actual results and three years of projections of Total Facility revenue, expense and volume statistics

12 mo
FY2012 FY2013 FY2013 FY2013 FY2014 FY2014 FY2014 FY2015 FY2015 FY2015
Actual Projected  Projected Projected Projected Projected Projected Projected Projected Projected
W/out With W/out With W/out With
Results CON Incremental CON CON Incremental CON CON Incremental CON
j$102,122 $112,334 $213,629 -$325,963 $123,568 $263,222 -$386,790 $135,924 $358,410 -$494,334
$0 $0 $0 $0
$0 $0 $0 $0
$0 $0 _ $0 $0
$102,122 $112,334 $213,629 $325,963 $123,568 $263,222 $386,790  $135,924 $358,410 $494,334
$102,122 $112,334 $213,629 $325,963 ) $123,568 $263,222  $386,790 ) $135,924 $358,410 $494,334
$18,509 $36,000 $222,685 $258,685 $50,000 $227,410 $277,410 $75,000 $293,020 $368,020
$21,027 $18,200 $6,000 $24,200 $6,000 $6,000 $12,000 $6,000 $6,000 $12,000
$2,787 $3,000 $9,300 $12,300 $4,000 $11,400 $15,400 $5,000 $15,600 $20,600
$6,123 $6,740 $9,720 $16,460 $7,414 $11,232 $18,646 $8,155 $16,272 $24,427
$16,792 $18,471 $2,000 $20,471 $20,318 $2,000 $22,318 $22,350 $4,000 $26,350
$65,238 $82,411 $249,705 $332,116 $87,732 $258,042 $345,774  $116,506 $334,892  $451,398
$0 $0
$732 $634 $0 $634 $0 $0 $0 $0 $0 $0
$16,450 $16,800 $0 $16,800 $17,400 $0 $17,400 $18,000 $16,000 $34,000
$82,420 $99,845 $249,705 $349,550 $105,132 $258,042 $363,174  $134,506 $350,892  $485,398
$19,702 $12,489 ($36,076) ($23,587) $18,435 $5,180 $23,616 $1,419 $7,518 $8,936
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Non-Operating Income
Income before income taxes

Provision for income taxes
Net Income

RE, beginning of year
Net Contribution/Withdrawal
REs, end of year

ASSUMPTIONS:
Full Time Equivalents

Note: Assumptions used to develop both financial attachments follow after Financial Attachment II

$0 $0 $0 $0 $0 $0 $0 $0 $0 $0
$19,702 $12,489 ($36,076) ($23,587) $18,435 $5,180 $23,616 $1,419 $7,518 $8,936
$2,520 $1,438 ($1,438) $0 2,330 $777 $3,107 $0 $905 $905
$17,182 $11,051 ($34,638) ($23,587) $16,105 $4,403 $20,508 $1,419 $6,612 $8,031
$13,643 $47,436 $47,436 $47,436 $58,486 $12,798 $23,848 $74,591 $17,201 $44,356
$16,611 $0 $0 $0 $0 $0 $0 $0 $0 $0
$47,436 $58,486 $12,798 $23,848 $74,591 $17,201 $44,356 $76,010 $23,813 $52,387
1 1.7 2.7 1 1.7 2.7 1.2 2.3 3.5

e * Depreciation ran almost $5,000 in 2011 and is expected to be low going forward. Final entries for depreciation for 2012 will

be made before filing taxes in April 2013.
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FINANCIAL ATTACHMENT 11 (7.b.) Provision of 3 years of projections of incremental revenue, expense, and volume

statistics

Fiscal Year 2013
FY Projected
Incremental
Total Incremental
Expenses:

Total Facility by
Payer Category:

Commercial Insurers
Uninsured
Total NonGovernment

Total All Payers

Fiscal Year 2014
FY Projected
Incremental
Total Incremental
Expenses:

Total Facility by
Payer Category:
Commercial Insurers
Uninsured

Total NonGovernment

1) (2) 3) (4) (5) (6) ) (8) 9) (10)
Rate Units Gross Allowances/  Charity Bad Net Operating Gain/(Loss)
from
$239,985 Revenue Deductions Care Debt Revenue Expenses Operations
Col. 2 * Col. Col.4 -
3 Col.5 Col. 1 Total * Col. 8-Col. 9
-Col.6 - Col. 4/Col. 4
Col.7 Total
$400 450 $180,000 $2,880 $5,400 $171,720 $193,536 ($21,816)
$400 108 $43,200 $691  $6,000 $4,320 $32,189 $46,449 ($14,260)
$9,600 558 $223,200 $3,571  $6,000 $9,720 $203,909 $239,985 ($36,076)
$0 558 $223,200 $3,571  $6,000 $9,720 $203,909 $239,985 ($36,076)
1) (2) 3) (4) ) (6) ) (8) 9) (10)
Rate Units Gross Allowances/  Charity Bad Net Operating Gain/(Loss)
from
$246,810 Revenue Deductions Care Debt Revenue Expenses Operations
Col. 2 * Col. Col .4 -
3 Col.5 Col. 1 Total * Col. 8-Col. 9
-Col.6 - Col. 4/Col. 4
Col.7 Total
$400 576 $230,400 $3,686 $6,912 $219,802 $207,840 $11,962
$400 108 $43,200 $691  $6,000 $4,320 $32,189 $38,970 ($6,781)
684 $273,600 $4,378  $6,000 $11,232 $251,990 $246,810 $5,180

47



Total All Payers

Fiscal Year 2015
FY Projected
Incremental
Total Incremental
Expenses:

Total Facility by
Payer Category:
Commercial Insurers
Uninsured

Total NonGovernment

Total All Payers

Note: Assumptions used to develop both financial attachments follow on the next page/

$0 684 $273,600 $4,378  $6,000 $11,232 $251,990 $246,810 $5,180
1) (2) 3) (4) (5) (6) ) (8) 9) (10)
Rate Units Gross Allowances/  Charity Bad Net Operating Gain/(Loss)
from
$338,620 Revenue Deductions Care Debt Revenue Expenses Operations
Col. 2 * Col. Col.4 -
3 Col.5 Col. 1 Total * Col. 8-Col. 9
-Col.6 - Col. 4/Col. 4
Col.7 Total
$400 756 $302,400 $4,838 $9,072 $288,490 $273,501 $14,989
$400 180 $72,000 $1,152 $10,000 $7,200 $53,648 $65,119 ($11,471)
936 $374,400 $5,990 $10,000 $16,272 $342,138 $338,620 $3,518
$0 936 $374,400 $5,990 $10,000 $16,272 $342,138 $338,620 $3,518
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ASSUMPTIONS (7.c.) used in developing both Financial Attachments | and I1.

Summary of Assumptions used to develop financial attachments
1. Type of service: S9480-Intensive Outpatient Program which assumes at least 3 consecutive hours/day for 3 days/week (With the

IOP would expect additional family, individual, and psychiatric care each week)

2. Type of Unit Description: 1 average Intensive Outpatient Day

3. Number of Months in Operation: 12 months in a year

4. Rate Assumptions: Am assuming insurance reimbursement or direct payments of $400/10P day for 3 days a week for an average 6
weeks.

5. Allowances/deductions: Assume an average 1.6% deduction for payment card (bank) charges

6. Bad debt: Assumes 3% bad debt related to families with insurance and 10% bad debt/uncollectable for families who self-pay. An
additional $6,000 of charity care in 2013 & 2014 and $10,000 in 2015 is added to the bad debt allowance. 2012’s experience of 6%
bad debt & charity is assumed for the non-10P portion of the business going forward.

7. Payer Category: We expect our payers to continue to be self-pay or insurance payers.

8. Non-CON related Revenues: Expected to increase slightly to $85,000 in 2013, to $100,000 (up 11.5%) in 2014, and to $125,000

(up 25%) in 2015. The increases primarily reflect an increase in after-care services as patients wind down from IOP level of service.
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9. IOP Revenue Increases:

Year Number of IOP Patients | Net change in IOP Projected I0P Net Percent Change in Net
seen in Year Patients seen in Year Revenue (net of bad debt | Revenue
2013 31 NA $203,909 NA
2014 38 7 $251,990 +24%
2014 52 14 $342,138 +36%

10. Number of 10P Patients Served: We expect to see roughly twice as many new patients in 2013 than 2012 assuming the CON is

approved, The Next Right Thing is licensed by The Connecticut Department of Public Health, and insurers negotiate IOP rates.

Given the size of the growing drug and alcohol problem amongst our area’s adolescents and young adults coupled with growing

awareness in the community of The Next Right Thing, we anticipate adding modestly to the total number of patients served by the
IOP in a calendar year by 7 in 2014 and 14 in 2015.

11. Professional & Consulting Expenses

The Next Right Thing, LLC is currently used consulting services in 2013 to set up its back-office supports, initiate rate conversations

with insurance payers, purchase book keeping and accounting services, and to explore licensing options — with some deferred

payments in 2014. The Next Right Thing expects consulting and professional services to peak in 2014 (with final payments of start-up

expenses) then to continue at a lower maintenance rate.

12. Other Operating Expenses: Consist primarily of office and food supplies needed to run IOP groups. Assumed to run about
$2000/year through 2014 and to double as The Next Right Thing, LLC expands in 2015 to meet demand for more IOP groups.

13.Salaries & Fringe Benefits: 2012 actual results include 1099 payments to our staff (office administrator, Clinical Director, and

Medical Consultant) under Salaries. All other 1099 payments are considered professional & consulting expenses.
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Breakdown of yearly incremental expenses

2013
IOP to start Jan/Feb of 2013

$2,000

6,000

9,300

52,000

20,925

104000

45760

Total incremental expenses $239,985
Incremental Salaries 222,$685

2014

Other operating expenses
Consulting/Contractors

Supplies

PT Clinician (1 at 20 hours per week)

MD (1 part time at approximately 2 hours/week)
Clinician

Admin

(1.7 FTE)

$2,000 Other operating expenses
6,000 Consulting/Contractors
11,400 Supplies
52,000 PT Clinicians (2 at 20 hours per week)
25,650 MD (1 part time, averaging about 2.5 hours per week)
104,000 Clinician (1 full time)
45,760 Admin
Total incremental expenses $246,810

Incremental Salaries  $ 227,410 (1.7 FTE)

2015

$4,000 Other operating expenses
6,000 Consulting/Contractors

15,600 Supplies
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20,000 Rent for about 1500 additional square feet
35,100 MD (1 part time at about 3.5 hours per week)
208,000 2 FT Clinicians
49,920 Admin
Total incremental expenses  $338,620

Incremental Salaries $293,020 (2.3 FTE)

Other Assumptions:

13.  Projections are based on the cash basis (rather than accrual) which is how The Next Right Thing, LLC operates its books for
IRS purposes.

14.  Allowances for taxes were based on 2012 tax tables found at www.irs.gov

Schedule X—Usaif pour 2012 dling stus iz Single

If line & is: The f=or is:
offhe

Burf not =RTOLOE

Clyr— olEr— alEr—
0 = 0 10%: 0

&, 700 25,250 FAT000 + 5% 4,700
5380 &5, 550 G AET 50 + 5% 35,0
B5E50 172,550 17 442 50 + 28% &5 E50
178550 R, 2E0 03,082 50 + 33 178 E50
BEBAS] e 112 E83 50 4+ 2% 358,350

15. Non IOP revenues and most non-CON expenses are expected to grow at 10%/year — a conservative assumption.
16. Non-10P salaries for 2012 include 1099 consulting fees for office help, our Chief Medical Consultant, and paraprofessional
fees. The Clinical Director worked for free in 2012 while building the practice and the Chief Medical Consultant at a steep

discount; future salary costs for the non-1OP part of the projections are expected to increase by $18,000 in 2013, $14,000 in
2014, and $25,000 in 2015.

52



d. Provide documentation or the basis to support the proposed rates for each of the FYs

as reported in Financial Attachment I1. Provide a copy of the rate schedule for the

proposed service(s).

Professional Rate Schedules

Based on preliminary discussions with Anthem Blue Cross and Aetna and local knowledge of

rates of reimbursement for other providers offering similar levels of care (Partial

Hospital/Intensive Outpatient), The Next Right Thing anticipates that it will be able to charge

from $400 to $600 per IOP day.

Intensive Outpatient Services CPT Code Fee ($) | Length
Intensive Outpatient Service/day S9480 400.00 | 3 consecutive hours
IOP week S9480 1200.00 | 3 days/week

CPT Code Length
A La Carte Services 2012/2013 Fee ($) | (minutes)
Family Psychotherapy with patient 90847 200.00 50
Family Psychotherapy without patient 90846 200.00 50
Group Psychotherapy 90853 75.00 50
Individual Psychotherapy 90806/90834 | 200.00 50
Individual Psychotherapy extended 90808 300.00 90
Medication management 90862 150.00 15-20
Multiple family group Psychotherapy 90849 75.00 50
Psychological Diagnostic interview 90801/90791 | 250.00 90
Pstyx (with medical evaluation and

90805/99214 | 250.00 20-30
management)
Pstyx (with medical evaluation and

90807/99215 | 300.00 45-50
management)
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e. Provide the minimum number of units required to show an incremental gain from

operations for each fiscal year.

Our breakeven rate for the program is at about 38 patients or 669 units of care/year.

Year Number of patients to show | Number of units (one IOP
an incremental gain day) to show gain

2013 38 patients 669 patient 0P days

2014 38 patients 669 patient IOP days

2015 52 patients (with expansion) | 926 patient IOP days

These numbers assume that we also carry 1-2 charity patients amongst 6 uninsured patients in
2013 and 2014 and 10 in 2015, with default/bad debt rates of 10%.

f. Explain any projected incremental losses from operations contained in the financial

projections that result from the implementation and operation of the CON proposal

We are being relatively conservative in our expectations of revenue and realistic in terms of
expenses. We expect to lose money in the first year of the IOP as we are building the program —
it will take time for patient volume to grow as well as time to contract with managed care
companies. If The Next Right Thing attracts an additional 6-7 patients over its forecast (or 108
billable day units above forecast), the IOP program will breakeven in year 1.

Cost Effectiveness of Proposal

g. Describe how this proposal is cost effective.

The 10OP program will be cost effective in two major ways:

Decreased expense for clients immediately once The Next Right Thing, LLC is licensed as an
IOP and can participate in-network with providers,

If these adolescents get effective treatment now for substance abuse and co-morbidities, relapse

and recidivism will decrease and they will need less treatment later.

Quality of care for this population equates to cost effective care.
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http://m.prnewswire.com/news-releases/national-study-confirms-teen-drug-use-trending-in-wrong-direction-marijuana-ecstasy-use-up-since-2008-parents-feel-ill-equipped-to-respond-119302034.html
http://www.samhsa.gov/data/DASIS/TEDS2k7AWeb/TEDS2k7AWeb.pdf
http://www.samhsa.gov/data/2k9State/WebOnlyTables/CT.pdf
http://www.adolescent-substance-abuse.com/substance-abuse/the-new-faces-of-heroin-addiction-teen-use-on-the-rise.htm
http://www.adolescent-substance-abuse.com/substance-abuse/the-new-faces-of-heroin-addiction-teen-use-on-the-rise.htm

Appendix B — Curriculum Vitae

JULIAN N. HARTT, JR. LCSW

345 NORTH MAIN STREET
SUITE 306
WEST HARTFORD, CT 06107
203 407 8500 (office) 860 23 3 8803

SUMMARY
e Hxemplary administrative record of innovative program development and management.
e [Extensive experience in providing direct and supervisory services to children, adolescents, and

adults with the full spectrum of psychiatric disorders in all clinical modalities, including inpatient
partial hospital programs, intensive out- patient programs, and private practice.

bl

e Extensive experience in treatment, education, and training in the field of addiction.

e Extensive experience working in academic settings providing direct services, training, and
education. School based intervention programs.

e Experience working with managed care companies creating out-patient programs for high-risk
patients.

e Selected to be an advisor for various managed care companies and mental health organizations.

e Skilled in working collaboratively with state referral agencies and providers in the

community.

e Strong analytical skills with the ability to review data and measure results

Experience

The Next Right Thing, LLC
Co-Founder and Clinical Director 2011-Present

e Created Intensive Outpatient Program for dually diagnosed and substance abusing adolescents.
Family oriented after school program focused on long term stability for a high risk population.

Private Practice 2007-2012

e Individual, family, and group therapy with children, adolescents, and adults with

focus on addictions, dual diagnosis, and mood disorders. Specialty in consulting on difficult to
diagnosis late teens and young adults. Created on-line access program for teens and parents
confronting the new crisis in opiate addiction.

Working with community based groups to address adolescent opiate addiction. Running a weekly
recovery group for 18 to 22 year olds
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Rushford Center, Inc 2005-2007

e Consultant to adolescent male residential program on program development
and management. Assisted Director in bringing program into compliance with DPH

and DCF requirements

e Manager of Rushford Mobile Crisis Program in Meriden/Wallingford catchment area, which
included supervising clinical staff at Midstate Medical Hospital Emergency Department. Supervised
staff of 23 crisis and hotline workers, licensed triage clinicians, and community mobile responders.

Quinnipiac University, Hamden, CT 2002 — 2005

Full-time Consultant/Psychotherapist

e Provided consultation to administration and faculty regarding students with psychological and
behavior issues.

e Provided direct services to students in individual and group therapy settings.

e Assessed and developed treatment plans for students referred through the University judicial
system due to alcohol and/or drug problems.

e Designed and implemented an on-line triage process for students seeking counseling, which
resulted in the delivery of services within a three day period.

¢ In conjunction with the Associate Dean of Students, designed a student satisfaction survey for
the counseling department to measure both student satisfaction with the services they received
and improvement with presenting problems.

Atlantic Health Services, PC, Hamden, CT 1990 — 2002
Clinician

e Designed and implemented a substance abuse relapse prevention programs which served as a
model for intensive outpatient programs for several CMO’S.

e Worked with high-risk patients, including those with Borderline Personality Disorders and Post
Traumatic Stress Disorders.

e Proficient in the use of Cognitive Behavior Therapy with patients with depression and anxiety
disorders.

e Initiated a group program for patients with Bipolar Disorders and their families.

e Developed treatment protocols for children to enhance self-management of behavior.

Atlantic Health Services, PC, Hamden, CT 1995 - 2002
Clinical Director
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e Hstablished procedures with a variety of managed care companies to create intensive outpatient
and diversion programs

e Oversaw weekly case management committee for internally managed contracts. Utilization
management oversight as well as quality management reporting responsibilities to CMO’s.

e Served as a liaison to HMO/CMO’s and managed core clinical group contracts.
e Supervised clinical staff as well as the intake and triage department.

e Served as a consultant to Quinnipiac University for alcohol/drug assessments and counseling.

Choate-Rosemary Hall, Wallingford, CT 1989 - 1992
Consultant

e Consultant to faculty and counseling staff for a college preparatory school.

e FHvaluated and treated, in group and individual therapy, high-risk students and others who
presented with substance-abuse problems.

Windham Hospital, Willimantic, CT 1989-1992
Consultant/EAP Clinician

e  Evaluated and treated students with psychological problems for Windham High School Health
Centet.

e  Trained teachers at Windam High School to facilitate student support groups in unique Student
Assistance Program.

e Provided EAP service at Windham Hospital for the nursing division.

Middlesex Family Resource Center, Portland, CT 1985-1989
Private Practice, Owner

e  Established outpatient programs for adolescents and their families.
e Treated behavior disorders in children and adolescents.

e Employed CBT protocols with patients diagnosed with anxiety disorders and depression

Summer Street Treatment Center, Portland, CT 1989-1991
Clinical Director, 1990-1991; Consultant 1989-1990

e  As Director, managed all aspects of the clinical program for psychiatric and substance abuse
treatment of adolescents and adults in partial hospital setting.

e  Provided consultation and supervised program.

Community Health Center, Middletown, CT 1989-1991
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Consultant

e  Supervised multi-family therapy leaders in an innovative after-school program for adolescents
with substance abuse and psychiatric problems.

Midstate Psychotherapy Associates, Portland CT 1979-1985
Part-time Psychotherapist

e  Provided individual, group, couples and family therapy for adolescents and adults.

Elmcrest Psychiatric Institute, Portland, CT 1972-1985
Director, Adolescent Partial Hospitalization Program 1984-1985

e  Designed the first adolescent PHP in Connecticut.

e  Developed a comprehensive day treatment program, supervised clinical and nursing staff, and
provided direct care.

Senior Clinician/Unit Chief 1981-1984
e  Monitored the nursing, clinical and education departments on a treatment unit of 25
adolescents.

e  Supervised clinical staff and interns on case and unit management.

e  Provided evaluation and direct individual, group, and family therapy.

Director, Alcohol and Drug Program for Adolescents 1979-1984
e  Organized and monitored AA programs and led drug and alcohol groups

e  Provided education to staff on dynamics of substance abuse.

Clinical Administrator 1979-1981
e  Coordinated clinical activities of the interdisciplinary treatment team and managed discharge
planning.

e  Provided individual and family therapy.

Social Work Intern 1978-1979

Supervisory Mental Health Worker 1972-1978
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ADVISORY COMMITTEES/ MEMBERSHIPS

¢ Quinnipiac University Task Force on Alcohol 2000-2002.
¢ Yale University-IPO Credentialing Committee 2001-2002.
e Value Options-Provider Advisory Committee for NE Region 2000-2002.

e Behavioral Health Care — Advisor/Organizer of CMO on Clinical Group Model. Human
Affairs International -Providers Credentialing Committee for new contracts -1998.

e American Society of Addiction Medicine-Managed Care Coalition

Substance Abuse Disorders — Bi-monthly meetings on managed care and discussions of
ASAM Placement criteria.1996-1999

CERTIFICATION

CONNECTICUT CERTIFICATION NO. 001459
L.CS.W., 1994

C.I.S.W., 1986

A.CS.W., 1982

EDUCATION

Masters of Social Work May 1978
University of Connecticut, West Hartford, Connecticut

Concentration in Group Work; Minor in case work;

Independent Study on History of Psychoanalytic Thought

Bachelors of Arts in English May 1971
Rocky Mountain College, Billings, Montana

PROFESSIONAL PRESENTATIONS

NATIONAL ASSOCIATION OF STUDENT PERSONNEL ADMINISTRATORS NOVEMBER 2003
PANEL PRESENTATION ON SUBSTANCE ABUSE AND UNIVERSITY POLICY

NATIONAL ASSOCIATION OF STUDENT PERSONNEL ADMINISTRATORS NOVEMBER 2001
PANEL PRESENTATION ON ASPERGER’S STUDENTS IN A COLLEGE SETTING

DANBURY HOSPITAL GRAND ROUNDS, DANBURY, CT 2000
THERAPEUTIC STRATEGIES FOR ADOLESCENTS AT HIGH RISK FOR VIOLENCE

YALE UNIVERSITY, NEW HAVEN, CT 1995
TREATING DUALLY DIAGNOSED ADOLESCENTS: A DEVELOPMENTAL APPROACH

NEWINGTON’S CHILDREN’S HOSPITAL, NEWINGTON, CT 1992
INTERVENTION APPROACHES WITH OLDER ADOLESCENTS WITH ATTENTION DEFICIT
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HYPERACTIVE DISORDER
ELMCREST PSYCHIATRIC INSTITUTE, PORTLAND, CT
RUSHFORD CENTER, MIDDLETOWN, CT
SUBSTANCE ABUSE AND THE ADOLESCENT WITH LEARNING DEFICITS
CARRIER FOUNDATION, BELLE MEAD, NJ
STRUCTURING ALCOHOL AND DRUG PROGRAMS FOR ADOLESCENTS AT AN INPATIENT
PSYCHIATRIC FACILITY

MOUNT SINAI HOSPITAL, HARTFORD, CT
TREATING ADOLESCENT CHEMICAL DEPENDENCY IN A PSYCHIATRIC FACILITY

AMERICAN ASSOCIATION OF PSYCHIATRIC SERVICES FOR CHILDREN, SAN FRANCISCO
FAMILY TREATMENT OF CHEMICALLY DEPENDENT ADOLESCENTS IN A RESIDENTIAL
PSYCHIATRIC FACILITY

ELMCREST PSYCHIATRIC INSTITUTE, PORTLAND, CT
MARIJUANA REVISITED

PUBLICATIONS

Barnard, C.A. and Hartt, J.N. (Copyrighted 2004). University Counseling Intake Form.

Barnard, C.A. and Hartt, J.N. (Copyrighted 2004). University Counseling Satisfaction Form.

1998
1998

1984

1982

1981

1981
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Ann L. Price, M.D.

155 Ayrshire Lane
Avon, CT 06001
E-mail: annprice5@aol.com

Home: (860) 677-484 Office: 646-733-7816

- Certified: American Board of Psychiatry and Neurology (Psychiatry) -
- Licensed: Connecticut 1983; Massachusetts 1992 -

EDUCATION

Tulane Medical School, New Orleans, LA
M.D., 1976

Tulane Medical Center
Resident in Psychiatry, 1976 — 1978; Fellow in Child Psychiatry, 1978

Tulane Psychoanalytic Medicine Program
Candidate, 1977 — 1982; Certified, 1982

Bennington College, Bennington, VT
B.A., Biology, 1971

EXPERIENCE
As an Administrator and Clinician. . .

Chief Medical Officer, 2004 to Present
INTERCOMMUNITY MENTAL HEALTH GROUP, INC., East Hartford, CT

Private Psychiatric Practice for Children and Adults, 1981 to Present
ANN L. PRICE, M.D.

Chief Medical Consultant, 2011 to present
THE NEXT RIGHT THING, LLC

Psychiatric Consultant, 2002 to 2004
CCMC SCHOOL, Wethersfield, CT

Medical Director, 1991 to 1994

COMMUNITY MENTAL HEALTH AFFILIATES, INC., New Britain, CT
Developed and staffed a clinic for the economically disadvantaged, at-risk children and
their families. Worked closely with Department of Children and Families (DCF) and
served as expert witness for DCF in termination of parental rights cases.
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Acting Medical Director: Psychiatric Consultant, 1991 to 1993

KOLBURNE SCHOOL, Sandisfield, MA

Provided direct treatment for seriously disturbed children and adolescents (ages 6 — 18) in
this residential school, and helped develop school's overall program.

Chief of Psychiatric Consultation, 1989 to 1991

OFFICE OF THE COMMISSIONER, DEPT OF MENTAL HEALTH, Hartford, CT
Responsible for consultation on complex treatment cases at three facilities: Fairfield
Hills, Connecticut Valley Hospital and Cedarcrest Hospital. Developed treatment plans
for adolescents (ages 16 — 18) who were "aging out™ of the DCF system and transitioning
into adult services.

Director, Adolescent Services, 1983 to 1987

THE INSTITUTE OF LIVING, Hartford, CT

Supervised Physicians and social workers as well as therapeutic aspects of an inpatient
school serving 120 adolescents residing at the Institute.

Attending Psychiatrist, Adolescent Intensive Treatment Unit, 1982 to 1983
RIVER OAKS HOSPITAL, New Orleans, LA

Supervising Analyst, 1982 to 1983
TULANE PSYCHOANALYTIC MEDICINE PROGRAM, New Orleans, LA

Director, Pediatric Liaison — Consultation Service, 1980 to 1983

CHARITY HOSPITAL, New Orleans, LA

Worked closely with Child Protective Services of the State of Louisiana to identify and
assess children at risk for neglect and abuse.

Consultant, Surgical Oncology Service, 1977 to 1983
TULANE MEDICAL CENTER, New Orleans, LA

Psychiatric Consultant, Substance Abuse Clinic, 1977 to 1981
Psychiatric Consultant, Title XIX Program, Board of Education, 1980 to 1983
JEFFERSON PARISH, LA

EXPERIENCE
As an instructor. . .

Clinical Assistant Professor, Department of Psychiatry, 1983 to Present
UNIVERSITY OF CONNECTICUT MEDICAL SCHOOL, Farmington, CT

Faculty Member and Supervising Analyst,
Division of Psychoanalytic Medicine, 1983 to Present
NEW YORK MEDICAL COLLEGE, New York, NY
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Clinical Assistant Professor of Adult and Child Psychiatry, 1980 to 1983
Clinical Assistant Professor of Pediatrics, 1980 to 1983

Training Director, Child Psychology Fellows, 1981 to 1983

TULANE MEDICAL CENTER, New Orleans, LA

PRESENTATIONS
American Academy of Psychoanalysis, "The Impact of Alzheimer's Disease on the
Family," 1997
American Academy of Psychoanalysis, "Gender Disturbance in Young Children,” 1991
American Psychiatric Association, Symposium Leader, “Diagnostic and Statistical
Manual 1V Child Psychiatric Diagnosis," 1988
American Psychiatric Association, Symposium Leader, "Pregnancy, Intrapsychic and
Institutional Issues,"1985
American Academy of Psychoanalysis, Chair, Winter Meeting, 1985
American Academy of Psychoanalysis, Presenter at Special Conference on the Emerging
Identity of Women, "The Cinderella Complex: Masochism Masquerading as Liberation,"
1985
American Academy of Psychoanalysis, "Discipline: Psychoanalytic and Developmental,”
1984
American Association of Directors of Psychiatric Residency Training, "Part Time and
Interrupted Training: A National Survey," 1984
American Association of Directors of Psychiatric Residency Training, "Developing a
Curriculum in Adolescent Psychiatry,” 1984

PUBLICATIONS
Price, A. et al, Psychotropic Medication and Family Therapy: A Systems Approach, [in
press].

Price, A. "A Model for the Classification and Diagnosis of Relational Disorders,"
Psychiatric Services, Sept. 1995, Vol. 46, No. 9.

Simmons, Price, Ozeerkis. "The Immunologic Problem of Pregnancy," American Journal
of Obstetrics and Gynecology, Vol. 50.

Price, Self Help Groups: "Trouble on the Frontier,” Current Concepts in Psychiatry, Vol.
4.

Winstead, Price. "Chronic Iliness Behavior in Psychiatric Patients," Psychosomatic
Medicine, Volume 42, No. 2.

Nadelson, C. and Price, A. "Part Time and Interrupted Training: A National Survey,"
AADPRT Journal, Jan. 1985

Price, A. and Gunter, D. Medical Grand Rounds. "Psychiatric Management of the
Adolescent Diabetic,"”
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MEMBERSHIPS
American Academy of Psychoanalysis
Chinese American Psychoanalytic Association
Group for the Advancement of Psychiatry
American Academy of Child Psychiatry [former]
American Association of Directors of Psychiatric Residency Training [former]
American Psychiatric Association [former]

**k*

ADDITIONAL DATA
Qualified Expert Witness: Connecticut and Louisiana
Cases included custody, legal malpractice, and termination of parental rights

Russian Language - Proficient
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246 Steele Rd. West Hartford, PH: 860-236-1499

CT 06117-2742 Jenifer@NextRightThing.net
Jenifer C. Simson
Experience
2011-Present The Next Right Thing, LLC W. Hartford, CT

Co-Founder & Executive Director

Responsible for starting up The Next Right Thing, LL.C, a community based substance abuse and
mental health intensive outpatient program for adolescents (ages 16-23). Oversees administration
and finances. Co-facilitates parent support group.

2011-Present Hartt and Mind Market Research ~ W. Hartford, CT
Principal
= Responsible for managing & executing qualitative market research projects including:
= Online, in-person, telephone, mobile, and hybrid research
®B2B and consumer

* Coordinate competitive intelligence, quantitative and secondary research studies.

Work with a broad spectrum of clients in the following industries: payment cards, insurance,
banking, brokerage, pharmaceuticals, healthcare, state government, marketing & advertising,
publishing, telecommunications, and consumer packaged goods.

2009-Present Feature Editor, VIEWS magazine
Develops articles with writers and edits 3-4 articles a quarter for the award winning VIEWS
magazine for qualitative market researchers.

2003-2010 Quantum Insights, LLC West Hartford, CT
Managing Partner, Qualitative

= Responsible for managing & executing all qualitative research (e.g., Focus Groups, In-depth
Interviews).

® Design and coordinate major research studies including concept testing & development, motivation
& behavior, advertising, and message development studies.

= Served a wide range of industries: advertising, food, pharmaceutical, healthcare, financial services,
packaged goods, etc.

2001-2002 Simson Market Research, LLC W. Hartford, CT
President

Moderated focus groups, designhed & wrote screeners, discussion guides, and reports for qualitative
research studies (corporate and government).
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1998-2002 West Hartford, CT
Consultant

Sample projects included:

* Drafted consumer focus group formats, analyzed group results, and wrote final reports for a
marketing research company.

* Worked with team to develop strategy and market plans for an internet start-up in the energy field.

® Designed equity sales and trust account review processes for an Investment Firm.

1994 -1997 CIGNA Global Portfolio Strategies, Inc.  Bloomfield, CT
Vice-President — Manager, Investment Research and Services

* Managed investment-consulting staff providing asset allocation services to over 300 clients, primarily
DB and DC pension plans.

® Designed consultative process for use with clients.

» Directed capital market research and modeling, asset/liability analyses, and article publication.

1990-1994 West Hartford/Avon CT
Partner, Private Investment Partnership

Focused on research, analysis, and trading of futures and options for client funds.

1988-1990 The Travelers Insurance Companies Hartford, CT
Portfolio Manager, Securities Department

® Managed 5 total return portfolios totaling $5 billion of bonds, real estate, and equity securities.

* Worked closely with Casualty & Property and Life departments to manage interest, liquidity, and
credit risk.

® Developed and implemented investment policies, hedging strategies, and new investment strategies.

= Aggregate portfolio equaled or exceeded target return each year.

1987-1988 The Travelers Insurance Companies Hartford, CT
Assistant Portfolio Manager, Securities Department

Assisted in the analysis and implementation of hedging and restructuring strategies for the GIC,
Commercial Lines, and Life Annuity portfolios.

1983-1987 The Travelers Insurance Companies Hartford, CT
Private Placement Analyst

® Analyzed, negotiated, structured and recommended for investment privately placed debt and equity-
kicker deals.

= Monitored $400 million credit portfolio.

1981-1983 Deloitte, Haskins & Sells New Haven & Houston
Consultant and Accountant

® Designed and programmed comprehensive forecasting and M&A programs.

= Assisted in designing compensation and operating policies.
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Education

1981 Cornell University
= M.B.A., Finance and Accounting concentration.

* Johnson School of Management

1979 University of Washington
= B.A.., Economics

® Honors Program

Ithaca, NY

Seattle, WA
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Appendix C - Financial Statements

YING
OUNTAINS

Loy TR T

Next Right Thing
Profit and Loss
4 January 2012 to December 2012

Jan - Dec
12
Ordinary Income/Expense
Income
Therapy Income 101, 563.53
Other Services 158.08
Total Income 102, 122.01
Gross Profit 102, 12201
Expense
Advertising and Promotion 36351
Ead Debt 2,885.80
Bank Service Charpes T6.55
Computer Expenses 242,40
Credit Card Fees 1.118.47
Discounts& Comp. Visits 303782
Education 500
Insurance Expense 9,220.69
Interest Expense T32.06
IT Expenses 191.42
License Fees T28.54
Meals and Entertainment 158.71
No Show writeoff 200,00
Office Supplies
Group & Event Supplies 1.230.16
Office Supplies - Other 1.556.52
Total Office Supplies 278068
Paraprofessional Fees 5.516.88
Postage and Delivery 61.54
Professional Fees 34.018.11
Reference Materials 472.04
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QUNTAINS

Wil cicme o, R b,

Bookkeeping & Admin Services
171 Market Square, Suite 111, | Newington
www. MovinghMountaing BIZ

Be0-737-3440 BEE-TO3-6377

Rent Expense

Repairs and Maintenance

Taxes

Telephone and Intemet Expenses
Town Tax

Travel Expense

Total Expense

Met Crdinary |ncome]

Net Income

CT 0s11l

16, 450.00
42676
312.40

3,058.50
&0.00
243516

52,415.55
15,702.46

19.702.46

Disclaimer: This was preparad by Moving Mountains, a bookkeeping company. Wa ara not an accountant nor do we practice GAA
principlas. Wz use the QuickBooks mathod of reporting.
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OUNTAING

Wi el contwn aroaatole. foor e,

Next Right Thing
Balance Sheet
As of December 31, 2012

Dec 3, 12
ASSETS
Current Assets
Checking! 5avings
Webster Bank - 7407 T0,6590.99
Total Checking/Savings 70,890.99
Accounts Receivable
Accounts Receivable -326.00
Total Accounts Receivable -326.00
Total Current Assets T, 364 599
Fixed Assets
Accumulated Depreciation 4,595.53
Furniture and Equipment 6,224,580
Total Fixed Assets 11,220,389
Other Assets
Security Deposits Asset 1.250.00
Total Other Assets 1,250.00
TOTAL ASEETS B2,935.38
LIABILITIES & EQUITY
Liabilities
Accounts Payable £31.00
Loan 33,600.77
Total Current Liabilities 32,978.77
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YING
OUNTAINS

W vl mtm anovaatole, By,
Bookkeeping & Admin Services
MovinghMountains. BIZ

Cpmen O e

B66-TO3-63TT (fax)

Total Liabilities 3257877
Equity

Retained Earnings 1364397

COwner's Contribution 43,610,598

Owner's Draw =27, 000,00

Total Owner's Equity 16,610.28

Net Income 15,702.46

Total Equity 43,356 61

TOTAL LIABILITIES & EQUITY 82,935.38

Disclaimer: This was preparad by Moving Mountsins, a bookkesping company. Wa ars not an accountant nor do we practice GAAP
principles. Wa use the QickBooks method of raporting.
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Appendix D — Intake Assessment & Treatment Plan
345 N. Main St., Suite 306
West Hartford, CT 06117
860-233-8803

Patient Name:

Insurance ldentification #:

Clinician Intake
Clinician Therapist:

Date:

MD/APRN
Medication:

Fee/Copay:

Insurance Company:
Need for Review:

Referred by:
Primary MD:

Primary Therapist:

IDENTIFYING INFORMATION and Referral:

CHIEF ISSUES:

HISTORY OF Problems: (Include Functional Impairment)
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Patient Name: ID#: Date:

DRUG and Alcohol HISTORY: Describe lifetime use: when begun, type, amount, duration, and any IV
use.

Age firstused: _ Age of regular use: ___ Frequency Quantity Last
used____ *(fill in space provided below)

Do you have cravings to use? Never___ Sometimes__ Most of the time Has drug/alcohol use
caused problems at home, school, or with friends? N S M Does the expectation of
getting high equal the actual experience of using? Or is the high not as good as it used to be? Yes___
Sometimes____ Seldom Do you expect negative things to happen and still use? Yes_ No___
Have you used drugs to avoid withdrawal or getting sick? Have you combined using

different drugs or alcohol at the same time?

*

Check all that apply: oMJ  olLSD o Ecstasy, K, Synthetics oCocaine oOAmphetamines

oNarcotics( prescription pain killers or heroin) DBenzodiazepines 0OTC's

LEGALISSUES: YesoNoO If Yes, explain:

PAST PYSCHIATRIC AND SUBSTANCE ABUSE TREATMENT HISTORY: Names and dates, Clinicians,
Hospitals:
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Patient Name: ID#:

Family Psychiatric History:

Date:

MEDICAL & SURGICAL HISTORY: Include dates & providers

Smoker: Yes 0 No o Tobacco amount Caffeine amount

Allergies: Adverse reaction to meds:

Immunization up-to-date: Yes 0 No 0 Head Trauma

Last physical Exam:

CURRENT MEDICATIONS:

Seizures: Yes o No O
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Patient Name: ID#: Date:
MENTAL STATUS:
APPEARANCE: Well-Groomed () Disheveled () Bizarre () Inappropriate ()
ATTITUDE: Cooperative () Guarded () Suspicious () Uncooperative () Belligerent ()
MOTOR ACTIVITY: Calm (O Hyperactive () Agitated () Tremors/Tics () Muscle Spasms()
AFFECT: Appropriate () Labile () Expansive () Constricted () Blunted () Flat )
MOOD: Euthymic (O Depressed () Anxious () Euphoric() Irritable O
SPEECH: Normal () Delayed () Soft () Loud (O Slurred () Excessive O)

Pressured () Perseverating () Incoherent () Racing Thoughts O
THOUGHT PROCESS:  Intact () Circumstantial () Loosening of Association () Tangential O

Flight of Ideas () Grandiose Q)

Not Present () Auditory () Visual () Olfactory O
Not Present () Persecutory () Being Controlled () Grandiose Q)

HALLUCINATIONS:
DELUSIONS:

Thought Insertion/Deletion () Bizarre O

SELF-PERCEPTION: No Impairment O) Depersonalization () De-realization O

ORIENTATION: Fully Oriented O

DISORIENTED: Always () Sometimes () Time () Place ) Person ()
MEMORY: Intact O Impaired: Immediate ()  Recent() Remote O)
CONCENTRATION: Intact O Impaired: Minimal O Moderate ()  Severe ()
ATTENTION: Intact O Impaired: Minimal O Moderate ()  Severe ()
ABSTRACTION: Intact O Impaired: Concrete O) Idiosyncratic O)
JUDGEMENT: Intact O Impaired: Minimal O Moderate ()  Severe ()
INSIGHT: Intact O Impaired: Minimal O Moderate ()  Severe ()

(Use Mini-Mental State if significant cognitive deficits)

NEUROVEGETATIVE:
SLEEP: No Change () DFA() MNA EMA (O Hours of sleep
APPETITE: No Change () Decrease () Increase() Lbs.lost___ Current Weight
LIBIDO: No Change () Decrease () Increase Q)
MOTIVATION: No Change () Decrease O)
CONCENTRATION: No Change () Decrease O)
ENERGY: No Change () Decrease () Increase Q)
INTEREST: No Change () Decrease () Increase Q)
OTHER SYMPTOMS:

AnxietySx:

Phobias:

PanicSx:

Obsessive Thoughts:

Compulsive Rituals:

Sx of ADD — ADHD:

BipolarSx:  racing thoughts (O increase in activity level () increase in energy O

rapid mood shifts O

Difficulty with Impulse Control: Yes () No () Explain:
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Patient Name: ID#: Date:
SUICIDE RISK EVALUATION:

Thoughts about death/escape:

Wishing for death/escape:

Plan:

Intent:

Past Attempt:

VIOLENCE/HOMICIDE RISK EVALUATION:
Thoughts of harming anyone else:

Plan:

Intent:

History of harming others:

If there is a risk, include and describe plan to ensure safety of patient and/or others:

FAMILY, SOCIAL AND DEVELOPMENTAL HISTORY: Include history of sexual &/or physical abuse or other
trauma. For children - Include developmental history including prenatal and perinatal events.

FORMULATION:

Strengths: Limitations:
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Patient Name: ID#: Date:

DSM -1V DIAGNOSIS

Axis | Axis Il Axis I
AXIS IV e a. Family O b. Social O c. Educational O
d. Occupational () e. Housing O f. Economic )
g. Health Care (O h. Legal O i. Other O
AXIS V.ot Current Highest in the past year
91-100 Superior function, 81-90 Minimal symptoms, 71-80 Mild/transient symptoms, 61-70 Mild
symptoms,
51-60 Moderate symptoms, 31-40 Impaired Reality testing, 21-30 Inability to function, 11-20 Some
danger,

1-10 Serious danger of hurting self or others.

PLAN: Include areas in need of further assessment

Records requested

Treatment Interventions planned

Treatment Plan Complete

Information sent to Primary Care Provider:  Yes (O No ()
Release of information to and from PCP:  Yes () No O
Coordination with other institutions and providers:  Yes (O No O

TO BE COMPLETED MY MDs AND APRNs
Medications Prescribed: Include date, dose, Rx # and refills

Aims Score (if on Antipsychotics):

Discussed diagnosis, risks and benefits of medication including: alternative treatment options, side
effects, and medication interactions:  Yes(ONo (O

Convey findings to clinician/therapist: Yes () No ()

If patient is receiving antipsychotic medication, metabolic side effects, weight gain, the risk of
movement disorders, and /or Tardive Dyskinesia was discussed:  Yes () No ()

If the patient is a woman of reproductive age, she has been advised not to get pregnant on medication
prescribed: Yes (O No ()

Follow-up appointment date and time:

SIGNATURE OF CLINICIAN DATE
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345 North Main Street
West Hartford, CT06107

THE NEXT RIGHT THING

MASTER TREATMENT PLAN

Admission Date: Date TP Completed: Date of Review: Date to start After Care:

Patient Name: D.0.B:

Axis |

Axis 11:

Axis 111

Axis IV:

Axis V: Current GAF: Past Year GAF:

Rationale for Treatment:

Strengths/natural supports that may be incorporated into the treatment plan:

Barriers that may obstructthe treatment plan: (if left blank, it is not applicable. If completed, the barrier must be incorporated into the treatment plan).

Cognitive/Learning Impairments: Developmental Disabilities:

Social/Environmental/Spiritual Factors: Legal/DCF:

Physical Disabilities:

Other:

Goals/Criteria for Discharge to Aftercare: (Include targetdates)

1
2
3
4
Page1of2
345 North Main Street
THE NEXT RIGHT THING West Hartford, CT06107
MASTER TREATMENT PLAN
Date: Patient Name: MR #:
ASAM- Functional Area 1.Level of risk-harm toselffothers 3.Psychological 5.5elf Maintenance/ADL's 7.Family
(FA):
2. Medical 4 Substance Abuse &.Interpersonal /Social B.Occupational/Educational
Treatment Modali‘ty [TM); 1.Group Psychotherapy 3. Individual Psychotherapy 5.Family Psychotherapy 6.Pharmacotherapy
2.Psychoeducation (specific)
Stage of Recovery stated
in Problem: as evidenced
by
Problem # FA | TM | PROBLEM SHORT TERM INTERVENTION LONG TERM GOAL Date Goal
(progress (Must be clearly defined) (State what patient is going | (State intervention and (Identify Goal # from 15 Completed
note to accomplish) frequency of intervention) page)
reference)
This treatment plan has been agreed upon by the following members of treatment team. (Signature must be |egible with appropriate titles)
Clinician Signature/Date Patient Signature/Date Medical Director Signature/Date
Page 2 of 2
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Greer, Leslie

From:
Sent:
To:
Subject:

Attachments:

Greci, Laurie

Friday, March 08, 2013 10:54 AM

Greer, leslie

FW: The Next Right Thing, LLC CON Application for Intensive Outpatient Program in
West Hartford (13-31822-CON})

13-31822-CON Completeness Letter.docx; 31822 Completeness Letter.pdf

From: Greci, Laurie

Sent: Thursday, March 07, 2013 3:27 PM

To: jenifer@NextRightThing.net’

Subject: The Next Right Thing, LLC CON Application for Intensive Qutpatient Program in West Hartford (13-31822-CON)

Dear Ms. Simson,

The Certificate of Need application filed with the Department of Public Health, Office of Health Care
Access on February 13, 2013, for the establishment of an intensive outpatient behavioral health
treatment program in West Hartford has been reviewed. Attached is the completeness letter for your
response. The official letter is in .pdf format; for your convenience, | have also attached the MS Word

file.

Please feel free to call or email me with any questions.

Regards,

Laurie Greci

Associate Research Analyst
Department of Public Health
Health Care Access

‘= laurie.greci@ct.gov

860 418-7032

860 418-7053




STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH
Office of Health Care Access

March 7, 2013

Via Electronic Mail Only

Jenifer C. Simson
Executive Director

The Next Right thing, LLC
246 Steele Rd.

West Hartford, CT 06117

RE: Certificate of Need Application; Docket Number: 13-31822-CON
Establishment of an Intensive Outpatient Behavioral Health Treatment Program
CON Completeness Letter

Dear Ms. Simson:

On February 13, 2013, the Department of Public Health (“DPH), Office of Health Care Access
(“OHCA”) received your initial Certificate of Need (“CON”) application filing on behalf of The Next
Right Thing, LLC (“Applicant™) proposing to establish an intensive outpatient behavioral health
treatment program in West Hartford (*“Program™).

OHCA has reviewed the CON application and requests the following additional information pursuant
to General Statutes §19a-639a(c). The page numbers given in each question refer to the submitted
initial Certificate of Need (“CON”) application.

1) Please provide population information by age group and by town for the service area identified as
West Hartford, Avon, Canton, Farmington and Simsbury.

2)  Utilizing the information and statistics provided in the initial CON application and in the
documentation provided, determine the number of persons, by group, that will benefit from the
proposal. Use the format given in the following table to quantify the number of persons needing
the proposal. The first row of the table demonstrates how to quantify the potential number of
persons from a single group for a single town. (Note: the numbers are meant to demonstrate the
method only). Delete the first row and develop a similar calculation for each group of persons by
the towns listed in Question 1. Add additional rows as needed to quantify the total number of
persons from the various groups and towns that may benefit from the proposal.

An Equal Opportunity Provider
(If you require aid/accommodation to participate fully and:fuirly, contact us either by phone, fax or email)
410 Capitol Ave., MS#13HCA, P.O.Box 340308, Hartford, CT 06134-0308
Telephone: (860) 418-7001  Fax: (860) 418-7053 - Email: OHCA@ct.gov




The Next Right Thing, L1.C

March 7, 2013

Docket Number: 13-31822-CON Page 2 of 3
Table 1: Number of Persons in Service Area with Unmet Need

Description Number Y% Number of % of Persons Number of

of Town of Needing Services Persons Proposed to be persons that
Population Persons (but not Needing Served by the may benefit

recciving Services Applicant from proposal
treatment)*®
. . 15

Children in a 50 0 .
foster care Hartford 2,500 2% (2,500 * .02) 30% (2,5$0(6)0) 02

Total number of persons that may benefit from proposal: |

*Include documentation that support the percentages used.

' 3)  Please provide Curriculum Vitaes for the officers and directors of The Next Right Thing, LLC
that may not have been included with the initial CON application.

4)  In the following table, check the corresponding license(s) needed to establish the services listed
as part of the proposal that is/are not currently held by the Applicant. Information concerning
DPH licensure may be obtained by contacting Sandra Bauer, DPH Facility Licensing, at (860)
509- 8023 or Sandra.Bauer@ct.gov. Licenses to provide behavioral health care to children are
under the statutory authority of the Department of Children and Families (“DCE”). Information
on DCF licenses may be obtained by contacting Jim McPherson, Program Manager for DCF
Licensing Unit, at (860) 550-6532 or Jim.Mcpherson@gct.gov.

Table 2: Licenses Needed by the Applicant for the Proposal

Agency

License

Needed for
Proposal
)

DPH

Psychiatric Outpatient Clinic for Adults

Facility for the Care or the Treatment of Substance Abusive or

Dependent Persons (Outpatient)

Mental Health Day Treatment Facility

DCF

Qutpatient Psychiatric Clinic for Children

Extended Day Treatment

5)  Provide a copy of the articles, studies, or reports that have been cited to support the statements
made in this application. If the article or report is excessive in length provide a copy of each
relevant section.



The Next Right Thing, LLC March 7, 2013
Docket Number: 13-31822-CON Page 3 of 3

6)  Concerning the patient payer mix reported on page 43, it states that the program will be 100%
- covered by reimbursements from commercial insurers. On page 49, however, it states that the
payer categories will continue to be self-pay or insurance payers. In addition, there is discussion
on charity care on pages 49 and 54. Please revise the payer mix percentages reported on page 43
to agree with the statements made in the initial CON application on pages 43 and 49.

In responding to the questions contained in this letter, please repeat each question before providing
your response. Information filed after the initial CON application submission (e.g., completeness
response letter, prefile testimony, late file submissions and the like) must be numbered sequentially
from the Applicant’s document preceding it. Paginate and date your response (e.g., each page in its
entirety) beginning with Page Number 83. Please reference “Docket Number: 13-31822-CON.”
Submit one (1) original and four (4) hard copies of your response. Each copy must be fully paginated.
In addition, please submit a scanned copy of your response paginated and including all attachments on
CD in an Adobe format (.pdf) and in an MS Word format.

Pursuant to Section 19a-63%9a(c) you must submit your response to this request for additional
information not later than sixty days after the date that this request was transmitted. Therefore, please
provide your written responses to OHCA no later than May 5, 2013. If you have any questions
concerning this letter, please feel free to contact me at (860) 418-7032.

Sincerely,
/

Laurie K. Greci
Associate Research Analyst

Copy of PDF file: Kim Martone, Director of Operations, DPH OHCA
Kevin Hansted, DPH Staff Attorney
Kaila Riggott, CON Supervisor, DPH OHCA




The Next Right Thing, LLC
345 Nerth Main Street, Suite 306
e Sy West Hartford, CT 06117

April 25,2013

Ms. Laurie K. Greci
Associate Research Analyst TE pores . PR
State of Connecticut e e et S
Department of Public Health

Facility Licensing & Investigations Section

410 Capitol Avenue

Hartford, CT 06134-0308

RE: Certificate of Need Application; Docket Number: 13-31822-CON
Establishment of an Intensive Qutpatient Behavioral Health Treatment Program
CON Completeness Letter

Dear Ms. Greci:

* Thank you for reviewing our CON application and for your request for additional information. The
following document is our response to your Completeness Letter dated March 7, 2013.

The attached USB drive includes both WORD and PDF versions of our response and copies of the original
CON application.

If you require additional clarification or information, feel free to phone me at 860-236-1499 or email me
at Jenifer@NextRightThing.net.

Thank you for your consideration.

Best regards,

Jenifer C. Simson
Co-Founder and Executive Director
The Next Right Thing, LLC




Docket Number: 13-31822-CON

Appendix E - Response to Completeness Letter dated March 7, 2013

RE: Certificate of Need Application; Docket Number: 13-31822-CON
Establishment of an Intensive Qutpatient Behavioral Health Treatment Program
CON Completeness Letter

The questions are numbered per Completeness Letter dated March 7, 2013. The questions from
the original letter are included.

1)  Please provide population information by age group and by town for the service area
identified as West Hartford, Avon, Canton, Farmington and Simsbury.

Table 1: Population by Age for Towns in the Service Area

15-19 year olds | 20-24 year olds | Total 2010 Estimated 16”23_
Total Year Olds -
T onulation 2010 US (2010 US Census for 15- (based on US
own pop Census) Census) 24 Year-olds eaon S )
: Cens_us)_.__:
Avon 18,098 1,257 459 1,716 1T
Canton 10,202 628 372 1,000 o800
Farmington 25,340 1,572 1,162 2,734 S8
Simsbury 23,511 1,840 705 2,545 036
West
Harttord 23,268 4,376 3,009 7,385
Totals 140,509 9,673 5,707 15,380 12304

*The calculation for 16-23vear olds is as follows: Total 2010 census for 15-24 year olds times
80%. We multiplied by 80% to take out two years (out of the ten shown) - the 15 year-olds and
24 year-olds.

Please note that the actual number of 15-23 vear-olds in the service area is HIGHER than what
shows by census due to the large number of private high schools and public/private colleges in
the area. On page 20 of our application, we used census from current town websites, CERC, and
2000 census data to estimate 15-24 year-olds. The numbers above are therefore conservative in
that they do not include out-or-town high-school and college students nor do they reflect town
growth since the last census.
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Note — Population numbers are from the US Census Bureau’s American Factl'inder web-pages:
httn://factfinder? census.gov/faces/nav/ist/pages/community _facts xhtml#none

Cennecticut] 7|

Geography: | Avon town, Hartford County,

swbect G Number Percent,

l SEX AMD AGE
Tatal popuiation
15 o 19 veas
20 o 24 vears

Haﬂmmcﬂu e Connecicut |

Geography. Canton iowr

Csubjeer &#) Number Percer

otal ppLation
15 fo 19 vears
20 o 24 years

10,202 1000
g8 61

H 1

32, 38

Geagsraphy Fafm:ngmn 0w, Harrfcsm Ceunt-,r Conﬂectacutlj

e ﬂmbar§ Percent|

¢ b2 Total pﬂpulanm 25340 1000
15 to 10 years w1572 62
20 o 24 years Woo44B21 48

Geography: ' Slmsbuw mwn Harm}rd _'

" Gubject

15 tn 19 years
2 24 yaars

Ge&graphy \West Hartford town. Hartford County,

Subject

SE;C ANDAGE
otat population £3268 0 1000
15 to 18 venes Wi oa37@ A8
2810 24 yoars v 3009 48
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2)  Utilizing the information and statistics provided in the initial CON application and in
the documentation provided, determine the number of persons, by group, that will
benefit from the proposal. Use the format given in the following table to quantify the
number of persons needing the proposal. Develop a similar calculation for each group
of persons by the towns listed in Question 1. Add additional rows as needed to
quantify the total number of persons from the various groups and towns that may
benefit from the proposal.

Table 1: Number of Persons in Service Area with Unmet Need

‘Number: o % of
of . . Persons # of
. =) Needing Number of
Description Persons . Proposed | persons to
vy 0| Services Persons
of with . to be benefit
. Town s (but not Needing
population -substance e . . Served from
S receiving Services
- abuse by the proposal
L treatment)* .
- issues Applicant
16-23 year- S 227 7
D 4] [}
pld Avon _::_.1:_,373 16.54% (1.370%.1654) 2.95% (227%.0295)
residents ' E
16-23 year-
old Canton 800 16.54% 132 2.95% 4
residents
16-23 year-
old Farmington 2,187 16.54% 362 2.95% 10
residents L
16-23 year- N
old Simsbury | 2,036 i} 16.54% 337 2.95% 10
residents
16-23 year- R
old West | 5908 16.54% 977 2.95% 29
. Hartford | 7777
residents SRt
Total R
Service 12,304 - 2,035 60
Area L

*The percent of adolescents needing services but not receiving treatment is taken from
(Substance Abuse and Mental Health Services Administration) SAMSA’s 2010-2011 National
Surveys on Drug Use and Health (NSDUH). The NSDUH is an ongoing survey of the civilian,
non-institutionalized population of the United States aged 12 years or older. All estimates are
based on a small area estimation (SAE) methodology in which State-level NSDUH data are
combined with county and census block group/tract-level data from the State. Two excerpts from
relevant tables are included below.

4/25/2013
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For 18-25 year-olds (the age category that best overlaps our target population) the prevalence in
CT for those who need treatment for alcohol in the past year but did not receive it is estimated at
16.54% and for illicit drug use at 6.96%. The degree to which these two prevalence percentages
are additive is not clear. We’ve taken a conservative approach by using 16.54% rather than the
total of 23.5%.

Table 22, Needing But Not Recelving Treatmestt for Alcohol Use in the Past Year, y Age Group and State: Percentages, Annual Averages Based on 2018 and 2011 HSDUHs

HOTE: Heeding But Mot Receiving Treatment refers 1o respondents classified as needing treatment for aloohol, but not recebving treatment {or an alcahal groblem at 8 specialty facility [i.2..
drugg and alcohol rehabilitation facilities [inpatient or oulpatient]. hospitals finpalient enly]. and mentat health centersh.

HOTE: State and census region estimates. along with the 35 gercent Bayesian confidence icredible} intarsals, are based an 2 survey-weighted hierarchica Bayes estimation approach an d
genarated by Markow Chain Monte Carlo technigues. For the "Total LLE." roew, design-based (direct] estimates and corresgonding 95 percent cenfidence intervals are given.

WOTE: The celumn labaled "Orded” can be used ta soit the data o the original st arder.
Souree: SAMHSA. Center for Behayvioral Health Statistics and Quality, Matienal Survey on Drug Use and Health, 2010 and 2011 {2010 Data - Revised March 2012).

12 or Qlder 12 or Older 1217 1297 18-25 18.25 26 or Older 26 or Clder

12 or Older  95% Cl 95% CI 1247 45% CI 95% CI 1825 95% Cl 95% CI |26 or Otder  95% CI 95% Cl

Qrder State Estimate  {Lower} {Upper} | Fstimate | (Lower) {Upper) | Estimate  {Lower {Upper} | Estimate  [Lower} {Upper)
1(Tital LS. G.45% 6.24% 6.66% 4.03% 3.78%. 430% 14.46% 13.96% 14.96% 5.36% £.10% 5.62%
2|Hortheast 5.71% £.28% 1% 4.08% 3T71%: 4.50% 15.13% 14.32% 16.98% 5.61% 5.10% 5.16%
3| Mithrest 6.64% 6.29% 7.01% 3.87% 3.56% 4.20% 15.20% 14.54% 15.90% 5.50%, 5.08% 5.95%
4{South 5.74% 5.43% 6.07% 3.56% 3.36% 3.99% 12.89% 12.290% 13.61% 4.77% 4.40% 5.17%
6iWest 7.18% 6.69% T.I% 4.72% 4.22% 527% 15.71% 14.74% 16.72% 5.96% 5 38% 8.61%
&|Alabama £.05% 4.04% 6.20% 3.35% 2.55% 4.38% NH% 9.41% 13.66% 416% 1.08% 561%
7| Alaska 7.44% 6.05% 9.13% 4.21% 3.24% 5.46% 15.13% 12.63% 18.02% 5.40% 4.83% 8.43%
8|Arizona 7.68% 6.18% 3.50% 4.A8% 31.43% 5.83% 16.02% 13.45% 18.91% 5.67% 5.01% 8.85%
9| Arkansas 4.94% 393% 6.19% 3% 2.86% 4.94% 1.03% 9.47% 13.20% 4.06% 297% 5.53%
10| California 711% §.36% 7.94% 5.08% 4.25% 6.02% 15.62% 14.13% 17.23% 5.80% 4.92% 6.82%
11| Colorado 8.08% 8.72% 9.70% 4.47% 3.43% 5.82% 18.76% 16.20% 21.61% 5.67% 5.15% g.60%
12{Cannecticut B.97% EB3% 8 £0% 4.06% 3.10% £29%| 1654% 13.99% 19.45% 5 78% 4.33% 7 B8%
13{Delaware 5.65% 4.73% T32%|  3.558% 270% 4.65% 13.82% _11 A% 1644% 4.84% 1.59% B.51%

Tabie 21. Needing But Mot Receiving Treatment for Wicit Drug Use in the Past Year, by Age Group and State: Percentages, Anpual Averages fased on 2010 and 2011 NSDUHs

INOTE: Needing But Mot Raceiving Treatment refers to respondents classified as needing treatment for illick drugs, but net receiving treatment for an fllicit drug problem at a specialty facility
{i.e_, diug and alcoha! rehabilitation facilities [inpatient or autpatient]. hespitals finpatient onky]. and mental heaith centers). lllicit Brugs inckide manjuanathashisk, cocaine (including crack),
inhalants, hallucinegens. hergin, or prescription-fype psychetherapautics used nenmedically, including daia frem ordginal methamphetaming questians but not including new methamphetarmne
‘itams added in 2085 and 2006, See Sactien B.4.8 In Appendix B of the Reswits fom the 2008 Nationa! Survey on Diug Use and Health: Mationa! Findings.

JOTE: Gtate and census region estimates, along with the 35 parcent Bayesian confidence (credible) intevals, are based on a suvey-weighted hierarchical Bayes estimation approach and
'generated by Markov Chain Mante Carlo techniques. For the "Total U.S." raw, design-based (direct} eslimates and cerrespending 95 pereent canfidence intervals are given.

NOTE The column Isbeled "Order* can be used to soit the data te the original sort order.
Soume SAMHSA, Center for Behaviorat Health Statistics and Quality, National Survey on Drug Uze and Health, 2010 and 2011 {2010 Data - Revised March 2012}

12 or Oider 12 or Older 1247 1247 18.25 1825 26 or Qlder 26 or Clder

12 pr Older 95% CI 95% CI 1247 95% €1 5% G 1825 95% Ct 95% Cl |28 or Older 95% CI 95% CI

:Crder State Estimate  {Lower} {Upper] | Estimate  [Lower) [Upper) | Estimate  {Lower) {Upper) | Estimate  [Lower} Uppen
: 1{Total U.S. 2.40% 228% 2.51% 4.24% 4£.10% 4.59% 7.05% 5.73% 7.38% 1.34% 1.22% 1.48%
2|Mortheast 2.37% 2.20% 2.57% 4.22% 3.81% 4.68% 7.33% 8.72% 8.00% 1.33% 114% 155%
3 Midwest 2 24% 2.10% 2.39% 4.02% 3.69% 4.38% ©.64% £.20% T11% 1.25% 109% 1.43%
4|Bouth 2.1% 21T% 247% 4.08% 173% 4.42% - B54% 6.03% 1.63% 1.36% 1.20% 1.55%
§|West 2.69% 246% 2.54% 5.14% 4.56% 5.77% 7.538% 7.25% 8.79% 142% 1.18% 1.70%
&|Alabama 2.14% 1.74% 2E2% 3.74% 2.76% 5.08% 6.34% 4.84%" 5.26% +.20% 0.84% 1.72%
FlAlaska 2.78% 222% 3.46% 5.20% 3.88% 6.98% B.62% 4.95% 8.80% 1.69% 1.13% 250%
8lAdizana 2.78% 231% 180%  &70% 4.15% 7.80% 7.50% 5.64% 3.84% 1.60% 1.08% 235%
9] Arkansas 231% 1.80% 2.71% 4.02% 2.93% 5.35% B.47% 5.03% 8.30% 1.2T% 6.89% 1.81%
10| Califernia 2.79% Z46% 3.18% 531% 4.46% 6.30%| 8.34% 7.20% 3.65% 1.42% 1.08% 1.87%
11| Colorado 2.58% 215% 3.10% §.05% 3.71% 8.83% 9.26% 7.33% 11.63% 1.13% 0.78% 1.64%
12{Conrecticut 2.28% 1.84% 282% 3.38% 2.84% 5.358% 5.95% 831% 9.07% 1.31% 051% 1.69%
13| Delaware 2 W% 150% 287% 384% 281% . S21al TPk 5.39% 9.14% 1.36% 0 54% 2.01%
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3)  Please provide Curriculum Vitaes for the officers and directors of The Next Right
Thing, LLC that may not have been included with the initial CON application.

Blair MacLachlan
7 Watrous Point Road
Old Saybrook, CT' 06475
{860) 388-9128

SUMMARY

Accomplished healthcare manager with 30+ years of administrative and clinical experience i the provision
of a full spectrum of psychiatric and substance abuse services. Particular arcas of expertise include:

Highly strategic in network development and managed-care contracting.
Ability to optimize organizational capacity and processes.

Effective evaluator and interpreter of data.

Strong influencer in context of business development.

A visionary, able to translate creativity mio reality.

EXPERIENCE
GBM HealthCare Management Resources, LLC : 2000-Present

Principal

Developed / created consulting company providmg managed care contracting, cliucal operations, accounts
recetvable/management Services.

e Behavioral Health management consultant to The Next Right Thing, LLC (2011-present)

e Within 6 months of operations crcated a healthcare management consultation company
and contracted with 6 Facility based providers, 1 Integrated Health System, 1 Managed care vendor, and
4 Cormmunity Based providers.

¢ Developed capacity to deliver comprehensive “Operational Analysis” of organizations clinical, financial
and Utilization Management processes.

o LEstablished provider accounts receivable systems/process and collected 3.2 million dollars in provider
reimbursement,

e Re-contracted for services and rates with 6 HMO Behavioral Health Vendors for 10 facilities and 4
comrinunity-based providers.

e Created a State-wide Medicaid network of providers including: Acute-care and Residential Facility
providers, community -based Child Guidance Clinics, Family Service Associations, Local Mental Healih
Clinics, and Federally Qualified Health Cliucs.

»  Cuarrent Client porifolic includes: 10 Facility based providers, 1 Integrated Health System, 8 Managed
care vendors, 1 Qutsource Billing Company, and 5 Commumity Based providers.

New England HealthCare Management Services, LLC 1999-2000
Director of Consultation Services

Developed / created consulting company providing managed care contracting, clinical operations, accounts
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receivable/management services

. Within 6 months of operations created a healthcare management consultation company — and
contracted with 7 healthcare providers, 1 Integrated Health System, a 2 primary-care
providers.

Developed capacity to deliver comprehensive “Operational Analysis” of organizations clinical,
{inamcial and Utilization Management processes,

Established provider accounts receivable systems/process and collected 1.5 million dollars m
provider

Reimburscmennt,

Re-contracted for services and rates with 6 HMO Behavioral Health Vendors for 5 Facilities
and 3 community-based providers.

Behavioral Health Conmnecticut, LLC, Hartford, CT : 1997 - 1599
Network Management & Provider Relations

A State-wide Provider Sponsored Behavioral Health Managed Care/Utilization Management company of
the Hartford Health Care Corporation

Created a state-wide ambulatory and facility-based behavioral health provider network, through
effectively implementing the selection, credentialing and contracting strategy. Within six months of
incorporation, BHC had 580 ambulatory providers and 15 facility based providers under contract,
Established the organizational capacity to provide, analyze, and proactively manage the system of care in
a [ully atrisk environment. Within 90 days of operation, the system had secured 4 contracts, 2 fully
capitated covering 45,000 lives and 2 ASO contracts for network management and support services,

Psych Options East, Inc., Mansfield Center, CT 1995 - 1999
Executive Director

A leading regional Provider-Hospital-Organization (PHQ) providing behavior health  scrvices and
cncompassing 54 direct service healthcare professionals practicing in 21 office locations.

Created an integrated behavioral health provider network, establishing the framework, analyzing the
market, and designating target providers, becoming the dominant player in a $20 million market within
one year,

Established the organizational capacity to provide, analyze, and proactively manage the system of care
for a service area of 560,000 Lives, Within one year of operation, the system had secured five managed-
care contracts with a monthly increase of billed services of 30%.

Natchaug Hospital, Mansfield Center, CT 1989 - 1999
Director of Network Development (1993-1999)

A leading regional, private, notfor-profit spccialty hospital providing inpatient and partial fiospital
behavioral health services to adults, adolescenis, and chifdren.

Established the organizational capacity to effectively respond to significant changes in the managed-care,
public and governmental payers implementing systems to evaluate market share, target payers, and
implement marketing strategies. Since 1993, successfully negotiated 89 contracts for services, covering
089% of the lives in the defined service area.

Developed the internal information systems and processes to proactively manage contract perforrnance,
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monitor payer satisfaction, utilization of services, and reimbursement. Since 1993, have increased third
party market share, maintained inpatient census/payer mix, and improved partial hospital census/payer
mix during a period of significant state and national reductions i behavioral health expenditures.

Director of Adult Services (1991-1995)

Successfully reorganized the clinical program, admissions criteria and processes, and implemented off-
sile partial hospilal program managing total budget of $6.5 million in gross revenues.

Implemented acute programs to respond to managed-care expectations for decreased length of stay,
increasing admissions over 50% and decreasing length of stay by 30%.

Director of Adult Partial Hospital Programs (1989-1991)

-Successfully redesigned the Partial Hospital Social Rehabilitation Model” to acute service providers, incorporating chemis
by area providers and payers, 809% growth in admissions and gross revenues increased to $1.5 million.

Aetna Life and Casualty, Middletown, CT 1987 - 1989
Psychiatric Review Specialist

A national leader in msurance and managed care rcform providing behavioral health benefits and carc
management scrvices through pre-certification, concurrent telephomic reviews, and retrospective medical
records reviews.

Developed and implemented admission, extended stay, and critenia was utilized to psychiatric and
substance abuse treatment, this was adopted company-wide, and was utilized to train review and field
ollice staff.

As Account Manager for an international company, provided review services, decreasing total annual
cost for behavioral health from $72 to $66 million.

Elmerest Psychiatric Institute, Portland, CT 1980 - 1987
Director of Qutpatient/ EAP Services (1986-1987)

State-wide leader i the delivery of behavioral health scrvices providing mpatient, partial hospital and
OUIPALICIIL SEIVICES.

Proposed and sccured first EAP contract for a local municipality including 11 union contracts,
successfully negotiating management and labor issues and obtaining first year 7.2%
penctration/utilization rate for employecs.

Designed, developed, and implemented business office and clinical processes, becoming operational in
90 days, and by year-end was providing services to 80 clients weekly (33% above plan).

EDUCATION
MSW, Group Work/Administration 1983
University of Connecticut School of Sacial Work, West Hartford, CT ‘

B.A., Clinical Psychology 1981
University ol Hartford, West Harttord, CT

89
4/25/2013




Docket Number: 13-31822-CON

175 Union Street, Rockville, CT 060669{860)573-6907ekcolt1211@gmail.com

Karen M. Colt, MEd, LADC

Experience

3/13- Present The Next Right Thing, LLC West Hartford, CT

Clinician, 3/13-present: Responsible for treatment and discharge planning for adolescents in a
community-based substance abuse and mental health program. Leads and co-leads adolescent,
parent, and family groups and treats adolescent patients and their families.

5/07-3/13 New Hope Manor, Inc. Manchester, CT

Chief of Clinical Operations, 6/09-present: Responsible for developing, implementing and
maintaining clinical programs in non-profit agency with full range of services for adolescent
and adult clients, including: supervision of master’s level clinical staff; crisis management;
quality assurance; training of clinical and milieu staff in treatment models; management of
census in all programs; collaborate with DCF at management level; provide clinical input for
grant proposals.

Residential Director, 6/08-6/09: Responsible for managing clinical and direct care staff in 20-bed
residential for girls ages 12-18 with co-occurring disorders; duties included clinical supervision,
coltaboration with DCF, program development and management, assessment and intake of
residents.

Group Home Director, 5/07-6/08: Responsible for managing clinical and direct care staff in 5-bed
therapeutic group home for gitls ages 13-21 with mental health and/or substance abuse
disorders..

11/96-5/07 Eastern Connecticut Health Network Manchester, CT

Inpatient Social Worker, 6/02-5/07: Responsible for assessment, treatment and discharge
planning for adult and adolescent inpatient psychiatric clients; worked within multidisciplinary
treatment team; collaborated with DMIIAS and DCF funded agencies; participated in Probate
Court processes; referred clients to appropriate level of care and community supports at
discharge. '

Mental Health Counselor, 9/99-6/02: Responsible for direct care to patients on adult psychiatric
unit. Developed and ran substance abuse groups for appropriate clients.

Pharmacy Technician: 11/96-9/99: Responsible for filling hospital pharmacy orders.

6/01-6/02 ECIIN Manchester, CT

Intern

Inpatient Psychiatric Unit, 2/02-6/02
Partial Hospital Program, 6/01-6/02
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Education

6/01-6/02 Cambridge College Cambridge, MA

Master of Education, Counseling Psychology
Additional courses in Addiction Counseling

9/97-5/99 Manchester Community College Manchester, CT

Associate of Science
Drug and Alcohol Rehabilitation Counseling (DARC)

9/74-5/77 University of Connecticut Storrs, CT
Major in Animal Science

Additional Training

Seven Challenges
Initial Training — 2007
Leader Training — 2008

Dialectical Behavior Therapy (DBT)
10 Day Intensive (Behavioral Tech) — 2008

Global Assessment of Individual Needs (GAIN)
Administration Training — 2008
Local Trainer Certification — 2008
Clinical Interpretation Certification — 2011

Multidimensional Family Therapy (MDFT)
Inttial Training (ABH) - 2009

Clinical Supervision of Substance Abuse Counselors
Connecticut Certification Board -- 2011

Trauma Focused Cognitive Behavior Therapy (TF-CBT)
2 Day Training - 2012
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4)  In the following table, check the corresponding license(s) needed to establish the

services listed as part of the proposal that is/are not currently held by the Applicant.

Table 2: Licenses Needed by the Applicant for the Proposal

Needed
Agency | License Pr(fg:)sal
)

Psychiatric Outpatient Clinic for Adults v
DPH | Facility for the Care or the Treatment of Substance Abusive or v

Dependent Persons (Outpatient)

Mental Health Day Treatment Facility v
DCF Outpatient Psychiatric Clinic for Children v

Extended Day Treatment NO

5)  Provide a copy of the articles, studies, or reports that have been cited to support the
statements made in this application. If the article or report is excessive in length
provide a copy of each relevant section.

4/25/2013
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Copies of Articles and Studies Cited Through-out the Application

The following sources are from Appendix A — References and Bibliography. After each listing
(data source), we’ve referenced the applicable page number and bullet in the original CON
application where we have used data or quoted information. A copy of the relevant portion of a
study or article along with a web-address follows. When the relevant data is buried in text or
data tables, we circled it.

American Psychiatric Association. DSM-IV-TR or Diagnostic and Statistical Manual, edition IV

transitional (2000). The DSM-1V-TR provides a classification of mental disorders, criteria sets to

guide the process of differential diagnosis, and numerical codes for each disorder to facilitate
medical record keeping. The stated purpose of the DSM is to: 1) provide "a helpful guide to
clinical practice"; 2) "to facilitate research and improve communication among clinicians and
researchers™; and3) to serve as "an educational tool for teaching psychopathology.” Referenced

on p. 12 bullet number 7 of this CON appllcan(m
The five diagnostic axes spemﬁed by DSM-IV-TR are_

e Axis I: Clinical drsorders including anxrety dlsorders mood disorders, sch1zophrema and other psyehotre

--disorders.

s AxisIl: Personahty disorders and mental retardatron This axis mcludes notations about problematlc

aspects of the patrent‘s personality that fall short of the criteria for a personahty disorder:
s Axis il General medlcal conditions. These mclude diseases or d1sorders that may be related

phys1ologroally to the mental disorder; th are sufﬁc1ently severe to affect the patient's mood or

functromng, or that influence the cho1ce of med1cat10ns for treatmg the mental disorder. ] _
o - AxisIV: Psychosocml and env1ronmenta1 problems These mclude eondmons or situations that mﬂuence '

L : the diagnosis, treatment or prognos1s of the patrent's mental d1s0rder DSM IV-TR. hsts 1the followmg

: categorres of problems famﬂy problems social env1r ent problems; educatmnal problems occupational

: problems housmg problems economrc problems problems w1th aceess to health care; problems wrth the

legal system and other problems (_ d.lsasters etc.).

*  Axis V Global agsessment of functlo ng. Ratmg the pat1ent‘s g ner _ le\tel of functioning is intentlecl to

help the doctor draw upa treatment plan and evaluate trea.tment pr_ gress The primary scale for Axrs V is

: ;the Global Assessment of Funct1 'mg (GAF ) Scale, wh1ch m ures jevel of ﬁmotlomng on a scale of i-

100 DSM IV-TR includes three specrallzed global scales m 1ts _appendlces the Social and Ocoupatlonal

' _;:Functlomng Assessment Soale (SOFAS) the Defensive Funetlonmg Scale; and the Global Assessment of
Relatronal Functioning (GARF) Seale The GARF is a mea'm

ement of the maturity and stab1l1ty of the

: _: re[atlons]]_lps within a famﬂy. or between a. couple.
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American Society of Addiction Medicine. ASAM Patient Placement Criteria for the Placement
of Substance Related Disorders, Second Edition (ASAM PPC-2R) (2001). The ASAM Patient

Placement Criteria is the result of a collaboration that began in the 1980s to define one national
set of ctiteria for providing outcome-orientated and results based care in the treatment of

addiction. hrin/forww asam. ore/publicationy/patient-placement-criteria

Referenced on p.12 bullet number 8 of this CON application
il The ASAM Criteria

The ASAIVI Criteria,’ also known as the ASAM Patient Placement Crlterla are the result of a collaboratlon
that began in the, 1980s to define one national set of criteria, for providing outcome- orlentated and results .
based care in the treatment of addiction. Today the criteria have become the most widely used and
comprehensive set of guidelines for placement, continued stay and dlscharge of patlents with addlctwe
dlsorders and the ASAM Crlteua are reqmred in over 30 states. T o

The ASAM Criteria i is an :nd'lspensable resource that add|ct|on medlcme professnonals rer on to provide a
nomenclature for describing the continuum of addiction services. :

Connecticut Department of Public Health. National Public Health Week Fact Sheet: Drug and
Alcohol-related Poisoning {Apxil 2011).

Sttou v ot govidph/own/view asplq=476708&2-3987 Referenced onp. 16

National Public Health Week Fact Sheet Drug and Alcohol- related Pmsonmg

According to the latest stausucs drug overdose deaths are among the leadmg causes of death due to umntentlonal
injury. .. . : . : _ i

Drug overdose death rates in the Umted States have neve en higher, rising_steadily ;s'i_noe 1970. In fact, rate._s:have

increased five- fold smce 1990.:

According to state health officials, accrdental drug—related pmsonmg'has surpassed moto_r vehlele crashes as a
leading cause of death in Conneeucut From 2005-2007, there wer' '952 drug and alcoho deaths in Connecticut. -

During this trme period there were 2, 578 ] ospltahzauons and 7 140.p01sonmg related emergency department v1s1ts
in the state. In addition, there were 106 su1c1de deaths due to poisoning (drugs and alcohol), and over 3,000
hospltahzauons and over 3,000 emergency department visits related to sulelde attempt drug pmsomng

A poisoning occm's when A person’s exposure to a natural or manmade substance has an ung esuable effect. A drug -
poisoning occurs when that substance isan 1llega1 preser1pt1on or over—the—counter drug Most fatal pmsonmgs m Y
the United States result from drug pmsomng_. B - : g

According to. the federal Centers for D1sease' Control and Preventloni the increase in drug overdose deaths is Iargely 5f
due to the use ef prescrlptron opro1d pamklllers such as oxycedone (OxyCont1n®), hydrocodone (Vicodin®), and
methadone. -+
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DiClemente, Carlo and James Prochaska. Stages of Change Model. Developed in the late 1970's
and early 1980's, the Stages of Change Model is applied to a broad range of behaviors including

weight loss, injury prevention, overcoming alcohol, and drug problems. For more on The Stages

of Change model, see: hitp:/fwww.addictioninfo orglarticles/1 1/1/Stages-of-Change-

Model/Parel himl. The model is referenced on p. 11 first bullet Excerpt from article:

Stages of Change Modei

Stages of Change Theorv

The Stages of Change Model was orlglnally developed in the late, '1970's and early 1980's by James
Prochaska and Carlo DiClemente at the University of Rhode Island when they were studymg how
smokers were able to glve up their habits or addiction. . : .

Addiction: The negatlve end state of a syndrome (of neuroblologlcal and psychosoc1a1 causes) resultrng
in continued or increasing repetitive involvement despite consequences ‘and conscious efforts to
discontinue the behavior. Addiction to any partlcular substance or behayior is seen mainly as a matter of
personal vulnerablhty exposure and access, and :the capacrty to produce a des1rable shift in mental state. Q_

dJ Shaffer, PhD,CA Ha;r_v_ard Medical Schoo_l,_ g

This definition was orlgmally formulated by Ho
Division on Addictlons

The SCM model has been applied to a broad range. of behaviors 1nclud1ng we;ght loss, injury. preventlon
overcoming aIcohol and drug problems arnong others L e

The idea behlnd the SCM is that behavior change does not happen in one step Rather people tend to E.; :;
progress through different stages on the1r way to successful change. Al ' ach of us progresses throngh
the stages at our own rate. <...> R : S

The Stages of Change _

PROGRESS

The stages of change are:

;Precontemplatlon (Not yet acknowledglng that there is a
problem | behav1or that needs to be changed)

Contemplatton (Acknowledgmg that there is a. problem :
but not yet ready or sure of -wanting to rnake a change)

Preparat1onfDeterm1natron (Getting ready to change)
Actloanﬂlpower (Changmg behavior)

._Mamtenance (Marntalnmg the behavior change) and

RELAPSE - Relapse (Returnmg to older behaviors and abandonlng
the new changes) - :

95
4/25/2013



Docket Number: 13-31822-CON

Drake, Robert MD. NAMI National Alliance on Mental Ilness. (September 2003).  Dual

Diacnosis and Integrated Treatment of Mental Tllness and Substance Abuse Disorder.

bt/ v namiorg/ Template,ofm 7Section=By IHness& Template=/TagyedPage/tag ociPasel)

wnlay ofm& TPLID=54&Content]lD=23049, References the need for The Next Right Thing to be

dual diagnosis capable on p. 37 of this CON application

Dual Disgnosis and Integrated Tzrea'tment of Mental Hiness and .;S_u'bsft:ance Abuse Disorder - PR R

What are dual diagnosis servrces‘?_ T

Dual diagnosis services are treatments for people who suffer ﬁ'om ¢o-occurring disorders - mental 1llness and
substance abuse. Research has strongly indicated that to.recover fully, a consumer with co-occurring disorder needs -
freatment for both problems -- focusing on one does not ensure the other will go away: Dual diagnosis services
integrate assrstance for each condition, helpmg people recover from both in one setttng, at the same time.

Dual d1agn031s serv1ces include different types. of assmtance that go beyond standard therapy or medication:
assertive outreach, job and housmg assistance, family counseling, even money and relationship management. The
personalized treatment is v1ewed as long-term and can be begun at whatever stage of recovery the consumer is in.
Positivity, hope and optmusm are at the foundation of mtegrated treatment SR . :

How often do people with severe e mental illnesses also exper1ence a co-occurrtng substance abuse problem‘?

There is a lack of mformatton on the numbers of people w1th cO- occurrmg disorders, but research has shown the
disorders are very common.: Aeeordmg to reports publtshed the Journal of the Amencan Med1cal Assoctatlon e
(JAMA): i RER : e .

. Roughly 50 nerr‘eﬂf m“m" T g i AN

Results of the NCS and the ECA Survey mdtcate hlgh prevalence rates for eo—occurrmg substance abuse dlSOI‘derS_ .
and mental disorders, as well as the increased risk for people with either a substance abuse disorder or mental i
dlsorder for developrng a co-occutring disorder. For example the NCS found that; S

q 1ct1ve dlsorder

o 147 percento FrTichebsith g ] 2-month. mental dlsorder had at least

The ECA Survey found that individuals with. severe mental disorders were at s1gn1ﬁcant risk for developmg a
substance use disorder during their lifetime. Specifically:. - R B

e 47 percent of individnals with schrzophrema also had a substance abuse d1sord (more than four times as llkely
‘as. the general population). g S o

61 percent of individuals with brpolar.chsorder also hada substance abuse di rder (more than five times as. -

llkely as the general population). .

Continuing studies support these ﬁnd]ngs that these disorders do appear to ocour much more frequently than
prev1ously realized, and that approprlate mtegrated treatments must be developed ST

What are the consequences of ce—occurrmg severe mental illness and substance abuse“?
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For the consumer, the consequences are numerous and harsh. Persons. with a co-occurring disordet have a
statistically greater propensity for violence, medication noncompliance, and failure to respond to treatment than
consumers with just substance abuse or a mental illness. These problems also extend out fo these consumers’
families, frlends and co-workers : :

Purely health wise, havmg a simultaneous mental illness and a subs ance abuse drsorder frequently leads to overall
poorer functioning and a greater chance of relapse. These consumers are in and out of hospitals and treatment - "
programs without lasting success. People with dual dlagnoses also tend to have tardive dyskinesia (TD) and physrcal
illnesses more often than those with a single disorder, and they experience more episodes of psychosis. In addition, .
physrcrans often don’t recognize the presence of substance abuse d1sorders and mental disorders, espec1ally in older _
adults, .- i :

Socially, people with mental illnesses often are susceptrble to co occurrmg disorders due to "downward drlft " In _
other words, as a consequence of their mental illness they may find themselves living in marginal ne1ghborhoods -
where drug use prevails. Having great difficulty developing social relationships, some people find themselves more -
easily accepted by groups whose social activity is based on drug use. Some ma: 'belreve that an 1dent1ty based on
drug addiction is more acceptable than one based on mental illness.

Consumers with co- oeourrmg dlsorders are also much more llkely to be homeless or Jarled An estimated 50 percent
of homeless adults with serious iental illnesses have a co-occurring substanee abuse disorder. Meanwhile, 16% of
jail and prison inmates are estimated to have severe -mental and substance abuse disorders. Among detarnees Wrth
mental disorders, 72 percent also have a co-ocourrlng substance abuse disorder. ;

Consequences for society directly stem from the above Just the back-and-forth treatment alone currently grven to
non-violent persons with dual d1agnosrs is costly ‘Moreovet, violent or criminal consumers, no matter how unfairly
afflicted, are dangerous and also costly. Those with co-occurring disorders are at hlgh risk to.contract AIDS, a
disease that can affect society at large Costs rise even higher when these persons,as those wrth co-ocewrring
disorders have been shown to do, reeycle through healthcare and criminal JuSthG: sterns agarn and again, Without
the establishment of more integrated treatment programs, the cycle will continue. =/ - s

Green, Rick. Courant.com. Teen Pot Use at 30-Year Peak — Are We Too Lax? June 25, 2012.
hitp://articles.courant.com/2012-06-25/health/he-green-marijuana-0626-20120625 1 medical-

‘mariiuana—mariiua.na-studv—pot Referenced on pp 25-26 bullet #11

Riek G: cen: Teen Pot Use at 30-Year Peak - Are W R
June 25, 2012{Rick Green .. : R R
Decriminalizing poi and- openmg the door to medrcal marijuana seems like the rrghtgthmg.: We've wasted millions of
taxpayer dolla.rs ina: futrle effort to block use of something that seems less harmful than alcohol

I'm sure of it, Just hke I can’t thmk of anything more pointless than a E ime pot arrest, -

Is there some threshold we are crossrng here, particularly for those of us. who grew up 1n the largely benign
rnarr_]uana haze of the 1970s and 1980s, who now have teenage chrldren living. in’ a__far drfferent illicit drug world?

“Marijuana is not as mnocent as it is being perceived," said Ylfrah Kannn 1, a professor of psychiatry and pediatrics
at the Umversrty of Connecticut Health Center and who directs somethrng called the Adolescent Treatment of
Marijuana Study. Kammer spends a good deal of his time trying to help area kids who can't kick their marijuana
addiction. Often they eome from communities where folks don't want io talk about a surge in marijuana use.

"The law has never been so lax," Kaminer said. “The messages are s0. conﬁ.rsrng
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In the last few weeks, we've heard about state officials drawing a plan for. dlSpGIlSlng medical marijuana in response -
to a new law approved by the General Assembly this year, Last week, a.man showed up in downtown Hartford with
a prototype vending machine for pot ‘A teacher and lacrosse coach at Northwest Catholic High School was arrested
for allegedly running a homegrown marijuana operation out of his Bloomﬁeld home. President Obama's youthful x
dalliance with weed has been metlculously detaﬂed in a new bio graphy by Dav1d Maraniss. :

"It's all over the place. These kids tell us man]uana is fine," Kammer sald, notmg that's not quite the case: the
concentration of pot's active mgred1ent has spiked, making today's weed far more potent than those ]O]IltS at the
Dead shows back in '79. "Th.lS Is gomg to become a bigger problem : -

1 stopped by Kaminer's office because he s been telling me for months that soc1ety s increasingly casual att1tudes
toward weed may be leading us down a disastrous path, at least. when it comes to creating a fresh crop of teenage pot
addicts. I'm troubled but not convmced since it seems like. decades of screwed-up drug laws have pretty effectrvely
created generat1ons of addicts and needlessly rumed hves for relatively petty offenses. . - |

But I have a hard time dismissing Kannner. :

Weve seen more cases of early onset scthophrema [Marijuana] increases the chance for early onset schizophreft
by 10 percent,” Kaminer sald "This is one of the issues that are.a rnaj ot concern for us.” :

Kaminer warns about the effect of pot on the stii-a ATe bram, about the danger.of drlvrng under the ‘
influence of pot bemg as rlsky as driving drunk and the lmk between drug use and psychlatrrc drsorders in young
people. : . _ .

A researcher who has. been studymg addiction and m I} Juana for decades, Kammer treats hundreds of teenagers
from throughout the Hartford area who are part of’ hlS stndy These kids can: be chronic smokers of marijuana -
suffering from "cannabls use disorder” — who come on their own or who are referred to h1s program by the courts.

48 sasteady rise in marl}uana use by feenagers across the land durmg the last decade ‘The " <thy,
Future” study reports that daily pot use is at a 30- ye 'al( among teenagers — about 1 n every 15 hzgh school
gniors report toking up at least daily. :

More signifi cantly, the survey of nearly ST,000 5t
see what sc1ent1sts call "perceived risk" from usmg marr]uana Disapproval rates have also dropped suggesting

usage will continue to rise, Students in the U.S. trail only those in France and Monaco in use of mart_] ugna or hashlsh
during the last 30 days the M1ch1gan researchers recently reporte e

The issue isn't whether adults use pot That‘s the1r busmess Kammer sald What's mlssmg from the discussrton is
what‘s happenmg to our teenagers, :

"When we make decigions such as approvmg med1cal marijuana and reducmg ﬁnes the message we send to
adolescents is 'No big deal'," Kaminer, sald "How can we then ask them not to ) e 1t’?" e

Hastings, Richard. Ridgefield Patch. Teen Deaths Related to Prescription Drug Abuse
Skyrocket. April 20, 2012.

http/frideeficld. patch.com/articles/teen-death-s-related-to-preseription-drup-sbuse-skyvrocket.

Referenced on p.22 bullet #8 of this CON application
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Teen Deaths Related to Prescrrptlon Drug Abuse Skyrocket

How You Can Help to Prevent a Leading Canse of Teen Accidents and Deaths

] g5 rs_AprLl 20,2012 5 : A : _
7 Center for Disease Control and Prevention (CDC) released a rather alarmmg statistic this week regardmg

deaths. The incidents of teen fatalities related to pmsonmgs among 15 to: 19 year olds increased more than 90%

between 2000 and 2009 The CDC s report states that tlns is aresult of our country 5 epldemlc of prescrlptron drug

Altho ugh many ficine

prescription drugs and over the counter medlcrnes to get high. These drugs mclude pain krllers that nnght be
prescribed after a person undergoes surgery, depressants that are ‘taken for sleep aid, depressron or amuety or
stimulants such as those used for ADHD. The over the counter medicines include cough medicine and cold
remedies. Narcotic pain klllers like Vicodin, OxyContm Percocet or Lortab mcludmg the generrcs such as '

methadone and hydrocodone are hlghly addlctrve and are very dangerous

y,eachday 2 500 students from 12 to 17 abuse a pain rehevmg drug for the first trme ln fact prescrlp
medicine is the second most abused drug other than marijuana. Most teenagers obtain these prescrlptlon meds by
stealing them ﬁom their parent’s medlcme cabmets and even share them with friends or sell them at school. So

at parents can help reduce. 1nc1dents of prescriptlon medlcatlon abuse is to make surc fhatabis

prescription med:cauon especially the p [T Tedreat dlsposed of so they are

L , . er surgery 18 properly;
not avallable to children who mrght otherwrse experlment w1th thern - '

Next Saturday, Aprll 28,2012 from 10am to 2pm, The Drug Enforcement Admmlstration (DEA) has scheduled 1ts .
fourth Natronai Prescription Drug Take Back Day. This prov1des all of us-with an opportumty [for those] who have ;
accumulated unwanted prescrlptlon medlcmes to safely. drspose_ of those drugs. The last DEA sponsored event : '

collected almost 200 tons of unwanted or expired medicatlons The total collected m the three prior evenis amounted

to almost 500 tons of medlcrnes

DEA Admmlstrator Mlcheie Leonhart stated “The amount of prescrrptlon drugs turned in by the Amerrcan pubhc
during the past three Take Back Day events speaks volumes about the need to.develop a conven_]ent way to rid
homes of unwanted or expired prescr1pt1on drugs ” To ﬁnd out the nearest law enforcement off ice. takmg part in the

program please visit the Coliectron Site Locator.

This very. important, and obv1ously much needed serv1ce could give new meanmg to Sprmg Cleaning and could
help to prevent a serious m_]ury or death Please take the tune to participate in this very worthwhrie event as our_ - s

greatest responsibility as parents 1s to help ensure our cthclren E safety

__:Walsh LLP, with ofﬁces 'ff:i =

RJchard P. Hastings is a Counectrcut personal m]urv lawyer at Hastmgs Cohan R
throughout the state. A graduate of Fordham Law School he has been named a New ‘England Super Lawyer and is

the author of the books: "The Crash Course on Child Injury Claims"; "The Crash Course on Personal Injury | Clarms
in Connecticut" and "The Crash Course on Motorcycle Acmdents " He has also co -authored the bestsellmg book
"Wolf in Sheep's Clothmg What Your lnsurance Company Doesn't Want, You to Know and Won't Tell You Until
Tt's Too Late!" He can be reached at 1(888) CTLAW-00 or by visiting wiww.hewlaw.com. :
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Johnston, L. D., O’Malley, P. M., Bachman, I. G., & Schulenberg, J. E. (2012). Monitoring the

Future: national survey results on drug use, 1975-2011: Volume I, Secondary school students.

Ann Arbor: Institute for Social Research, The University of Michigan.

bt/ fwwwmonitoringthefuture org/pubs/monographsimif-overview2010.pdf (See p. 5 of

overview) Referenced on p. 22 bullet #6

Summary of Key Findings HISRE Ll B e

<...>The most important findings to emerge from the 2010 survey were the followmg Manjuana use, whrch had

been rising among teens for the past two years, contrnued to.rise in 2010 in all prevalence periods for o

all three grades. This stands in stark contrast to the long, gradual decline that had been occurring over the

preceding decade. Of relevance, perceived risk for marijuana has been falling in recent years. Of -

partlcular relevance, daily marijuana use increased significantly in-all three grades in 2010; and stands at
1.2%, 3.3%, and 6.1% in grades 8, 10, and 12. In other words nearly one in srxteen hrgh school seniors - .

today is a current darly, or near- daﬂy, rnarr]uana uset. :

< > . _ : b : : :
Cocaine and powder cocaine use contmued gradual deelmes in all grades in2010, though the one-year ‘-
change did not reach statistical 51gn1ﬁcance Sedative use and use of narcotics other than heroin, whlch are
reported only for 12th graders, Similarly continued then' slow, non- s1g,n1ficant declines in 2010. Vrcodm ﬁ
use decreased significantly only among 12th graders in 2010 with annual.prevalence falling from 9. 7%
2009 to 8 0% in2010. Even at 8%, it remaing one of the most widely used-rlhelt drugs. h

The use of quite a number of drugs held fa]rly steady in 2010 These mcluded an index of the lse. of any
illicit drug other than marijuana, LSD, hallucmogens other than LSD taken as a class, PCP,"

crack cocaine, heroin:without using a needle, OxyContin, amphetammes {Ritalin and Adderall
specifically), methamphetamme crystal methamphetamme tranquilizers, cough and cold medicines -
taken to get high, several so-called “club drugs” (Rohyprol, GHB, and ketamine), and anabolic.
steroids. Use of most of these drugs is at or below peak levels, in partlcular methamphetamme and
crystal methamphetarmne In fact, annual use of metha:mphetamme is down in all three grades by
between 60% and 80% since 1999, when its use was first measured. The drugs that are not down much
from peak levels are the narcotrcs other tlum heram their contlnued hrgh rate of uge is amo g the more
disturbing findings from the 2010 survey. » : ;

Murray, Rheana. New York Daily News (June 2012). Heroin use among suburban tegns
skyrockets; Experts say prescription pills are the new gateway drug.

hitn:/ Favww. nvdailvnews. com/life-style/health/heroin-soars-suburban-teens-talk-heroin-problem-

talking-prescriplion-drug-problem-article-1.1099140. Referenced on p. 23 bullet #9

Heroin use among Suburban teens skyrockets, Exper ts say prescrrptlon pllls are the new gateway
drug : i

"Twenty vears ago half of the heroin addlcts in treatment hved i two states _New York and California, accordlng
to Dr. Joe Gay, director of Health Recovery Services in Ohlo Now we're seemg 1t spread out of the cities, mto the
suburbs and into the rural ATCAS, . :

Herom use among teenagers is 1ncreasmg at an alarming rate as. experts say the drug, .long considered to be prevalen
only in urban areas, is infiltrating the: ‘suburbs. All across suburban America, young people are getting hooked ona -

“Kids in the erty know not to touch 1t but the message never got out to the suburbs_

former Chicago Police _Capt. -
John Roberts told NBC News. L R

100
4/25/2013



Docket Number: 13-31822-CON

Roberts’ 19—year-old son died of a heroin overdose after the family moved to Chrcago ] suburbs Roberts newly
retired from the police department, thought his children would be safer R
“We didn’t thmk it would ever be a problem out here,” he said. <"

ving from heroin abuse has skyroeketed In 1999,:198 people between the ages of 15 and 24 dled of a herom
overdose, compared to 510 deaths in 2009 the latest year data W taken

More feens are seeking treatment for herom abuse, too — the ﬁgure Jumped from 4,414 to more. than 21,000 (about o
ereent) between 1999 and 2009 Nmety percent of teen hero' 1 addicts are white, aecordmg to the data

Accordmg to NBC News pren illora-are-thelin sl T AR Tarom, Teons addlcted to
pills like Oxycodone can find the same hlgh in herom whlch 1 cheaper more mtense and casier to buy

Roberts says hlS son, Bﬂly, first became addlcted to prescrlptlon pamklllers but when he and his frrends could no
longer afford the1r habrt they turned to herom whlch they could buy for 1710 of the price. L

“It’s hard to ta]_k about the heroin problem Wlthout talking about the prescrlptron drug problern ? Rafael Lemaltre
of the White House Office of National Drug Control Policy told NBC News. :

Death from prescription drugs tripled between 2000 and 2008 accordmg to natronal data from the Centers for
Disease Control and Preventron . : '

NBC News repotts that ou of dozens of interviews 'w h former heroin addlcts nearly all reported getting hooked
the same way. They started with prescription drugs they purchased from friends; and when they became too addrcted
to afford the number of p1]ls they needed to get_high, they sw1tched 10 cheaper herom ,,,,,, .

A March 2010 ¢ egort by ABC News hlghhghts eft"orts by drug traffickers i in: Memco and Columbia to market herom
to suburban teens, by splashmg popular logos hke Prada or Chevrolet, on the smali d:rug packets. :

Some dealers even glve rt away for free in the sub' ) then sell to the kldS once they become hooked.

National Survey on Drug Use and Health (NSDUH) (2010). Results from the 2010 National

Survey on Drug Use and Health: Summary of National Findings.
http://www.samhsa.gov/data/ NSDUH/2K 1 ONSDUH/2k 1 OResulis.pdf

htip://www.samhsa.gov/newsroom/advisories/1 109075503 aspx Referenced on pp. 20-21 bullet
i of this CON application

' SAMHSA News Release .-
Date: 9!8/2011930 AM : ' L
Media Contact SAMHSA Press Ofﬁc
Telephone 240-276 2130 w

Mational sarw} stﬂees a rise in ighﬁh dreg ase from 2608 to Zttm _ - :
Increased rates of marijuana use drive increass, especially among young adults

The use of illicit drugs among Americans increased between 2008 and 2010 according to a national survey
conducted by the Substance Abuse and Mental Health Services Admmlstratron (SAMHSA). The National Survey on
Drug Use and Health (NSDUH) shows that 22.6 million Americans 12 or older (8.9-percent of the population) were
current illicit drug users. The rate of use in 2010 was similar to the rate in 2009 (8.7-percent), but remained above
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the 2008 rate (8- percent). R PR v :
An increased rate in the current use of marljuana seems to be one of the prime factors in the overall rise in 1111e1t

drug use. In 2010, 17.4 million Americans were. current users of marijuana - compared to 14.4 million in 2007, Th1s .
represents an increase in the rate ofcur seuindhepopolagion 12 and older from 5. 8—percent in 2007 to.

NIDA National Institute on Drug Abuse. Principles of Drug Addiction Treatment: A Research-

Based Guide (Third Edition) (October 1999). www.drugabuse.gov

Referenced on pp. 39-40 regardmg NIDA guidelines. Excerpt below:

\; Principles of Effective Treatment - SR
1. Addiction is a complex but treatable disease. that affects brain function and behavior. Drugs of abuse
alter the brain’s structure and function, resultmg in changes that persist long after drug use has ceased. Thls
may explain why drug abusers are at risk for relapse even after long per'ods of abstmence and despite the |
potentially devastating consequences. SR !
2. No single treatment is appropriate for everyone. Treatment varres dependrng on the type of drug and the ‘
characteristics of the patients. Matching treatment settings, interventions, and services to an individual’s
particular problems and needs is critical to his or her ultlmate SHCCESS 1n return' g to productlve functioning in
the family, workplace, and society. <...> : S

PR Newswire-US Newswire (April 6, 2011). National Study Confirms Teen Drug Use Trending
in Wrong Direction: Marijuana, Ecstasy Use Up Since 2008, Parents Feel Ill-Equipped to

Respond. htip://m proewswire.com/news-releases/national-study-confirms-teen-drug-use-

trending-in-wrong-direction-marijuana-ecstasy-use-up-since-2008-parents-feel-ill-equipped-to-
respond-119302034 . html  Referenced on p.22 bullet #7

National Study Confirms Teen Drug Use Trending in Wrong Drrection Man]uana, Ecstas Use Up Since
2008, Parents Feel Ill Equlpped to Respond L

62 Percent of Teens Who Reported Alcohol Use Had First Drmk by Age 15

NEW YORK, April 6, 2011 /PRNewswire-US News: o_llowmg a decade of steady declmes anew national -
study released today by The Partnership at Drugfree.org and :Metere Foundation indicates that teen drug and
alcohol use is headed in the wrong direction, with marked increases in teen use of marijuana and Ecstasy over the
past three vears. The 22nd annual Partnership Attitude Tracklng Study (PATS), sponsored by MetLife Foundation, -
affirms a disturbing trend that has emerged among American teens since 2008 and highlights that as underage L
drinking becomes more normalized among adolescen‘{s parents feel unable to respond to the negative shifts in teen -
drug and alcohol use. v : '

According to the three-year trend conﬁrmed 1n thls year S 2010 PATS data there.was a significant 67 percent
increase in the number of teens who reported using Ecstas in the past year (from 6 percent in 2008 to 10 percent in
2010). Similarly, past-year marr_]uana use among teen: ncreased by a disturbing 22 percent (from 32 percent in 2008_
to 39 percent in 2010). : -

Youth Drinking More Normallzed 'Ma|or1ty of Teens Surveyed Report First Alcohol Drink by Age 15
The new data underscore alarming patterns in early adolescent alcohol use and found that teens v1ew dnnkmg
alcohol — even heavy drinking — as less risky than using other substances.- B
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= - Ofthose teens who reported alcohol use, a ma_]orlty (62 percent) said they had therr first full alcohohc drmk by age
15, not including sipping or tasting alcohol. L
= . (Ofthose teens who reported alcohol use, one in four (25 percent) said they drank a full alcoholic drmk for the first
e TRV HEE 12 OF younger, . P i
ﬁ;i: »  Among teens who reported drmkmg alcohol the average age of first alcohol use was 14. - m

Boes
"As teen drug and alcohol use take a turn for the worse a heavier burden is placed squarely on the shoulders of
parents — who need to take an active role in preventmg substance abuse in their families, take action if they suspect
their child is using and gel immediate help for a chrld who has developed a problem with drugs or drinking," said
Steve Pasrerb PreSIdent and CEQ of T "We are troubled, but not completely
by TiTE mbe: -Ountiy rug ducatron and

i,

P preventron programs has been cut drastlcally due to budgetary pressures N
¢ Teens See Little Risk in Heavy Drinking;’ Parents Feel They Can't Stop Risky Behavror
P, W €K perceptions of risk and a percerved "normalrzatron" of underage drinking underhe the PATS Surves
adolesteralsobal nse -
»  Almost half of teens (45 percent) reported they donot see a "great rrsk" in heavy darly drrnkrng
Only 31 percent of teens strongly disapprove of teens and peers ‘their age getting drunk. ' R
A majority of teens seven out of 10 (73 percent) report havrngffrrends who drink alcohol at least once a week

While the number one reason teens reported using alcohol is that they think "1t'
significant number of teens reported using alcohol to deal with stress.
One in three (32 percent) teens said they drank "to forget. their troubles."
Almost one in four (24 percent) said they used alcohol to. help them "deal with problems at home."
One in five (20 percent) teens reported they drank to "deal with the pressures. and stress of school.” R
It's important to note that teens who begin drinking before'th' age of 15 are much more llkely than other teens to
develop problems wrth alcohol as adults(l) i S Ce

) to drrnk" (60 percent) a

The PATS survey also found that parents feeI unprepared to respond to _underage drinking by therr chlldren Almost
a third of parents (28 percent) feel "there is very little parents can do to.prevent their kids from trying alcohol.” One
in three teens (32 percent).thinks their parents 3 would be ok 1f they drank beer once m a whrle yet only one m ten
parents agrees wrth teens drmkmg beer at a party . : ST

“These ﬁndmgs should serve as.a call to action for parents,” sard Dennis Whrte Presrdent and CEO of Metere
Foundation.."We encourage parents : -and caregivers to pay attention to the warning signs of teen drinking and other
drug use, in order to intervene early. and effectjvely. If you suspect a problem do not wait to get help for a chtld who
is strugglmg with substance abuse or addiction.” : i RS

Time To Get Help: Resource to Help Parents Interv : ne and Get Treatment for Addiction in Therr Famlhes

For parents who suspect ot lcnow their child is usmg drugs or alcohol, 'Ihe Partnershrp at Drugfree org created Time
To Get Help, a first-of-its-kind website and online community to provide parents of teens and young adults with
lifesaving information when farnllres are in C]‘lSlS and faerrlg achild's addlctron _ A LI

With teen drug and alcohol u use on the rise, the llkellhood that more young pe ple will need treatment increases. Of
the nine million American teens:and young adults needing treatment, two rnlllron are between the ages of 12-17, and
ninety percent of those are not getting the help they need(2). RS S

103
4/25/2013



Docket Number: 13-31822-CON

Time To Get Help offers parents and caregivers comprehensive insight into adolescent alcohol and drug abuse,
dependence and addiction, support from top experts and_other parents who have been there and treatment options . -
for their child and family. i o : : : :

No Improvement in Teen Abuse of Rx/OTC Drug s. InhaiantsC1 garettes, Meth Cocame/Crack, Heroin :
Aeeording to the PATS survey, teen abuse of prescrlptron (Rx) medicines contmues to be an area ﬁwﬁfﬁ”&wegi}rn;

fa " with abuse rates holding steady and at levels that should be worrisome to parents. The data found one in four teen

S, Q%percent) reported taking a prescription drug not prescrrbed to them by a doctor at least once in their lrves am
mor€ a-ens-n.tiye teens (23 d prescr ion li not prescribed to them fifor
past-year use of over-theoter ]

- arougy one in ten (11 percent).

Past-yeat teen mhalant abuse remains at 10 percent, yet only 60 percent of teens strongly agree that "smff'mg or
huffing things to get high can kill you," significantly. less than the 70 percent of teens who said the same in 2008.
Inhalant abuse merits careful monrtormg as teen attitudes towards mhalant abuse weaken abuse is more likely to
increase. .

Teen smokrng rates have remalned stable with 27 percent of teens reportlng smoking clgarettes in the past month.
Among teens, past-year methamphetamine use is holdmg at5 percent and cocame/crack is at 9 percent Teen use of
heroin use remams low at 4 percent for llfetune use. : i :

For more 1nformat10n or to view the full PATS report please visit dr uﬂﬁ'ee ore.

Rehmer MSN, Patricia. CT Commissioner Department of Mental Health and Addiction Services _
before the Public Health Committee on 3/7/2012. Speaking in favor of HB 5063 that would

allow Narcan to be prescribed more broadly. Narcan or Naloxone “is used to counteract drug
overdoses.” http//www ct.gov/dmhas/lib/dmbas/legislative/1t3.7.12.pdf referenced on page 21
bullet #5

Testlmony by Patricia Rehmer, MSN, Commissioner
Department of Mental Health and Addiction Services
Before the Public Health Commlttee
' st Mareh 7, 2012 :
Good morning Sen Gerratana Rep Ritter, and distinguished members of the Pubhc Health Cornmrttee I am
Commissioner Patricia Rehmer of the: Department : of Mental Health and Addiction: Services, and T am here this
moming to speak in favor of, HB 5063 AN ACT:CONCERNING TREATMENT FOR A DRUG OVERDOSE
and HB 5064 AN ACT CONCERNING THE DEPARTMENT: OF- MENTAL HEALTH AND ADDICTHON
SERVICES' REPORTING REQU[REMENTS I want to thank the Committee for your a551stance in raising
these proposals. ' :
"~ HB 5063 would allow a broader group of mdlvrduals to be prescrrbed a drug called Narcan or Naloxone. which
is used to counteract drug overdoses. The current statute allows the drug to be prescribed to individuals suffering
from addiction. However, an individual who has overdosed becomes unable to self- admmrster This proposal would
allow family members 51gn1ﬁcant others, roornmates and the like to have Narcan on hand should the  situation
warrant it. TR
In a study done in Cormectlcut in 2009, drug overdose was the leading canse of death among 18 to 25 year
olds. Drug-induced cverdose has been the most common cause of accidental death in Connecticut every year for the
past 10 years. During a 3 year perlod from 2006 to 2008 there were 1256 overdose related deaths (832 males and
424 females) in Connecticut. On average, there is at least.one person a day who dies from an oprold overdose in
Connecticut. Most deaths occur at home often with other md1v1duals in the house. Most cverdoses can be easily
reversed if treated promptly. DRI RO
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SAMHSA (Substance Abuse and Mental Health Services Administration), Center for Behavioral
Health Statistics and Quality (formerly the Office of Applied Studies) (2007 and 2009).
Treatment Episode Data Set. National Admissions to Substance Abuse Treatment Services.

htto:/fwww.sarnhsa.gov/data/2k9/201/201 AdHercin Tx2k9.htm Referenced on p. 21 bullet #3 and

bullet #4. Excerpt below:

Treatment Episade Bata Set

The TEDS Report

December 3, 2009

Characteristics of Adolescent Heroin Admissions 7~

¢ » On average, adolescent heroin admissions were 14 8 years old when they first used herom and 16.3 years
old at adnnssmn to treatment mdlcatmg approxunat ly 18 months of use before termg treatment j

R

Heroin is a highly addictive opiate with a large potential for abuse. It poses a considerable danger for adolescents,
potentially resulting in serious psychological, social, educat1onal and legal consequences. -Heroin use can also result
in significant health problems including overdose and death, and if sharing needles or other mJectlon equipment,

Using data from the 2007 Treatment Episode Data Set (TEDS) this report examines the characterlstlcs of substance
abuse treatment adrmsswns aged 12 to 17 : buse TEDS co]lects 1nformatlon on up to three
. Vil se treatment

wt.ahyse,
x“'ﬁg Understanding the charaoterlstics of. adolescent admissions reportmg herom abuse may help treatment prov1ders " }

offer age-appropriate services, including behavioral support and pharmacotherapy, to help reduce herom use and i
58 . Soral Ui . T

%Wconsequenoes in this population.
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SAMHSA, Center for Behavioral Health Statistics and Quality (formerly the Office of Applied
Studies), National Survey on Drug Use and Health. (2008 and 2009)

http:/fwww samhsa,gov/data/2k9State/WebOnlvTables/CT.pdf (CT data) Referenced on pp. 20-
21bullet #1
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Docket Number; 13-31822-CON

Stanford, Mark. Foundations in Behavioral Pharmacology: An Introduction To The
Neuroscience Of Drug Addiction And Mental Disorders, Third Edition (2008)

The above reference book explains the mechanisms involved in metabolizing marijuana.
Below are two of the many references in the literature that show concerns about how
marijuana may be related to the onset of bipolar disorders in adolescents and may cause
anxiety and panic even in regular users. Referring to p. 26 bullet #12

Loga S, Loga-Zec S, Spremo M. Psychiatria Danubina. 2010 Jun;22(2).296-7.
Cannabis and psychratrlc dlsorders httn HwWww. nei:n nlm mh gov/nubmed/m%”? 767
Source :
Academy of Sciences. and Arts of Bosnia and Herzegovma, Saraj evo, Bosma and Herzegovma
sloga@bih.net.ba el : S
Abstract . TR, . . .
There are connection between use of cannabis and many psychlatrlc disturbanees in adolescents, espemally
"carnabis psychosis”, depression, panic attacks and suicide. Negative effects could oceur either as a result
of a specific pharmacological effect of cannabis, or as the. result of stressful experiences during the
intoxication of cannabis in young people Potentlally is. very dangerous high frequency smerdai ideation
among cannabis users. i R i

Duffy A, Horrocks J, Milin R, Doucette S, Persson G, Grof P. Journal of Affective
Disorders. 2012 Dec 15;142(1-3):57-64. doi: 10.1016/jjad.2012.04.010. Epub 2012 Sep
7. Adolescent substance use disorder during the early stages of bipolar disorder: a
prospective high- nsk study http [hwww, ncbr nhn nrh ,gov/nubmed/ﬂ%%go

Source : L
Department of Psychlatry Umversuty of Calgary, Calg_ :
Abstract
BACKGROUND: : :

There is a paucity of lon grtudmal data eharactermng the relatlonshlp between subst _ _ce use disorder
(SUD) and the early clinical course of bipolar dlsorder (BD) We studied thls relatlo' ' hlp in a prospectively
assessed eohort of hlgh -risk offsprlng o RRS
METHODS: i . ' S
Eligible famrhes had one parent with eonﬁrmed BD based on SADS_ terviews and best estimate
diagnostic procedure, Offspring completed K:SADS-PL interviews at. baselme and were reassessed.:
prospectively.. DSM-IV diagnoses were made on blind consensus review using all avaifable mformauon
This analysis included 21} offspring 12 years, and; used GEE and linear mixed models to determine
clinical characteristics differentiating those with: compared to those w1thout U'D and CPH models to
assess the re}anonshlp between SUD and the early stages of BD:

RESULTS: : : :
Lifetime SUD was dlagnosed in 24% of offspr]n ;eannabls use being most eommon The peak hazard of :
SUD was between 14 and 20 years of age. Male sex (HR 3.285; p=.0007), a prior.mood disorder (HR - -
2.437; p=.0091) and parental history of SUD (HR.2.999; p=.0027) contributed to the risk of SUD in the °
offspring, while SUD predleted an increased riskof psych051s (HR 3.225; p—'0074) The estimated hazard :
of a major mood d1sorder in those offsprmg w:th compared to those w1thout a prlor SUD was almost 3 fold :
(HR 2.990 (p=0.01)." : : : S
LIMITATIONS: i '

The novel clinical stagmg model requires mdependent rephcatron
CONCLUSIONS:: :
SUD is a common comor’mdlty arising during th early course of BD, even before the first activated
episode. Further researeh is needed to understand eausatlve factors and to develop effectrve garly
intervention and preventlon strategies. il BRI

_berta, Canada. aeduffy@: ':c'el__gary.ca
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Watkins, Anne. Adolescent substance Abuse Knowledge Base (2209). The New Faces of Heroin
Addiction: Teen Use on the Rise. http://www.adolescent-substance-abuse.com/substance-
abuse/the-new- faees of-heroin-addiction-teen-use-on-the-rise.htm. Quozed on p.23-25 bullet #10

~ Adolescent Substance Abuse Articles

':;. The New Faces of Herom :

By Anne Watkins

Over the past few years, experts and Taw enforcement ofﬁcrals have noticed a dlsturbmg trend While heroin use in 5

general has leveled off or even declined in most areas, there has been a dramat1c spxke in feenage heroin use.

There are many causes for thlS trend, which has been seen in New York, Illmors -Alabama and Oregon, but experts
agree that it’s closely assocrated with the easy acceSSJblllty_ £ prescrlptlon oplord pamkﬂl as well as the decline in
the adult heroin market. a . N _

For teenagers who are addlcted to herom there are many herom treatment options avaﬂahie inchuding methadone or
suboxone detox and reliab programs. Because heroin users gam tolerance to the drug. 50, rapldly, it’s important to
recognize the problem and seek heroin treatment as early as possible. This presents unique difficulties for teenage
heroin users, who may be afraid to. be honest wrth thelr parents about thelr problem until it’s too late :

Causes of the Trend

With the recent pro]rferatlon of prescrrptron 0p10]d painkillers, oprate us as_beeome far more domestlcated and
widespread than ever before. Because of drugs like Oxycontin and Vrcodm more people are familiar w1th the .
effects of op101d medrcatrons which, by extensmn, makes heroin seem les cary and not so exotic. :

Many people, mcIudmg teenagers no longer assomate herom with the horror storles of overdose and crrpplmg o
addiction. Instead , they associate it more and more with those refatively. safe and familiar prescrlptlon drugs The
result is that, for young people espemally, prescnptron opioids can act as gateway drugs to herom

Compoundmg this problem is the fact that herom is often far cheaper than its prescription counterparts A smgle pill
of Vicodin or Oxycontin can be anywhere from $40 to $75, while a small bag of heroin may cost. less than a six pack
of beer and achieve the same high. So for anyone aiready addlcted to prescnptlon oplords _ch ' ap, ] ccess1b1e heroin

may seem hke a much better dea] : : :

Whlle peop]e in their late 20s, 30s or- o]der ‘may remember alcohol and marijuana as being the drugs of choice for
teenagers, things have changed. Heroin is no longer thought of as'some inaccessible drug mostly used by grown- up
junkies in big cities. These days, people in their teens and early 20s are being targeted as the next big market fora :
drug that has long been in decline among adult populatlons In some places teens report that heroin is even more_ _
accessible than marijuana, ecstasy and alcohol. - -:' : AL

The causes for this market shift are s‘ull being researched However; some experts beheve that the W1despread
effectiveness of anti-heroin measures for adults may be a large factor. While adult heroin use has dramatically
declined since the 1970s, law enforcement has not been able to stop the drug from coming into _t_h_e country. In fact,

global heroin production has only increased in recent years. Since fewer adults are usmg heroin,. ellers are targeting
teenagers, who are less likely to have negatlve a55001at1ons with the drug : :

Dangers of Teen Heroin Use

Addmg to the problem is the fact that today s heroin is as much as 15 times as potent as the herom of decades past.
When you conibine this factor ‘with the low price and increased accessibility of the drug, teens aré in grave danger. .
Even when it wasn’t so potent herom was a]ready one of the most dangerous and addictive illicit drugs on the
marlket. i _

Lack of education and mlsmformanon is a problem.. Among klds who use heroin, there re kely to be myths and

false rumors about use of the drug. For example, some expetts say that the rash of teenage heroin overdoses over the’
past few years is a result of-a mistaken belief that snorting, heroin is less dangerous.and less addictive than injecting. *

Bad information about hard drugs like heroin can lead people to put their lives in danger without even knowing it.
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Teenagers also tend to be more reckless with their safety than adults, which makes all of the dangers of heroin use .
that much more acute. Teenagers are more likely to pverdose, to allow themselves to ‘become addicted or to mix -
heroin with other drugs. Also, among individuals who do inject the drug, teenagers are less likely to take precaut1ons
to prevent blood borne ﬁlnesses like HIV and Hepatms ' . : :

Finally, teenagers are less likely to seek herom trea.tmeut as they may be womed that they’ll-get in trouble 1f they
tell their parents Thus, parents often do not. ﬁnd_out about the adchctlon until, the child overdoses, begins faﬂmg n
school or gets in trouble with the law. _ & -

Heroin Use Among Suburban and anrleged Youth

A major component of the increase in teenage heroin use is a marked upswrng among kids in suburban areas. For
instance, in places lke Suffolk County, N.Y., a suburban area outside of New Yotk City, the number of deaths
associated with heroin use have more than doubled in just the past couple of years. In nearby Nassau County, the
number of people between the ages of 19 and 25 entermg hetom rehab has mcreased nearly ﬁvefold in the past e1ght
years — from 59 in 2000 10458 in 2008." : o .

There are many possrble ways to explain this trend -For one tinng, suburban youth from nnddle class backgrounds _
are much more likely to have access to gateway prescnptlon painkillers. And while those prescription drugs tend to.
run out, heroin is always available for those who know where to find it. Suburban feenagers also have more money -
to spend, and many of them have cars, which gives them a greater amount of freedom and mobility. Suburban ennui
and academic pressure may also play.a. role with heroin grvmg teenagers an outlet for therr frustratrons and a
temporary escape from their problems : - SN

‘Whatever the cause of teenage herom use, 1t is a serious proble bat_ requires irnmediate_at_tention_ _ahd_ available

heroin treatment.
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West Hartford. 2011 Bi-annual West Hariford High School Drug and Alcohol Survey

Scanned hand-out to West Hartford’s Substance Abuse Prevention Commission (The Next Right

Thing’s Clinical Director is a member). Referenced on p.19 first bullet and p.21 bullet #2

Prescription Druge Misuse: “Bending the Trend” in West Hartford

-

PNAL STAT)

ligh School Druyg and Aleohol Survey)

Toens reported having jaken pills without knowing what they were.

18, 5% of youth veponted having mixed drinking and pragcriptionfaver the cownter drugs.

Ire thie parst 30 cays, B.2% of pouh reparied using pain refievers or opioids, 3.3% reported using stiruiants.
40% of teens say that prescription drugs are easy 16 obiain.

45% af tesns get preseriplion drugs from friends.

6% of teens mix aloohol will prescriphbon drugs.

[ICS: [National Instiute on Brug Abuse, Monitoring the Future 2071)

nabis, Honmedical use of Prescription and Ower-
Pt dadications Acceunt for Most of the
Commanly Sbused Drags in 12 Graders (i the past year)

Fareei
44 o Ry By

w Ponmodieal e of
Pris Fiplge Melicilisy

IS e T
ES i,f,??mﬁ, L

*Nearly % In 42 high schood senions repored nopmedicel wee of Vicodin: 1 In 20 reportad abuse of Dxylonsin®

twwrw dnsqEbuee. gy
“Winer asked how presarintion narcotics were abtaited for nunmedicst wee, 70% of 12ih graders sakd they wers given 1o them
ty 2 friend or relativa J4TF 2041}, (o drugshioss go)

“Monmedizal use of prescription and oeer-dha-counter medicines remeins a significani par of e teen drug problem. In 2011,
15,2 peroent of bigh-schond senions used & preseription dnig nenmedizally in e past year. Gate for specific drugs shawm thal
the most sormmenly abused prescrigtion dregs by leens are the pain reliever Yieedin and the stimutant Adderall,”

Dervrs HrLmARUS e GO

PLUS:

The 2011 Town Hall Meeting on underage drinklng +8s 2 success!

The "Teen RugAction” group of W.H. teens have already done research on prescription orug sbuse In West
Hartford and created bas ghort videos informed by ihelr regeanh; the videos depict ban Composhe Boerarins
renbvingg muli-chug use (incleding prestription drugs, margjuans snd aicahal] end the negative conseqlences
agsociated with prascription drug abuse and rmisuse.
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6) Concerning the patient payer mix reported on page 43, it states that the program wili
be 100% covered by reimbursements from commercial insurers. On page 49,
however, it states that the payer categories will continue to be self-pay or insurance
payers. In addition, there is discussion on charity care on pages 49 and 54. Please
revise the payer mix percentages reported on page 43 to agree with the statements
made in the initial CON application on pages 43 and 49.

The chart from page 43 is revised below. Revisions are highlighted. An additional chart breaks

out charity patients.

Patient Population Mix

1. Patient Population Mix: Current and Projected

a. Provide the current and projected patient population mix (based on the number of

patients, not based on revenue) with the CON proposal for the proposed program.

Table 3: Patient Population Mix

Current®* Yearl Year 2 Year 3
FY 2012 ¥Y2013 ¥Y2014 FY 2015
Medicare* 0 0 0 0
Medicaid* 0 0 0 0
CHAMPUS & TriCare 0 0 0 0
Total Government 0 0 0 0
Commercial Insurers* 0 81% 84% 81%
Uninsured/Self-pay/charity 0 19% 16% 19%
Workers Compensation 0 0 0 0
Total Non-Government 100% 100% 100% 100%
Total Payer Mix 100% 100% 100% 100%

* Includes managed care activity.

** New programs may leave the “current” column blank. In 2012, most patients had some form

of commeercial insurance

##** Fill in years. Ensure the period covered by this table corresponds to the period covered in the

projections provided.

Note: Uninsured is equivalent to self-pay. Charity is included in self-pay. The breakdown of
self-pay (or uninsured) and charity is projected as follows:

Year1 Year2 Year 3
FY2013 FY2014 FY 2015
Commercial R1% 849, 1%
Insurers
Uninsured or 16% 14% 16%
self-pay
Charity 3% 2% 3%

4/25/2013
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STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH
Office of Health Care Access

May 8, 2013

VIA FACISIMILE ONLY

Jenifer C. Simson
Executive Director

The Next Right Thing, LLC
246 Steele Rd.

West Hartford, CT 06117

RE:  Certificate of Need Application; Docket Number: 13-31822-CON

The Next Right Thing, LLC
Establishment of an Intensive Qutpatient Behavioral Health Treatment Program

CON Application Deemed Complete
Dear Ms. Simson:

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 May 6, 2013. This revises the date reported to you in the letter that was faxed to
you on May 3, 2013.

I you have any questions regarding this matter, please feel free to contact me at (860) 418-7001.

Sincerely,

Hsaos [/ Do

U’
Laurie K. Greci
Associate Research Analyst

An Equal Opportunity Provider
(If vou require aid/accommodarion to participate fully and fairly, contact us either by phone, fax or email)
410 Capitol Ave., MS#13HCA, P.O.Box 340308, Hartford, CT 06134-0308
Telephone: (860) 418-7001 Fax: (860)418-7053 Email: OHCA@ct.gov
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TATE NNECH@E

DEPARTMENT OF PU tC HEALTE

Pranmet B Malloy
Tewel Mullen, MD., MEH., MPA. Governor
Commissioner Mancy Wyman
Lo Governor

TO: Kevin Hansted, Hearing Officer

FROM: Jewel Mullen, M.D., M.P.H., M.P.A., Commissiont%ﬂ"[

DATE: May 13,2013

RE: Certificate of Need Application; Docket Number: 13-31822-CON
The Next Right Thing

Community Based Relapse Prevention Intensive Outpatient Program

I hereby designate you to sit as a hearing officer in the above-captioned matter o rule
on all motions and recommend findings of fact and conclusions of law upon completion

of the hearing,

Phone: (860) 309-8000 « Fax: (860) 509-7184 « VP: {860} 899-1611
410 Capitol Avenue, PO, Box 34038
Hartford, Conpecticut 06134-0308
www. et govidph
Affirmative Action/Equal Opportunity Emplover

Connaciicul Bepartmeant
of Public Health




STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH
Office of Health Care Access

May 13, 2013

Jenifer C. Simson
Executive Director

The Next Right Thing, LL.C
246 Steele Road

West Hartford, CT 06117

RE:  Certificate of Need Application, Docket Number 13-31822-CON
The Next Right Thing, LLC
Establishment of an Intensive Qutpatient Behavioral Health Treatment Program

Dear Ms. Simson,

With the receipt of the completed Certificate of Need (“CON™) application information
submitted by The Next Right Thing, LLC (“Applicant”) on May 6, 2013, the Office of
Health Care Access (“OHCA”™) has initiated its review of the CON application identified
above.

Pursuant to General Statutes § 19a-639a {f), OHCA may hold a hearing with respect to
any Certificate of Need application.

This hearing notice is being issued pursuant to General Statutes § 19a-639a (f)
Applicant: The Next Right Tlﬁng, LLC

Docket Number: 13-31822-CON

Proposal: Establishment of an Intensive Outpatient Behavioral Health

Treatment Program in West Hartford, with an associated capital
expenditure of $8,000 (over three years)




The Next Right Thing, LLC May 13,2013
Notice of Public Hearing; Docket Number: 13-31822-CON PageZ of 2

Notice is hereby given of a public hearing to be held in this matter to commence on:

Date: June 19, 2013
Time: 10:00 am.
Place: Department of Public Health, Office of Health Care Access

410 Capitol Avenue, Third Floor Hearing Room
Hartford, CT 06134

The Applicant is designated as party in this proceeding. Enclosed for your information is
a copy of each hearing notice for the public hearing that will be published in the Hartford
Courant pursuant to General Statutes § 19a-639%a (f).

Sincerely,
L=

Kimberly R. Martone

Director of Operations

Enclosure

cc: Henry Salton, Esq., Office of the Aftorney General
Marianne Horn, Department of Public Health
Kevin Hansted, Department of Public Health
Wendy Fumniss, Department of Public Health
Marielle Daniels, Connecticut Hospital Association

KRM: LKG:Img




STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH
Office of Health Care Access

May 13, 2013 Requisition # 42164

Hartford Courant
285 Broad Street
Hartford, CT 06115

Gentlemen/Ladies:
Please make an insertion of the attached copy, in a single column space, set solid under
legal notices, in the issue of your newspaper by no later than Wednesday, May 15,

2013. Please provide the following within 30 days of publication:

e Proof of publication (copy of legal ad. acceptable) showing published date along with
the invoice.

If there are any questions regarding this legal notice, please contact Kaila Riggott at
(860) 418-7001.

KINDLY RENDER BILL IN DUPLICATE ATTACHED TO THE TEAR SHEET.

Sincerely,

/d\ﬂ/y/ e ——
Kimberly R. Martone
Director of Operations

Attachment

ce: Danielle Pare, DPH
Marielle Daniels, Connecticut Hospital Association

KRM:LKG:Img




Hartford Courant May 13, 2013
Notice of Public Hearing, Docket Number 13-31822-CON

PLEASE INSERT THE FOLLOWING:

Office of Health Care Access Public Hearing

Statute Reference: 19a-638

Applicant: The Next Right Thing, LLC

Town: West Hartford

Docket Number: 13-31822-CON

Proposal: Establishment of an Intensive Outpatient Behavioral Health Treatment

Program in West Hartford, with a total capital expenditure of $8,000
(over three years)

Date: June 19, 2013
Time: 10:00 am.
Place: Department of Public Health, Office of Health Care Access

410 Capitol Avenue, Third Floor Hearing Room
Hartford, CT 06134

Any person who wishes to request status in the above listed public hearing may file a written
petition no later than June 14, 2013 (5 calendar days before the date of the hearing) pursuant
to the Regulations of Connecticut State Agencies §§ 19a-9-26 and 19a-9-27. If the request
for status is granted, such person shall be designated as a Party, an Intervenor or an Informal
Participant in the above proceeding. Please check OHCA’s website at www.ct.gov/ohea for
more information or call OHCA directly at (860) 418-7001. If you require aid or
accommodation to participate fully and fairly in this hearing, please phone (860) 418-7001.
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Greer, Leslie

. -
From: ADS <ADS@graystoneadv.com:>
Sent: Monday, May 13, 2013 3:44 PM
Ta: Greer, Leslie
Subject: Re: Hearing Notice 13-31822-CON
Good day!

Thanks so much for your ad submission.
We will be in touch shortly and look forward fo serving you.

If you have any questions or concerns, please don't hesitate to contact us at the number below.
We sincerely appreciate your business.

PLEASE NOTE: New Department of Labor guidelines alfow web base adveriising when hiring foreign nationals. To provide required
documentation Graystone will retrieve & archive verification for the 1st and 30th days of posting for $115.00/web site. If required, notify
Graystone when ad placernent is approved.

Thank you,
Graystone Group Advertising

2710 North Avenue
Bridgeport, CT 06604
Phane: 800-544-0005
Fax: 203-548-0061

E-mail new ad requests to: ads@graystoneadv.com
http://iwww.graystoneadv.com/

From: <Greer>, Leslie <Leslie.Greer(@ct.gov>
Date: Monday, May 13, 2013 3:62 PM

To: ads <ads@graystoneadv.com>

Subject: Hearing Notice 13-31822-CON

Please run the attached hearing notice in the Hartford Courant by 5/15/13. For billing, refer to requisition 42164. In
addition, please submit to me a “proof of publication” when available.

Thank you,

Leslie M. Greer &

CT Department of Public Health
Office of Health Care Access
410 Capitol Avenue, MS#13HCA
Hartford, CT 06134

Phone: (860) 418-7013

Fax: (860) 418-7053

Website: www. et gov/ohca

%Piease consider the environment before printing this message




Greer, Leslie

From: Laurie <Laurie@graystoneadv.com>
Sent; Tuesday, May 14, 2013 2:44 PM

To: Greer, Leslie

Subject: FW: Hearing Notice 13-31822-CON
Attachments: 13-31822np Hartford Courant.doc

Your legal notice is all set to run as follows:
Hartford Courant, 5/15 issue - $302.72

Thanks,
Laurie Miller

2710 North Ave., Ste 200, Bridgeport, CT 06604
Ph: 203-549-0060, ext 319, Fax: 203-545-0061,7oll free: 800-544-0005
email: laurie@yraystoneadv.com
www. graystoneady.com

From: <Greer>, Leslie <Leslie.Greer{ict. gov>
Date; Monday, May 13, 2013 3:02 PM

To: ads <ads{igraystoneadv.com>

Subject: Hearing Notice 13-31822-CON

Please run the attached hearing notice in the Hartford Courant by 5/15/13. For billing, refer to requisition 42164. In
addition, please submit to me a “proof of publication” when available.

Thank you,

Leslie M. Greer

CT Department of Public Health
Office of Health Care Access
410 Capitol Avenue, MS#13HCA
Hartford, CT 06134

Phone: {860) 418-7013

Fax: (860) 418-7053
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STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH
Office of Health Care Access

May 24, 2013

Jenifer C. Simson
Executive Director

The Next Right Thing, LLC
246 Steele Road

West Hartford, CT 06117

RE:  Certificate of Need Application, Docket Number 13-31822-CON

The Next Right Thing, LLC
Establishment of an Intensive Cutpatient Behavioral Health Treatment Program

Dear Ms. Simson,
With the receipt of the completed Certificate of Need (“CON™) application information
submitted by The Next Right Thing, LLC (“Applicant™) on May 6, 2013, the Office of

Health Care Access (“OHCA™) has initiated its review of the CON application identified
above.

Pursuant to General Statutes § 19a-639%a (f), OHCA may hold a hearing with respect to
any Certificate of Need application.

This hearing notice 1s being issued pursuant to General Statutes § 19a-63%a (f)
Applicant: The Next Right Thing, LLC

Docket Number: 13-31822-CON

Proposal: Establishment of an Intensive Qutpatient Behavioral Health

Treatment Program in West Hartford, with an associated capital
expenditure of $8,000 (over three years)




The Next Right Thing, LLC May 24, 2013
Notice of Public Hearing; Docket Number: 13-31822-CON Page2 of 2

Notice is hereby given of a public hearing to be held in this matter to commence on:

Date: June 20, 2013
Time: 9:00 a.m.
Place: Department of Public Health, Office of Health Care Access

410 Capitol Avenue, Third Floor Hearing Room
Hartford, CT 06134

The Applicant is designated as party in this proceeding. Enclosed for vour information is
a copy of each hearing notice for the public hearing that will be published in the Hartford
Courant pursuant to General Statutes § 19a-639a ().

Sincerely,

-

Kimberly R. Martone
Director of Operations

Enclosure

cc: Henry Salton, Esq., Office of the Attorney General
Marianne Hom, Department of Public Health
Kevin Hansted, Department of Public Health
Wendy Furniss, Department of Public Health
Marielle Daniels, Connecticut Hospital Association

KRM: LKG:lmg




STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH
Office of Health Care Access

May 24, 2013 Requisition # 42319

Hartford Courant

285 Broad Street

Hartford, CT 06115

Gentlemen/Ladies:

Please make an insertion of the attached copy, in a single column space, set solid under

legal notices, in the issue of your newspaper by no later than Saturday, May 25, 2013.
Please provide the following within 30 days of publication:

e Proof of publication (copy of legal ad. acceptable) showing published date along with
the invoice. '

If there are any questions regarding this legal notice, please contact Kaila Riggott at
(860) 418-7001.

KINDLY RENDER BILL IN DUPLICATE ATTACHED TO THE TEAR SHEET.

Sincerely,

LY s

Kimberly R. Martone
Director of Operations

Afttachment

ce: Danielle Pare, DPH
Marielle Daniels, Connecticut Hospital Association

KRM:LKG:lng



Hartford Courant May 24,2013
Notice of Public Hearing, Docket Number 13-31822-CON

PLEASE INSERT THE FOLLOWING:

Office of Health Care Access Public Hearing

Statute Reference: 19a-638

Applicant: The Next Right Thing, L1.C

Town: West Hartford

Docket Number: 13-31822-CON

Proposal: Establishment of an Intensive Outpatient Behavioral Health Treatment

Program in West Hartford, with a total capital expenditure of $8,000
(over three years)

Date: June 20, 2013
Time: 9:00 am.
Place: Department of Public Health, Office of Health Care Access

410 Capitol Avenue, Third Floor Hearing Room
Hartford, CT 06134

Any person who wishes to request status in the above listed public hearing may file a written
petition no later than June 14, 2013 (5 calendar days before the date of the hearing) pursuant
to the Regulations of Connecticut State Agencies §§ 19a-9-26 and 19a-9-27. If the request
for status is granted, such person shall be designated as a Party, an Intervenor or an Informal
Participant in the above proceeding. Please check OHCA’s website at www.ct.gov/ohea for
more information or call OHCA directly at (860) 418-7001. If you require aid or
accommodation to participate fully and fairly in this hearing, please phone (860) 418-7001.
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Greer, Leslie

From: ADS <ADS@graystoneadv.com>

Sent: Friday, May 24, 2013 10:41 AM

To: Greer, Leslie

Subject: Re: Hearing Notices 12-31798-CON & 13-31822-CON
Good day!

Thanks so much for your ad submission.
We will be in touch shortly and look ferward to serving you.

if you have any questions or concerns, please don’t hesitate fo contact us at the number below.

We sincerely appreciate your business.

PLEASE NOTE: New Departrment of Labor guidelines allow web base adverfising when hiring foreign nafionals. To provide required
documentation Graystone will retrieve & archive verification for the 1st and 30th days of posting for $115.00/web site. If required, notify
Graysfone when ad placernent is approved.

Thank you,
Graystone Group Advertising

2710 North Avenue
Bridgeport, CT 06604
FPhone: 800-544-0005
Fax; 203-549-0061

E-mail new ad requests fo: ads@qgraystoneady.com
hitp//fwww.graysteneadv.com/

From: <Greer>, Leslie <Leslie.Greer(@ct. gov>

Date: Friday, May 24, 2013 10:15 AM

To: ads <ads@gravstoneadv.com™>

Subject: Hearing Notices 12-31798-CON & 13-31822-CON

Please run the attached public hearing notices in the Hartford Courant by May 25, 2013. For billing, refer to requisition
42319, . In addition, please submit to me a “proof of publication” when available.

Thank you,

Leslie M. Greer §

CT Department of Public Health
Office of Health Care Access
£10 Capitol Avenue, MS#13HCA
Hartford, CT 06134

Phone: {860} 418-7013

Fax: (860} 418-7053

Website: www.ct. gowohea

E%Please consider the envirenment before printing this message




Greer, Leslie

From: Laurie <Laurie@graystoneadv.com>

Sent: Friday, May 24, 2013 1:58 PM

To: Greer, Leslie

Subject: FW: Hearing Notices 12-31798-CON & 13-31822-CON

Attachments: 12-31798 Hartford Courant.doc; 13-31822np Hartford Courant Rescheduled.doc

Your legal notice is all set to run as follows:

12-31798-CON — Hartford Courant, 5/25 issue - $302.72
13-31822-CON — Hartford Courant, 5/25 issue - $302.72

Thanks,
Laurie Miller

Graystone Group Advertising
2710 North Ave., Ste 200, Bridgeport, CT 06604
Ph: 203-549-0060, ext 319, Fax: 203-549-0061,Toll free: 800-544-0005
email: laurie@graystoneadv.com
WWW.qravstoneadv.com

From: <Greer>, Leslie <Leslie.Greer@ct.gov>

Date: Friday, May 24, 2013 10:15 AM

To: ads <ads@graystoneadv.com>

Subiject: Hearing Notices 12-31798-CON & 13-31822-CON

Please run the attached public hearing notices in the Hartford Courant by May 25, 2013. For billing, refer to requisition
42319. . In addition, please submit to me a “proof of publication” when available.

Thank you,

Leslie M. Greer

CT Department of Public Health
Office of Health Care Access
410 Capitol Avenue, MS#13HCA
Hartford, CT 06134

Phone: (860) 418-7013

Fax: (860) 418-7053

Website: www.ct.gov/ohca
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STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH
Office of Health Care Access

June 5, 2013
Via Fax Only

Jenifer C. Simson
Executive Director

The Next Right Thing, LLC
246 Steele Rd.

West Hartford, CT 06117

RE:  Certificate of Need Application; Docket Number: 13-31822-CON
The Next Right Thing, I.1.C
Establishment of an Intensive Outpatient Behavioral Health Treatment Program
Request for Prefile Testimony and Issues

Dear Ms. Simson:

The Office of Health Care Access (“OHCA™) will hold a public hearing on the above docket
number on June 20, 2013. The hearing is at 9:00 a.m. in the Department of Public Health’s third
floor hearing room, 410 Capitol Avenue, Hartford. Pursuant to the Regulations of Connecticut
State Agencies § 19a-9-29 (e), any party or other participant is required to prefile in written form
all substantive, technical, or expert testimony that it proposes to offer at the hearing. OHCA
requests that The Next Right Thing, LLC (“Applicant™) submit prefiled testimony by 12:00 p.m. ;
on June 14, 2013.

All persons providing prefiled testimony must be present at the public hearing to adopt their
written testimony under oath and must be available for cross-examination for the entire duration
of the hearing. If you are unable to meet the specified time for filing the prefiled testimony you
must request a time extension in writing, detailing the reasons for not being able to meet the
specified deadline.

Additionally, please find attached OHCA’s Issues outlining the topics that will be discussed at
the hearing.

Please contact Laurie Greei at (860) 418-7032, if you have any questions concerning this request.

S'mcerelyz/

Hearing Officer
Attachment

An Equal Opportunity Provider
(I vou require aid/accommodation to participate fully and fairly, contact us either by phone, fax or email)
410 Capitol Ave., MS#13HCA, P.O.Box 340308, Hartford, CT 06134-0308
Telephone: (860) 418-7001 Fax: (860) 418-7053 Email: OHCA{@ct.gov



Issues

Certificate of Need Application, Docket Number: 13-31822-CON

The Next Right Thing, LLC
Establishment of an Intensive Outpatient Behavioral Health
Treatment Program in West Hartford

Applicant should prepare to argue and present supporting evidence on the
following issues to support the proposal identified above:

1.

Clear public need, including the patient populations to be served and service arca
demographics.

Need for the proposal based on incidence and/or prevalence in the service area.

The Tevels of treatment to be provided under the proposal and the licenses needed
to provide those levels of treatment.
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From: Jenifer Hartt [mailto:Jenifer@NextRightThing.net]
Sent: Friday, June 14, 2013 11:49 AM

To: User, OHCA

Subject: Attention Laurie Greci

Dear Laurie, attached is our statement for next Thursday’s hearing. Would you like me to fax it as well?

Thank you for your guidance through this process. All of us at The Next Right Thing, LLC are looking
forward to meeting you in person.

Best regards,

Jenifer Simson

The Next Right Thing, llc

Relapse Prevention for Adolescents with Substance Abuse and Mental Health Problems
345 N. Main Street, Suite 306

West Hartford, CT 06117

Main Office: 860-233-8803

Direct line:860-236-1499

www.NextRightThing.net



mailto:Jenifer@NextRightThing.net
http://www.nextrightthing.net/

June 14, 2013

Ms. Lisa A. Davis

OHCA Commissioner

State of Connecticut

Office of Health Care Access (OHCA)
Department of Public Health

410 Capitol Avenue

Hartford, CT 06134

Dear Ms. Davis,

The following is The Next Right Thing, LLC’s statement for our CON hearing on June 20", If
you have any questions or require additional information, feel free to phone me at 860-236-1499
or email me at Jenifer@NextRightThing.net.

Thank you,

Best regards,

Jenifer C. Simson
Co-Founder and Executive Director
The Next Right Thing, LLC


mailto:Jenifer@NextRightThing.net

The Next Right Thing, LL.C’s CON Public Hearing Statement

Certificate of Need Application, Docket Number: 13-31822-CON

The Next Right Thing, LLC
Establishment of an Intensive Outpatient Behavioral Health
Treatment Program in West Hartford

SUMMARY STATEMENT

The CON application is for a community-based Intensive Outpatient Program that offers
substance abuse and mental health treatment for adolescents (ages 16-23) and their families.

The community-based treatment will:

Provide rapid access to assessment and treatment of at-risk, dually diagnosed teens
Provide individualized treatment services not offered in other community-based settings
for mid to late adolescents (ages 16 — 23) suffering from substance abuse (sa) and mental
health (mh) issues

Reduce need for more intensive services for this at-risk population

Incorporate parents with more intensive involvement in their children’s treatment to
enhance long-term stabilization of substance abuse and mental health problems
Coordinate services with local school systems to ensure success in advancing academic
achievement

Coordinate services with the judicial system to decrease anti-social behaviors associated
with drug abuse

Research studies, newspaper articles, and local emergency rooms report the epidemic nature of
drug abuse, especially opiate addiction, for this population. The lack of specialized care focused
on 16-23 year olds has added to this escalating trend. The morbidity and mortality rates clearly
indicate that treatment needs for this population are not being adequately addressed.

The Next Right Thing’s clinical staff brings an extensive history and expertise in treating
substance abuse and mental health issues. The treatment program incorporates best practices
using CBT, relapse prevention, and 12-step program concepts. The Next Right Thing desires to
expand services; obtaining DPH licensure approval will allow third-party insurance payers to
contract with The Next Right Thing which in-turn will create improved access and availability to
patients and families seeking care.



1)
CLEAR PUBLIC NEED

The national and local press report stories and statistics that flesh out a widely recognized

epidemic of opiate and alcohol addiction among adolescents and young adults.

CT DPH Drug overdose death rates have never been higher, rising steadily since 1970.
According to testimony given by Patricia Rehmer, MSN, CT Commissioner Department of
Mental Health and Addiction Services before the Public Health Committee on 3/7/2012, CT
averaged one opiate death a day among 18-25 year olds — the leading rate of death for this age

group in 2009.

In April 2011°s National Public Health Week Fact Sheet, the CT Department of Public Health
stated that:
1. Overdose death rates in the United States have increased fivefold since 1990.
2. According to the CDC, the increase in drug overdose is largely due to the use of
prescription opioids painkillers.
3. Accidental drug-related poisoning has surpassed motor vehicle crashes as a leading
cause of death in CT.
4. From 2005-2007 there were 2,578 hospitalizations and 7,140 poisoning-related
emergency department visits to the state. In addition, there were 106 suicide deaths due
to drug and alcohol poisonings; and over 3, 000 hospitalizations and over 3,000

emergency department visits related to suicide attempt drug poisoning.

In contrast to other treatment programs that address alcohol and marijuana abuse only, The Next
Right Thing is responding to the nationally recognized opiate epidemic (Heroin and prescription
pain killers). In addition, most other programs separate this 16-23 year old age-group into
treatment programs treating 16 and 17 year olds with patients as young as 12 year-olds and 18
through 23 year olds with much older adults. The Next Right Thing is designed to address this

age group’s unique developmental and neurological challenges.



NEED BASED ON LOCAL PREVALENCE DATA

Calculating the Size of the Need

To calculate the need for our services, we start by identifying the number of people within our

target age. This data is based on the US Census data — the details immediately follow this chart.

Please note that the actual number of 15-23 year-olds in the service area is HIGHER than what

shows by census due to the large number of private high schools and public/private colleges in

the area.

Table 1. Population by Age for Towns in the Service Area

15-19 year olds | 20-24 year olds Total 2010 ESIMEIED 1522
Total Year Olds
: (2010 US (2010 US Census for 15-
Town population (based on US
Census) Census) 24 Year-olds
Census)
Avon 18,098 1,257 459 1,716 1,373
Canton 10,292 628 372 1,000 800
Farmington 25,340 1,572 1,162 2,734 2,187
Simsbury 23,511 1,840 705 2,545 2,036
West 23,268 4,376 3,009 7,385 5,908
Hartford
Totals 140,509 9,673 5,707 15,380 12,304

*The calculation for 16-23year olds is as follows: Total 2010 census for 15-24 year olds times
80%. We multiplied by 80% to take out two years (out of the ten shown) — the 15 year-olds and

24 year-olds.

Note — Population numbers are from the US Census Bureau’s American FactFinder web-pages:
http://factfinder2.census.gov/faces/nav/jsf/pages/community facts.xhtml#none



http://factfinder2.census.gov/faces/nav/jsf/pages/community_facts.xhtml#none

US Census Bureau data found on American FactFinder’s web pages

Geography: |Auun town, Hartford County, Connecticut E|

Subject 3 Number | Percent
[+
SEX AND AGE Tl
B Total population [+ | 12,008 | 1000
15 to 19 years v | 1257 6.9
20 to 24 years v 450 25
Geography: | Canton town, Hartford County, CunnecﬁcutEl
Subject Number | Percent
[V
SEX AND AGE 2
B Total population [* | 10,292 | 100.0
15 to 19 years 2 628 B.1
20 to 24 years v 72 36
Geography: | Farmington town, Hartford County, Connecticut E|
Subject &3 | Number | Percent
(V]
SEX AMD AGE 2
@ Total population [¥ | 25,340 | 100.0
1510 19 years [v 1.572 6.2
20 to 24 years M| 1162 46
Geography: | Simsbury town, Hartford County, Connecticut |E||
Subject £3 Number Percent
(]
SEX AND AGE 2
B Total population ¥ | 23511 | 100.0
1510 19 years W | 1,840 i
20 to 24 years v 705 30
Geography: |West Hartiord town, Harfford County, Connecticut EI
Subject £ Number Percent
(]
SEX AND AGE 2
B Total population [¥ | 63268 | 100.0
1510 19 years 2 4 376 6.9
20 to 24 years ¥ | 3009 48




The following table starts with the number of 16-23 year old adolescents in each of the service

area towns. The number of adolescents in each of these towns is multiplied by the percentage of

those needing but not getting treatment for substance abuse issues. Out of the resulting number

of persons who need substance abuse treatment, The Next Right Thing’s IOP program proposes

to serve just under 3%.

Number of Persons in Service Area with Unmet Need

o % of
¥ Persons # of
. Number | Needing Number of
Description . Proposed | persons to
of Services Persons .
of . to be benefit
. Town Persons (but not Needing
population S . Served from
(16-23) receiving Services
* by the proposal
treatment) .
Applicant
16-23 year- 997 7
0, 0
pld Avon 1,373 16.54% (1,370*.1654) 2.95% (227%.0295)
residents
16-23 year-
old Canton 800 16.54% 132 2.95% 4
residents
16-23 year-
old Farmington | 2,187 16.54% 362 2.95% 10
residents
16-23 year-
old Simsbury 2,036 16.54% 337 2.95% 10
residents
16-23 year-
old West 5908 | 16.54% 977 2.95% 29
) Hartford
residents
Total
Service 12,304 2,035 60
Area

*The percent of adolescents needing services but not receiving treatment is taken from
(Substance Abuse and Mental Health Services Administration) SAMSA’s 2010-2011 National

Surveys on Drug Use and Health (NSDUH). The NSDUH is an ongoing survey of the civilian,

non-institutionalized population of the United States aged 12 years or older. All estimates are

based on a small area estimation (SAE) methodology in which State-level NSDUH data are




combined with county and census block group/tract-level data from the State. Two excerpts from

relevant tables are included below.

For 18-25 year-olds (the age category that best overlaps our target population) the prevalence in

CT for those who need treatment for alcohol in the past year but did not receive it is estimated at

16.54% and for illicit drug use at 6.96%. The degree to which these two prevalence percentages

are additive is not clear. We’ve taken a conservative approach by using 16.54% rather than the

total of 23.5%.

Table 22. Needing But Not Receiving Treatment for Alcohol Use in the Past Year, by Age Group and State: Percentages, Annual Averages Based on 2010 and 2011 NSDUHs

MNOTE: Meeding But Mot Receiving Treatment refers to respondents classified as needing treatment for alcohol, but not receiving treatment for an alcohal problem at a specialty facility (i.e.,
drug and alcohol rehabilitation facilities [inpatient or outpatient]. hospitals [inpatient only], and mental health centers).

MNOTE: State and census region estimates, along with the 95 percent Bayesian confidence (credible) intervals, are based on a survey-weighted hierarchical Bayes estimation approach and
generated by Markov Chain Monte Carlo techniques. For the "Total U.S." row, design-based (direct) estimates and corresponding 95 percent confidence intervals are given.

MNOTE: The column labeled "Order” can be used to sort the data to the original sort order.
on Drug Use and Health, 2010 and 2011 {2010 Data - Revised March 2012).

Source: SAMHSA, Center for Behavioral Health Statistics and Quality, National Surve

12 or Older 12 or Older 1217 1217 18-25 18-25 26 or Older 26 or Older

12 or Older  95% CI 95% CI 1217 95% CI 95% CI 1825 95% CI 95% Cl (26 or Older  95% CI 95% CI

Order State Estimat (Lower) (Upper) Estimat (Lower) (Upper) Estimat: (Lower) (Upper) Estimat: (Lower) (Upper)
1|Total U.S. 6.45% 6.24% 6.66% 4.03% 3.78% 4.30% 14.46% 13.96% 14.96% 5.36% 5.10% 5.62%
2|Mortheast 6.71% 6.28% 717% 4.08% 371% 4.50% 16.13% 14.32% 15.98% 5.61% 5.10% 6.16%
3| Midwest 6.64% 6.29% 7.01% 3.87% 3.56% 4.20% 16.20% 14.54% 15.90% 5.50% 5.08% 5.95%
4|South 5.74% 543% 6.07% 3.66% 3.36% 3.99% 12.89% 12.29% 13.51% 4.77% 4.40% 517%
5|West 7.18% 6.69% 7.71% 4.72% 4.22% 5.27% 15.71% 14.74% 16.72% 5.96% 5.38% 6.61%
6|Alabama 5.05% 4.04% 6.28% 3.35% 2.58% 4.38% 11.31% 9.41% 13.56% 4.16% 3.08% 5.61%
T|Alaska 7.44% 6.05% 9.13% 4.21% 3.24% 5.46% 16.13% 12.63% 18.02% 6.40% 4.83% 8.43%
8|Arizona 7.68% 6.18% 9.50% 4.48% 343% 5.83% 16.02% 13.49% 18.91% 6.67% 5.01% 8.85%
9|Arkansas 4.94% 3.93% 6.19% 377% 2.86% 4.94% 11.03% 917% 13.20% 4.06% 2.97% 5.83%
10|California 711% 6.36% 7.94% 5.08% 4.29% 6.02% 15.62% 14.13% 17.23% 5.80% 4.92% 6.82%
11|Colorado 8.09% 6.72% 9.70% 4.47% 3.43% 5.82% 18.75% 16.20% 21.61% 6.67% 5.15% 8.60%
12|Connecticut 6.97% 5.63% 8.59% 4.06% 3.10% 5.29% 16.54% 13.99% 19.45% 5.78% 4.33% 7.68%
13|Delaware 5.89% 4.73% 7.32% 3.56% 2.70% 4.65% 13.82% 11.57% 16.44% 4.84% 3.59% 6.51%

Table 21. Needing But Not Receiving Treatment for lllicit Drug Use in the Past Year, by Age Group and State: Percentages, Annual Averages Based on 2010 and 2011 NSDUHs

MOTE: Meeding But Mot Receiving Treatment refers to respondents classified as needing treatment for illicit drugs, but not receiving treatment for an illicit drug problem at a specialty facility
(i.e.. drug and alcohol rehabilitation facilities [inpatient or outpatient], hospitals [inpatient only], and mental health centers). lllicit Drugs include marijuana/hashish, cocaine (including crack),
inhalants, hallucinogens, herain, or prescription-type psychotherapeutics used nonmedically, including data from ariginal methamphetamine questions but not including new methamphetamine
items added in 2005 and 2006. See Section B 4.8 in Appendix B of the Results from the 2008 National Survey on Drug Use and Health: National Findings

MOTE: State and census region estimates, along with the 95 percent Bayesian confidence (credible) intervals, are based on a survey-weighted hierarchical Bayes estimation approach and
generated by Markov Chain Monte Carlo techniques. For the "Total U.S." row, design-based (direct) estimates and corresponding 95 percent confidence intervals are given.

MNOTE: The column labeled "Order” can be used to sort the data to the original sort order.
Source: SAMHSA, Center for Behavioral Health Statistics and Quality, National Survey on Drug Use and Health, 2010 and 2011 {2010 Data - Revised March 2012).

12 or Older 12 or Older 1217 1217 18-25 18-25 26 or Older 26 or Older

12 or Older  95% CI 95% CI 1217 95% CI 95% CI 18-25 95% CI 95% ClI (26 or Older  95% CI 95% CI

Order State Estimate (Lower) (Upper) Estimate (Lower) (Upper) Estimate (Lower) (Upper) Estimate (Lower) (Upper)
1[Total U.S. 2.40% 2.28% 2.51% 4.34% 4.10% 4.59% 7.05% 6.73% 7.38% 1.34% 1.22% 1.48%
2|Mortheast 2.37% 2.20% 2.57% 4.22% 3.81% 4.68% 7.33% 6.72% 5.00% 1.33% 1.14% 1.55%
3| Midwest 2.24% 2.10% 2.39% 4.02% 3.69% 4.38% 6.64% 6.20% T11% 1.26% 1.09% 1.43%
4|South 2.31% 217% 2.47% 4.06% 3.73% 4.42% 6.54% 6.09% 7.03% 1.36% 1.20% 1.55%
5|West 2.69% 2.46% 2.94% 5.14% 4.56% 5.77% 7.98% 7.256% 8.79% 142% 1.18% 1.70%
6|Alabama 2.14% 1.74% 2.62% 3.74% 2.76% 5.06% 6.34% 4.84% 5.26% 1.20% 0.84% 1.72%
7|Alaska 2.78% 2.22% 3.46% 5.22% 3.88% 6.98% 6.62% 4.95% 8.80% 1.69% 1.13% 2.50%
B|Arizona 2.78% 2.21% 3.50% 5.70% 4.15% 7.80% 7.50% 5.69% 9.84% 1.60% 1.08% 2.35%
9|Arkansas 2.21% 1.80% 2.71% 4.02% 2.99% 5.39% 6.47% 5.03% 5.30% 1.27% 0.89% 1.81%
10|California 2.79% 2.46% 3.18% 5.31% 4.46% 6.30% 5.34% 7.20% 9.65% 142% 1.08% 1.87%
11]|Colorado 2.58% 2.15% 3.10% 5.05% 371% 6.83% 9.26% 7.33% 11.63% 1.13% 0.78% 1.64%
12| Connecticut 2.28% 1.64% 2.82% 3.98% 2.94% 5.36% 6.96% 5.31% 9.07% 1.31% 0.91% 1.89%
13|Delaware 2.34% 1.90% 2.87% 3.84% 2.61% 5.21% 7.04% 5.39% 9.14% 1.38% 0.94% 2.01%




LEVEL OF TREATMENT AND REQUIRED LICENSES

The Next Right Thing, LLC was established in October of 2011 as a private office- based
substance abuse treatment center designed to meet the complex needs of dually diagnosed mid-
late adolescents between the ages of 16-23. The majority of clients receiving services are poly
substance abusing (multiple drug usage including heroin) with a co-morbid psychiatric diagnosis.
The program currently provides: comprehensive evaluation, individual, family, and group
services, crisis intervention, ongoing medication management services, intensive outpatient
programming, coordination of treatment with schools and the judicial system, and ongoing after-

care Services.

Since the inception of The Next Right Thing, we have provided a variety of treatment services to
23 families. These services are 100% funded by the families on a self-pay basis payable to The
Next Right Thing. We provide service statements to submit to third party payer for out-of-

network reimbursement, when covered.

IOP Level of Treatment to be Provided

The purpose of this application is to obtain intensive outpatient program (IOP) licensure so
that TNRT can be recognized by third party payers and a contractual relationship for
reimbursement can be established. Insurance companies require DPH licensure in order to
reimburse clients for this level of care. Insurance companies will not reimburse clients for more

than one service per day in outpatient settings.

Structure of the IOP

The Next Right Thing’s IOP program complies with federal, state, and third-party payer
regulations. The program is structured for minimally three times a week, three consecutive hours
a day with an approximate length of stay of six-eight weeks, followed by long-term long term

aftercare for the adolescent and his/her parents.

Program components to include:
e Comprehensive assessment with the patient and their family that incorporates the Stages of
Change Model to provide the guidelines for determining when a client is ready for less

intensive treatment.



e During the initial treatment assessment, The Next Right Thing will develop a treatment plan

that includes both 10P and after-care goals. These treatment plans will be reviewed weekly

during the IOP phase of treatment.

e Other treatment includes individual, family, a variety of group based services, parent support,

and on-going medical supervision and medication titration.

e We provide an alternative medically supervised ambulatory detox for opiate addicts (as

opposed to a Suboxone detox). Our detox occurs in a highly structured and supervised

program because in our experience 1) Suboxone detoxes are often misused and frequently

unsuccessful and 2) by using a non-opioid detox protocol we can move patients more rapidly

to an opiate blocker (Naltrexone).

The Next Right Thing — Admission Criteria

An 10P level of care for an adolescent client is necessitated by the following factors:

1)

2)

3)

4)

5)

6)

7)

A client’s age/and or lack of cognitive and behavior skills to cope with simultaneous
substance abuse and mental health issues.

The client demonstrates little or no insight into how continued substance abuse poses
risks in all domains of functioning (social, emotional, moral, and intellectual) or
minimizes severity of both substance abuse and mental health problems. Functional
impairment in meeting age appropriate expectations is already evident and can be
documented.

Attempts at outpatient treatment are unlikely to be productive or have failed.

The client’s parents demonstrate adequate understanding of substance abuse and
mental health risk factors and can provide appropriate support and structure to
facilitate the client achieving the goals of treatment in an IOP setting.

The parents also consent to involvement in treatment as an essential factor in their
adolescent achieving treatment objectives and goals.

The 10P level of care is appropriate level for a client’s transition from more intensive
treatment or as a level of treatment to avoid more intensive partial hospital or
inpatient care.

The adolescent demonstrates symptomatology consistent with the American
Psychiatric Association’s (Diagnostic and Statistical Manual) DSM-IV-TR (Axis 1-5)



diagnosis or diagnoses, which require and can reasonably be expected to respond to
therapeutic intervention at this level of care.

8) Admission to the IOP is consistent with the American Society of Addiction
Medicine’s ASAM PC-2R adolescent placement criteria for both clinical
appropriateness and medical necessity of treatment.

9) There are reasonable expectations that the adolescent will show significant progress
toward achievement of treatment goals within the specified time frames dictated by

an individual treatment plan.

Licenses Needed by the Applicant for the Proposal

Needed
Agency | License Prc]:gcr)sal
()
Psychiatric Outpatient Clinic for Adults v
DPH | Facility for the Care or the Treatment of Substance Abusive or v
Dependent Persons (Outpatient)
Mental Health Day Treatment Facility v
DCF Outpatient Psychiatric Clinic for Children 4
Extended Day Treatment NO

10



SUMMARY OF NEED

In summary, The Next Right Thing, LLC Is applying to the Department of Public Health for a
license to provide intensive outpatient treatment for dually diagnosed late adolescents. The
morbidity and mortality rates with this group are escalating at an unprecedented rate, which points

to the need for more specialized services.

Our treatment approach has evolved in employing the best practice guidelines for treating the
developmental problems associated with adolescence. We are already working closely with the
local Capital Area Substance Abuse Council (CASAC) community substance abuse prevention
committee, private practitioners, schools, pediatricians, probation officers, hospitals and other

service providers to extend treatment options and tighten the safety net.

Licensure will help families with adolescents in need to use insurance to cover the range of

services we offer, from intensive outpatient programs through long term aftercare.

11
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Greer, Leslie

From: Greci, Laurie

Sent: Friday, June 21, 2013 8:20 AM

To: jenifer@NextRightThing.net

Cc: Hansted, Kevin; Riggott, Kaila; Greer, Leslie
Subject: 13-31822-CON, The Next Right Thing, LLC

Dear Jenifer,

At the hearing held on Thursday, June 20, 2013, concerning the above Certificate of Need
application, the Hearing Officer, Att. Kevin Hansted, requested that The Next Right Thing, LLC
provide OHCA with two late files:

Late File 1: Letters that support the need for the Applicant’s proposed Intensive Outpatient
Program. Letters are to be addressed to:

Deputy Commissioner Lisa Davis

State of Connecticut, Department of Public Health
410 Capitol Avenue, MS #13HCA

P. O. Box 340308

Hartford, CT 06134

Late File 2: The number of referrals made to the Applicant from other providers by year and
provider name requesting the Intensive Outpatient level of service.

The two late files must be submitted to the Office of Health Access by 4:30 p.m. on July 22, 2013. If
you need additional time, please submit a request in writing to OHCA by July 19. If you have any
guestions, please do not hesitate to contact me.

Sincerely,

Laurie

Lawie K. Gueci

Associate Research Analyst
Department of Public Health
Health Care Access

= laurie.greci@ct.gov

860 418-7032

860 418-7053
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HEARING RE: THE NEXT RIGHT THING, LLC
JUNE 20, 2013

.Verbatim proceedings of a hearing
before the State of Connecticut, Department cof Public
Health, Office of Health Care Access, 1in the matter cf
The Next Right Thing, LLC, Establishment of an Intensive
Outpatient Behavioral Health Treatment Program, held at
410 Capitol Avenue, Hartford, Connecticut, on June 20,

2013 at 2:00 a.m.

HEARING OFFICER KEVIN HANSTED: Good
morning, everyone,

ALL: Good morning.

HEARING COFFICER HANSTED: This public
hearing before the Office of Health Care Access,
identified by Docket Neo. 13-31822-CON, is being held on
June 20, 2013 to consider the Next Right Thing, LLC’s
application to establish an intensive outpatient
behavioral health treatment program.

This public hearing is being held pursuant
to Connecticut General Statutes, Section 1%-63%9a, and
will be conducted as a contested case, in accordance with
the provisions of Chapter 54 of the Connecticut General

Statutes.
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HEARING RE: THE NEXT RIGHT THING, LLC
JUNE 20, 2013

My name is Kevin Hansted, and I've been
designated by Commissioner Jewel Mullen of the Department
of Public Health to serve as the Hearing Officer for this
matter.

The staff members assigned to assist me in
this case today are Kaila Riggott and Laurie Greci. The
hearing is being recorded by Post Reporting Services.

In making its decision, OHCA will consider
and make written findings concerning the principles and
guidelines set forth in Section 1%3-639 of the
Connecticut General Statutes.

The Applicant, The Next Right Thing, LLC,
has been designated as a party in this proceeding.

At this time, I will ask staff to read
into the record those documents already appearing in
CHCA’s Table of the Record in this case. 2All documents
have.been identified in the Table of the Record for
reference purposes. Ms. Greci?

MS. LAURIE GRECI: Thank vyou. Laurie
Greci, OHCA staff. I'd like to read in the Table of the
Record those exhibits listed as A through I.

HEARING OFFICER HANSTED: And are there
any additional exhibits?

M5, GRECI: Not at this time,

POST REPORTING SERVICE

HAMDEN, CT (800) 262-4102
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HEARING RE: THE NEXT RIGHT THING, LLC
JUNE 20, 2013

HEARING OFFICER HANSTED: And does the
Applicant have any objections to the exhibits?

MR. JULIAN HARTT: No.

HEARING OFFICER HANSTED: Thank you. And,
at this time, I'm just going to take administraﬁive
notice of the data that is within the Department of
Mental and Addiction Services.

And would any, actually, 211 of the
individuals, who are geoing to testify here today, would
you please stand, raise your right hand, and be sworn in?

(Whereupon, the partlies were sworn.)

HEARING OFFICER HANSTED: Thank you. And
I would just remind you, the first time you speak today,
please state your full name for the record. At this
time, The Next Right Thing may proceed with their
Ttestimony.

MR. HARTT: Good morning. My name is
Julian Hartt, Jr., a Licensed Clinical Soccial Worker, and
I am the Clinical Director of The Next Right Thing.

HEARTING OFFICER HANSTED: Good morning.

MR. HARTT: Cood morning. Thank you for
the opportunity to present our case, our program tc the
Department of Public Health.

I conceived this program approximately two

POST REPORTING SERVICE
HAMDEN, CT (800} 262-4102




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

HEARING RE: THE NEXT RIGHET THING, LLC
JUNE 20, 2013

years ago, when I saw the rampant increase in the
morbidity and mortality rates of adolescent substance
abuse in the suburbs.

The adolescents in the suburbs were
presenting with greater risk than some of the adolescents
in the urban centers.

A particular concern of mine was not Jjust
polysubstance abuse. The linear path from ostensibly
soft drugs to hard drugs was no more. According to the
APA findings in 2006 American Psychiatric Association,
the stepping stones were gone.

| Adolescents were starting with drugs of
abuse that had high abuse liability, and a particular
concern to me was in ‘02 to '04. Across the country,
again, with this particular demographic, there was a
growing number of adolescents, who were becoming addicted
and dependent to prescription pain_meds.

This addiction started in the home. It
didn’t start on the streets, and there weren’t adegquate
resources to treat them, and families were sending their
kids te out-cof-state, sometimes in-state, but expensive
residential self-pay programs for detox and treatment.

The opiate addiction, again, this was a

national phenomenon by 706, 08, was moving rampantly to
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heroin. When the supply at home became depleted,
adclescents would turn to hercin, and, again, the
morbidity and especially the mortality rates began to
climb, and those statistics were neted in our
application.

So as The severity of the problems with
adolescent substance abuse increased, the availability of
services offered by insurance companies decreased. There
were brief stays for inpatient stays, some partial
hospital stays for dual diagnosis kids. There was
nothing for primary substance abuse.

And, then, step down to the least
intensive of care, which was outpatient, vou know, once-
a-week individual family, perhaps a group there, so there
was, you know -- I noted there was a huge gap in services
that we could provide with intensive cutpatieni services
of an indeterminate nature, then stepping down. into
after-care, noting that the kids would need a longer térm
recovery process, and insurance companies would nc longer
-— well, twc years ago, were hesitant to admit
adolescents to inpatient detox facilitieé, because
oplates are essentially medically not life threatening.

The detox i1sn’t, so they could be detoxed

on an ambulatory basis, and, fortunately, suboxone was

POST REPORTING SERVICE
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available at the time, so it defaulted to detoxes. My
experience was that suboxone, in time; would become
abused, also, and the literature is there to support
that.

Dr. Price joined me in this endeavor.
We've been detoxing adolescents from hercin approximately
-~ we've been in operation for about a year and a half,
and 25 percent of the population, about 40 families, have
required detox, and we’ve been using Clonidine detox, Dr.
Price can speak to the medical issues with that, then
moving the kids directly to Naltrexone, which is a
complete opiate blocker, tc keep kids alive.

The first group we admitted, the first
seven we admitted, five of them are heroin addicts. One
of them was tc die, because of non-compliance with
Naltrexone, and two of them overdosed, so a high risk, a
high-risk population.

And I knew, from having been in practice
for 40 years working with the adolescent population, that
the entire family had to be treated. It wasn’t just a
matter of sending a kid toc residential placement.

if there’s geing to be a sustained chance
of recovery, the whele family had tc be treated and

treated intensively, with individual family therapy,

POST REPORTING SERVICE
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parent, greoup and multi-family therapy, and that
certainly proved to be the case. Without the family
being a major part of treatment, the adolescent didn’t
have a chance.

So as this is an intensive level of care,
according to the criteria, that the chances would be that
these adolescents would not make it in a lesser intensive
setting as an individual therapy or group therapy, and
they didn’t reqguire a hospitalization, but, again, there
isn’t hospitalization or residential care insurance
companies just don’t cover residential treatment, by and
large, or they may cover the first 10 days.

Sc this was designed to be an after-school
program for long-term recovery of a primary Axis T
diagnosis of substance abuse. I think, without
exception, all of our adolescents have carried another
Axis IT diagnosis that is a medical diagnosis of a major
psychiatric disorder,

So these are adeolescents demonstrating
significant psychopatholegy, and, in order to get the
right medication, we’ve changed virtually every single
adolescent meds that came into the program, because the
adolescents were diagncsed while they were still using

drugs cr that have Jjust stopped, and it takes months to
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see what the actual psychiatric presentation is géing to
be, so I think we’ve changed every single adolescent’s
diagnosis and medication that’s entered into our program,
so it’s the dual diagnosis program, it’s critical.

As SAMHSA notes in the ASAM P2R criteria
for IOP placement, the psychopathology sets in quicker
without signs of physical dependency with this
population, so long-term recovery is going to be the
issue, in part, to keep kids out of more intensive levels
of care, to keep kids out of emergency rooms, and this
piece has been missing.

There isn’t any program that’s offering
intensive outpatient services in Connecticut for primary
substance abuse kids. We’ve had families come from as
far away as Orange, although cur program is designed to
treat kids in the immediate proximity to West Hartford,
Avon, Simsbury, Farmington. Follow the money, sad to
say, but extremely high-risk population.

As indicated by the House RBill that was
passed last summer, I think it was House Bill 1053, that
now families, who have an adolescent, who is abusing
opiates, can be prescribed Narcan, which was only
prescribed at one time in the emergency rooms.

By 2009, the statistics were that opiate

POST REPORTING SERVICE
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overdose between 18 and 2Z is the leading cause of
accidental deaths in Connecticut, so just merely
recogniticn of that’s how rampant the problem has become.
The IOP was to offer a level of care that
is just not available, again, for primary diagnosis of
substance abuse. And when we went to the insurance
companies originally last summer, they required us to
have a license, because we're going.to offer more than

cne service a day. An IOP is three hours of consecutive

- treatment three days a week, and they would not reimburse

more than one service unit a day.

So I'm heke before you today to say
there’s a great public health need. The numbers are
there. There’s a great public health need to treat
primary substance abuse. Services weren’t being offered,
and the insurance companies asked us to have this level
of licensure, so, in short, that’s why we’re here.

HEARING OFFICER HANSTED: Okay, thank you.
Is there anyone else that wants to give a statement here
today?

DR. ANN PRICE: Just briefly.

HEARING OFFICER HANSTED: Sure.

DR. PRICE: I'm Dr. Ann Price.

HEARING OIFICER HANSTED: Good morning.

POST REPORTING SERVICE
HAMDEN, CT (800) 262-4102
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DR. PRICE: I’'m Chief Medical Consultant
for The Next Right Thing. I just want to underline some
of the things that Julian has said, and, from my
standpoint, over the past two years, I’ve Jjust been truly
appalled at the lack of appropriate clinical services for
this population.

As Julian said, we’re finding that, when

you loock at these adolescents over time, they present

very differently from what they do when they’re just in

‘withdrawal or just post-withdrawal, and that really

impacts the way you’re going to treat them with
psychotropic medications, so we have a whole population
of adeclescents and young adults cut there, whoe I believe
are not getting appropriate care.

HEARING OFFICER HANSTED: Ckay. Thank
you, Doctor. Is there anyene else, who would like to
give a statement? Okay. We have some guestions.
Laurie?

MS. GRECI: Okay. TLaurie Greci.
Currently, what services are you providing under your
professional licenses?

MR. HARTT: We’re providing individual
therapy --

HEARING OFFICER HANSTED: Hold on one

PCST REPORTING SERVICE
HAMDEN, CT (8GO0} 262-4102
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second. Go ahead.

MR. HARTT: Julian Hartt. We're providing
individual therapy, as this is highly individualized
treatment, so there’s individual therapy, family therapy,
group therapy, multi-family therapy, and parent group.

MS, GRECT: Provided under your social
work license?

MR. HARTT: Under my license and ~- excuse
me. I should add to that, also, administration of
medication.

MS. GRECI: Under Dr. Price?

MR. HARTT: Correct.

MS. GRECTI: OQkay.

MR. HARTT: Under my license, all the
other therapies are being conducted.

DR. PRICE: I just want to make one
correction to that. It’s not administration.of
medication. We have no medications at the facility.

It"s prescriptions, because I kncw that can be a real
concern.

HEARING OFFICER HANSTED: Thank you.

DR. PRICE: Um-hum.

MS. GRECI: And once you’re licensed,

would you have any?

POST REPORTING SERVICE
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DR. PRICE: No.

MS. GRECI: Or you’d still do it the same
way?

DR. PRICE: 1It's really my belief that
once you have a substance abuse program, the last thing
you want —--

MS. GRECI: Are meds on site,

DR. PRICE: Yeah, because it’s an
attractive nuisance, rpasically.

MS. GRECI: Ckay.

DR. -PRICE: And I'm on call 24/7, so if
someone needs something, they all have my number, and I
feel much better about caring for pecple that way.

MS. GRECI: Ckay. And, then, once you --
say you obtain the licenses, you will be billing all
these services under that license?

MR. HARTT: Correct.

M5. GRECI: Correct, okay. Just trying to
get the lay of the land. You do ambulatory detox. Now
could you describe that program and how you do that?

DR. PRICE: Of course.

MS. GRECI: What volume of pecple you
treat, and how long it takes?

DR. PRICE: Of course. First of all, this

POST REPORTING SERVICE
HAMDEN, CT (800) 262-4102
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is a tried and true program that was started at the
University of Texas Medical Center. What you do is you
use a medication, called Clonidine, which is actually a
blood pressure medication, but it basically calms the
agitated response that a lot of pecople get in withdrawal.

We do meonitor tThem closely, blood
pressure-wise. We send a cuff home with the parents, and
it’s an automatic cuff, sc it’s easy to do, and we give
them parameters. If it’s this low, please call us
immediately and stop the medication.

What we add to that is aspirin and
hydration, and what happens with most of these patients
is they get a flu-like syndrome for a couple of days,
they’re uncomfortable, but they’re not miserable.

If they follow cur instructions, it’s
about a three to five-day detox. Unfortunately, socme of
them use while they’'re allegedly detoxing, and we have to
start it again, because if you start the Naltrexone when
they’ve been using, they do get really sick.

It’s not life-threatening at ali, but they
get uncomfortable, and that, of course, makes it
difficult for us to get their trust.

The Naltrexone -- oh, let me just finish

up. I'm sorry. So it’s a three to five-day detox. I

POST REPORTING SERVICE
HAMDEN, CT (800) 262-4102
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1 think we’ve done like 10 or 15 kids. I don’t have the

2 exacl number, but that’s ballpark, and, certainly, the

3 number of patients, who come in needing detox, because

4 they’re on hercin, is clearly increasing, and these are
5 nice kids from the suburbs, who you would never suspect.
3] So once they’re detoxed, thev’'re started
7 on Naltrexone, and we have a very strict rule that the

8 Naltrexone is powdered, it’s crushed, put in either

9 pudding or apple sauce, and administered by the parent,
10 because we've really found that’s the only way to

11 guarantee It’s being taken, and we found that, when

12 that’s not being done, there are very frequent lapses.
13 Suboxone in some ways is a little more

14 elegant, but even the drug company that manufactures it
15 says 20 to 40 percent is diverted to the streets, so

16 we' re not'going to give kids something that will be

17 street currency for other drugs.

18 MS. GRECI: So there’s really nc limit to
19 the number of children or adolescents that you could

20 detox on time, because they’'re doing it at home. A limit
21 would be parental participation?

22 DR. PRICE: That’s one thing, and we
23 certainly, at least at this point, have not gotten to the
24 point where I’'m not comfortable monitoring what we have.

PCST REPORTING SERVICE
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If we get there, that will be another discussion, but
we've got a ways to go.

M5. GRECI: Okay.

MR. HARTT: Excuse me. Julian Hartt. If
I may add, I've been working with adolescents for 40
years, Dr. Price for 35. 1I’ve never seen such a needy
population, so the cell phone I hear from them and Dr.
Price does.

DR. PRICE: Texts constantly.

MR. HARTT: So during the detox, we’ll
hear from them two or three times a day. Is this okay?
Is that okay? A relapse is not unusual while they’re
detoxing, because they don’t have the ability to handle
the distress, the physical distress, and they want to
feel better right now, and it’s very easy to hide.

A bag of heroin is the size of a stamp,
essentially, so it’s very easy to hide this. And I have
kids skipping over pills right now, because all the
prescribed narcotics are really expensive, so,
unrortunately, kids are moving right to heroin, and
there’s no FDA stamp on this.

Is this 80 percent? Is this 20 percent?
So, last weeck -- and they’re moving very quickly from

nasal use to IV use. The last ycung woman, who is in

POST REPORTING SERVICE
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detox right now, well she’s on Naltrexone right now, she
has track marks on her arms. ©Now she’s a beautiful 18-
year-old, but there was no pills.

So, in my experiences working with
addictions, once a drug is on the table, it stays on the
table, so this is the new generation. This is not
primarily an inner city problem. This is a suburb
problem, but, also, incredible polysubstance abuse.

These kids are not risk aversive, for a
variety of reasons, not to make this a sociological
discussicn, but the quality of polysubstance abuse, of
using substances and drinking over the top of it and
belng absolutely mindless of risk is huge.

HEARING OFFICER HANSTED: Docteor, T just
have cne question for you.

DR. PRICE: OQOf ccurse.

HEARING COFFICER HANSTED: You had
mentioned earlier that the Naltrexcone --

DR. PRICE: Naltrexone?

HEARING OFFICER HANSTED: Naltrexone,
sorry, 1s crushed up and put into pudding. Does the
patient know they’re taking the medication?

DR. PRICE: Absolutely.

HEARING OFFICER HANSTED: Okay.

POST REPORTING SERVICE
HAMDEN, CT (800} 262-4102
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DR. PRICE: Abksolutely. We would never do
that. A lot of this program is based on building a
relaticnship and trust.

HEARING OFFICER HANSTED: Okay, thank vyou.

DR. PRICE: Yeah, we really keep on top of
them when they’'re detoxing.

HEARING OFFICER HANSTED: Ckay, thank vou.

MS. GRECI: In your application, you state

that your main purpose is to provide this intensive

outpatient program for dually-diagnosed adolescents and
young adults. What programs or services are you planning
perhaps in the future to provide under the various
licenses that you’ll be getting in order toc de the
current one that you’re proposing? Do you have any
future business plan to add different services?

MR. HARTT: Noc. This will‘allow us to
expand our practice and allows_insurance. to get into the
-~ Blair Maclachlan, who is sitting behind us, is our
business consultant and works directly with the insurance
companies. %

They are nct reluctant to dco this, so we |
can offer mere intensive services. We can offer a truly
structured. The parents have balked at the cost of this,

and understandably so0, so we discount, we put payments
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down. We have to turn kids away, because we are cut-of-
network. There’s huge deductibles. T want to make this
availabkle to pecple, who have commercial insurance, so I
don’t want anything more fancier than cffering quality
treatment, a true I0OP to kids, who have insurance. I
want to do more.

I'd like to see us have, at maximum, maybe
15 kids, because of the level of care that they need, so
I don’t see us -- the license that was available was a
facility license. I don’t have a COBRA plan to build a
residential program. I just would like to do what we’re
doing and get the insurance world. I mean that’s really
our agenda, to get them involved in this.

And we’ve shown them what we were doing.
They’d say this really makes sense to us. It will reduce
the need for higher utilization c¢f higher services, such
as the emergency room.

MS. GRECI: Right.

MR. HARTT: I had one beoy develop sepsis
when I was in practice in New Haven, because of the
rituals engaged in heroin use. He didn’t have herocin, so
he shot water with a dirty needle, and he ended up in the
ICU for three weeks. I mean he almost didn’t make it.

That’s this generation of kids. And his cost, can you

POST REPORTING SERVICE
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imagine? Three weeks in the ICU.

HEARING OFFICER HANSTED: So this is a
continuum of care lssue, correct?

MR. HARTT: Correct.

HEARING OFFICER HANSTED: Okay.

MR. BLAIR MACLACHLAN: TIf I could just --

HEARING OFFICER HANSTED: Sure. Why don’t
you come up te a microphone and just state your name?

MR. MACLACHLAN: Yezh. I'm Blair
Maclachlan. I’'m a social worker. T1/ve known Julian for
way longer than we want to admit to each other or anybody
else.

I'm a social worker, been working in
psychiatry for 35 years as an independent consultant.
I"ve worked for the majority of the psychiatric
cepartments at most of the hospitals in Connecticut,
worked for lead mental health authority and child
guidance glinics. I've worked for an insurance company,
doing utilization review.

I think this iz an issue that providers
and ilnsurance companies struggle with. Substanée abuse
here in the State of Conhecticut, the rates of
utilization, relapse rates don’t seem to be changing, but

cenly growling.
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The current system of care for substance
abuse in the State is very fragmented for this particular
population. There are lots of hospitals, who run adult
programs with some substance abuse, but the age range is
from 18 to 65.

They’ re mostly hospital-based, which means
they’re mostly urban-centered. There are hospitals, who
run partial hospital and TOP programs for adolescents.

Under the age c¢f 18, most of the
population is under the age of 16, without a primary
substance abuse diagnosis, and, so, this adclescent
population, 16 to 23, with a primary substance abuse
diagnosis; mestly opiate-addicted, is not a place that
you’'re going to find that provides that specific
services.

And the cnes that come close are ones that
are located in ufban centers, with mostly governmentally-
insured patients, and, sc, that patient population that
live in the suburbs that have working families going to
those locations sets up an additional barrier, and, so,
continuing in treatment and fcllowing care over the long-
term is really impacted by that.

When we'’ve talked to.insurance companieé,

most of them have said we are pleased as punch that
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you're going to try to do this. We can’t contract with
you, unless you have a license, because of the insurance
companies’ own NCQA accreditation, which is another story
all together, so that each insurance company that we’ve
talked to have said we're happy to contract with you, we
know we have this problem with this population, we know
we're getting calls from parents and their kids are in
the Midwest or in the Southeast in these residential
programs, and when they come home, they have nothing, and
they relapse.

HEARING OFFICER HANSTED: Let me just
interrupt for one minute.

MR. MACLACHLAN: Please.

HEARING OFFICER HANSTED: You had
menticned that the insurance companies are happy that
you’'re going to consider this program and that there’s a
need for this. Is it possible for vou to get me letters
from the insurance companies, evidencing that need?

MR. MACLACHLAN: I don’'t know the answer
to that, to ke honest with yvou. I know that we’ve talked
about them, with them repeatedly over the last 12 tc 18
months. Actually, before we actually started the
program.

They have agreed that they would like to
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contract with the entity and are willing to do some
single-case agreements currently, so the insurance
companies are reimbursing either the families directly as

an out-of-network benefit, or working with The Next Right

Thing around single-case agreements, so I don’t know if
they would be willing to do that.

I know, historically, insurance companies
have been conservative in their formal recbqnition or
recommendation for a certain provider type or particular
level c¢f care, so I don’t know the answer tc¢ that.

HEARING OFFICER HANSTED: Ckay.

MR. MACIACHLAN: I know that we’ve had
multiple conversations with the c¢linical directors of the
two major, three major insurance carriers here in the
State, and all of them understand the need and have
actually gilven suggestions, in terms of program design,
consistent with what The Next Right Thing is deing.

I think the other thing that I would
mention and underscore is the individual nature of the
treatment that The Next Right Thing is offering, which
is, from a payer perspective, attractive, and the real
focus on the family inveclvement, that the multi-family
group education, individual family sessions, that

component of their program is what, in my mind, separates
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this from many of the current programs offering similar
kinds of services.

Not many programs across the state operate
under the assumption that you have to do family therapy,
you have to be in family therapy, multi-family support
group, and you have to be in multi~family group therapy
as being part cf this service.

Part of it 1s many of those programs are
treating patients that don’t have intact family units,
whereas The Next Right Thing, the majority, if not all of
them, have intact family units, plus the recognition of
the clinical efficacy of, you know, not only including,
but requiring family involvement.

And, sc, I think that that not only
supports the ongoing monitoring success, that this is a
family issue, not just an individual issue, but I think
most. insurance companies understand that the family
support system for these 16, 17, 18 to 23 year olds
really is the safety net that kind of holds them together
and are very supportive of that.

To answer your question shortly, I don’t
knew the answer to that, but I know ambulatory detox and
intensive outpatient services focused on this population

is not just a problem that families are experiencing and
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providers are experiencing, but insurance companies are
experiencing, toco.

HEARING OFFICER HANSTED: Okay. Just to
elaborate on that, you know, cne of the things we look at
in making our determination is the actual need for a
program like this, and I appreciate what you’ve provided
in your application and testimony you’re providing here
today.

What I'm trying to get is additional
evidence, documentary evidence, showing that there’s
truly a need out there in the specific area you're
proposing.

Do you know of any resources you can tap
to get that documentary evidence, that, you know, maybe
reach out to the insurance ccmpanies, hospitals, doctors,
Lo provide letters of evidencing the need, you know,
namely, we’ve seen this amount of patients, there’s a
need for a program, such as yours, just like you’ve been
stating the insurance companies have been saying? Is
that a possibility?

MR. HARTT: I think that was in the
Certificate of Need, the numbers, and I think we, in
terms cof prevalence and the number of, according to

statistics, the number of kids that are going untreated.
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HEARING OFFICER HANSTED: Right, and we do
have those statistics. What I'm looking for is something
beyond statistics, narrowing it down more to a more
precise piece of evidence.

MR. HARTT: I'm just nct sure how you
would go about. T mean I'm here, because the insurance
companies asked me to be here, so they’re saying there is
a need, and we’ve spoken with them face-to-face, saving
that your services are needed. We’re not going to
reimburse them until you get a license.

HEARING OFFICER HANSTED: Right.
Unfortunately, you telling me what the insurance
companies have told you is hearsay that I can’t consider.

MR. HARTT: They write a letter. Would
they write a letter, saying there’s a level -- not The
Next Right Thing is needed. They couldn’t advocate for
us.

HEARING OFFICER HANSTED: No, no, and I
appreciate that. What I’m looking for is something that
states toc the effect that this level of care is needed,
and it doesn’t necessarily have to be an insurance
company; & hospital, doctors, etcetera.

MR. MACLACHLAN: I think we can ask them.

HEARING OFFICER HANSTED: OQOkay.
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MR, MACLACHLAN: I mean I think that’s

reasonable. I think, you know, Julian and Dr. Price have
been involved in local, in some of the local substance
abuse council activity, and, you knoﬁ, that weould bhe
another place.

There’'s certainly a variety of providers
that they’re working with, accept referrals from and
refer back tc. I assume that those people and
organizations coulild be asked, as well.

HEARING OFFICER HANSTED: That’'s fine.
Yeah, that’s fine. And what I’11 do is order that as
Late File No. 1, and, typicaliy, I would give an
Applicant 30 days to get those letters in. Is that
reasonable? I'm willing to give you as much time as you
think yvou need.

MR. HARTT: Well, neo, T think we can ask.

HEARTNG OFFICER HANSTED: And, certainly,

just to clarify, if you can’t get it, then that’s fine.
Just let us know that you’ve reached cut, and you're
unable to procure the letters.

MR, HARTT: I think the number of hospital
admits for overdose, which, again, was behind the House
Bill passing so quickly last summer, the number of

overdoses, the number of deaths in Connecticut in this
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population because of heroin speaks to the need for
treatment, and speaks to the need for treatment that
isn’t being provided. I don’t know if that’s by you. By
inference, the Narcan —- if your daughter is allergic to
bee stings, you’re going to carry an EpiPen. If you

think your kid is deing opiates, you can carry a Narcan

pen, so I think that speaks to the need.

HEARING OFFICER HANSTED: No, and I agree
with you. It does speak to the need. I'm just looking
for something more specific in your area.

MR. HARTT: It probably goes under-—
reported, because --

HEARING OFFICER HANSTED: It may very
well.

MR. HARTT: We've seen that. Not my
daughter. Not my daughter.

HEARING OFFICER HANSTED: Right. The
reason why we ask for this additional evidence is because
I believe it does go unreported or underreported, so we
don’t have access to the information to verify what
you're saying, in terms of the specific need for the
specific population you want to treat, so that’s why we
ask just for you to reach out and get a little bit more

additicnal information for us to consider.
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MR. HARTT: Okay.

HEARING COFFICER HANSTED: And is 30 days
enough time for you to do that? Okay.

MR. MACLACHLAN: Barring anvbody’s
vacation.

HEARING QFEFICER HANSTED: That’s fine.

MR. MACLACHLAN: It’s that time of the_
year, July holiday kind of thing.

HEARING OFFICER HANSTED: And if you need
additional.time, Just reach out to us, and I'm happy to
give you additional time, but, for now, we’ll =ay 30
days.

MR. MACLACHLAN: I just think about the
timing of it.

HEARING OFFICER HANSTED: It is
summertime. People are on vacation.

MR. MACLACHLAN: Right, but, in the flip
side, if we can, you know, if you’re looking for one
letter versus two letters versus five letters versus 10
letters, I mean, I guess what I'm asking is, you know,
what’s the nature of the volume of the support that you
need to be able to make a final judgment?

HEARING OFFICER HANSTED: OCne or more

letters. 1I'11 leave the extent up to you.
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MR. MACLACHLAN: All right. And, so, I'm
sure we can get that relatively quickly. Yezh. I assume
that 30 days would be more than adequate.

HEARING OFFICER HANSTED: OCkay, so, 1’11
order that 30 days from today’'s date, and if that date
falls on a weekend, we’ll bump it to the next Monday.

MR. MACLACHLAN: I assume you're not going
to need an elaborate five-page document?

HEARING OFFICER HANSTED: No.

MR. MACLACHLAN: All right, thank you.

HEARING OFFICER HANSTED: You're welcome.

MS. GRECI: Ave you applied for the DCF
license for the outpatient clinic, psychiatric clinic for
children?

MS. JENNIFER STIMPSON: This is Jennifer
Simpson.

HEARING OFFICER HANSTED: Can you come up
more? Can you hear hef?

MS. SIMPSON: We did an official thing to
the DPH. WNow I want to say it’s probably been close to a
year, because we had thought we would not need a full-
blown Certificate cf Need, so it’s already in there.

What I don’t know is whether we’ll need to

do some updates for that.
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MS. GRECI: To DCFE?

MS. SIMPSON: Well it’s to the -- they
said it would go from one department to another, so it
hasn’t reached DCF, and it hasn’t been fully reviewed
there for the —-- somewhere in DPH until the Certificate
of Need gets attached to it or is approved. Does that
make sense?

We needed to have either approval or that

we didn’t need it, so the paperwork is there, but it

hasn’t gone through. This step has to be met first.

HEARING OFFICER HANSTED: 3o you need your
CON befcre you can get your license?

MS. SIMPSON: Before everything else is
completed.

MS. GRECT: Okay, but it’s in the works?

MR. MACLACHLAN: Yes.

MS. SIMPSON: @ Yes.

MS. GRECI: Okay. How long will clients
be in your after-care program?

MR. HARTT: Forever. I've been doing this
a leng time, and this generation, the millennials, are
presenting with incredible need, so I can see, 1f we do
an IOP, four to six weeks of intensive outpatient

services to get them going.
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Now I'm using ASAM’s criteria for
admission and discharge, which is the -- ASAM bases its
criteria on stages of change model, that they’ve moved
from pre-contemplation, I don’t have a problem, you think
I do, they move from pre-contemplation into contemplation
into the action phases of recovery, and that’s their
benchmark.

Four toc six weeks, vyou can document that
they are moving with goals of treatment being reviewed
monthly, the master treatment plan being reviewed
monthly, individual family therapy that they should be in
beyond maybe I do have a problem, and I do have a
problem, and I'm on the reocad to recovery, as measured by
I'm back in school, I've got a job.

The juvenile Justice is heavily involved
with our program. I‘presented last Thursday afternocon to
every single juvenile probation officer in Connecticut.

They wanted a workshop on heroin In the
suburbs. They asked me if I do it. I was flattered, but
the juvenile justice system is heavily -- they don’t know
what tc do with these kids, so the kids, who have
probation officers, usually do well, so they have to be
in school.

We do random drug screens. We have a very
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sophisticated laboratory arrangement with Quest
laboratories. The day the kids go in, we get the results
to my e-mail and to the computer the same day, so we want
the kids clean for that pericd of time, and, then, after
four to six weeks of intensive ocutpatient, to step down
toc two after-care meetings a week.

I think the parents have to be inveolved
with this, going through this. We have sort stepped
around some of the problems of the other programs. Qur
families are more involved.

An 18-year-cld doesn’t have the option to
say, well, I don’t want my parents to know what’s going
on, and I think, for effective substance abuse; the
parents have to knocw.

There’s some information said in
individual therapy that parents will never know about,
but they’'re going tc know about the drug screens, and the
parent 1s going to have conseguences in place,
meaningful, if the child turns up with positive urines,
and, in the case that that’s happened, I haven’t
discharged an adolescent.

I've asked them to give me a discharge
date, and what date do you think? What date are you

going to discharge yourself, because you and your parents
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can’'t get you to clean, but, again, is this a dual
diagnosis program? We have no idea what meds they need,
and we’ve had an inordinate amount of bipolar diagnoses
that was completely missed all toge£her.

We need that extended period of time to
pick up. I don’t know if we’ve seen an adolescent that
hasn’t carried ancther Axis I diagnosis. In many cases,
I know, when I started working with this population 10
years ago, that the drugs teased ouif latent biological
disorders, that marijuana is probably the principal
cffender. |

As perceived risk of marijuana has
approached zero, the actual risk, because cannabis,
marijuana now is 10 times to 15 times more potent than
what Bill Clinton didn’t inhale in 1972, so we’re working
with very potent psychoactive substances. |

We’ve seen kids with mariijuana-induced
psychosis. Who is treating these kids? Actually, we had
one come to us and was given a diagnosis of major
depressicn with psychotic features wasn’t the case at
all, but that’s because inpatient allcwed for five days
of treatment, and you’re going to get a lousy diagnosis
with five days of treatment, and you're going to get

lousy medication, because if you’re inpatient, we’ve got
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to give you something.

MR. MACLACHLAN: I think, typically, from
an after-care perspective, a good answer is as long as
needed, but within some parameters. I think that the
program is based for a population cof this age group, so
having somebody receiving after-care services into their
fifties or their forties is probably not going to happen.

I thirk, given the nature of the family
dynamics and the nature of this illness, that patients in
this program will have the ability to use a higher or
lower intensity cf after-care services, based con their
need, so that there’s a structure setup of after-care
groups, there’é a structure of after-care family work,
there’s a structure of individual and group-bhased

services, so that after the intensive program is no

'longer needed, that, based on patlent need, they’1ll be

able to make use of whatever they, or their families, or
their group, or their treaters feel is the next level of
need to kind of keep them on that road.

So one could go once a week, 0Or once every
other week, or once a month, and then run into something
and say, ocops, I think I need a little bit of a touchup,
and then increase it to, you know, once a week or twice a

week and do some family work.
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And, so, the after-care thing I think is
going to be more fluid than some of the canned programs.
Well it’'s once a week on Tuesdays from 6:00 until 7:30,
and all the other times you’re kind of on your own.
That’s not the basis of their after-care program, or
structure, or the nature of their service.

And, so, I would anticipate, you know, 10
years from now, 1f we look back on the data to say the
after-care services run, on average, you know, 14 months,
but, you know, I mean, but I think --

DR. PRICE: I think there’s also another
very lmportant neurobiclogical piece to this. These are
kids, whose brains are still developing. We now know
that it’s only in your early 20s that your brain is
literally fully developed, and the last area to develop
is the judgment area, the frontal lobe.

So, here, you have a population that’s
really bathed their brains in goodness knows what, so the
guess 15, and I think it’s more than a guess, is it’s
going to take much longer fof them to reach a mature
adult brain, so I think there are going to be real blips.

COURT REPORTER I'm sorry.

(CEf the record)

DR. PRICE: I think there are going to be
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real blips in the need for after-care. I think there are
going to be notable points, like if they go away to
college and have a bad time, if they’re in a relationship
that doesn’t work out, so at least I envision that The
Next Right Thing will be a place that they can come back
to, and we’ll know them, and we’ll work with them.

M5. GRECI: Se¢, basically, what I'm
getting to 1s you’ll be able to handle any of the
patients’ after-care that go through this IOP?

DR. PRICE: BAbsolutely.

MS5. GRECI: Okay.

MR. HARTT: Julian Hartt. Again, I think

one of the critical pieces here, again, having been in

services for a long time, is the continuity of care.

If you move from provider-to-provider,
you’'re going to lose something, and I want to offer under
one rcof the ability to deo intenszive patient to less-—
intensive, and there’s nc reason -- again, I really
emphasize individualized care, and I just don’t mean that
as a slogan.

I mean 1if you go toc a partial hospital
program in Connecticut or anywhere, vou’re going to get
cooklie cutter services, one size fits all, and you may

get, in substance abuse, I know all the programs in
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Connecticut for adolescents, you may get one group a week
of drug abuse, but it’'s cockie cutter.

You will do A, B, C in group every day of
the week. That doesn’t have to be the case, especilally
individual therapy.

I"ve had kids and young women, who have
come in, and there is a trauma history, there’s sexual or
physical abuse, so they’'re going to need some more
individual therapy, in order to get them stabilized
during the critical initial days of treatment.

It’s a continuity of care model that we
have the ability to give them a lot upfront, keep them
out of hospitals, keep them out of jails.

I den’t know how many of our kids have
probation officers, so I think, to have this, but once --
you know, 1f a kid has been clean for a year, he’s ready
to go, and hopefully get_plugged into resources in the
community.

There are a growing number of young people

in AA meetings. We encourage ocur kids to go to 12-step

‘meetings. We have taken them to 12-step meetings to get

them used to resources in the community that help going

forward.

MS. GRECI: Ckay, so, basically, your
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proposal is to accept duly diagnesed with a primary
diagnosis of some kind of opiate addiction, is that
correct?

MR. HARTT: No. Substance. abuse
addicticn.

MS. GRECI: OCh, as the primary, but will
you also accept duly diagnosed, who only abuse alcohol?

MR. HARTT: I'd like to see one, in all
honesty.

MS., GRECI: I understand.

MR. HARTT: The polysubstance abusers. We
hadn’t admitted a straight zlcohol. I haven’t seen a
straight alccheol kid in a long, long time. It’s all
polysubstance. We’re not doing just heroin.

M3, GRECI: Ckay.

MR. HARTT: That should certainly be
noted.

M3, GRECI: OQkay. In 2015, you wrote in
your application that you’re going to try to be treating
up to 52 patients. What kind of additional resources do
you believe you’re going to need, in order to handle that
population? I mean you’ll hire additional staff,
obviocusly.

MS. SIMPSCON: This is Jennifer Simpson
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again. We're looking at additional space right next to
us.

MsS. GRECI: Okay.

MR. HARTT: This is Julian. That’s 52
patients a vyear.

MS. GRECI: Correct.

MR. HARTT: Moving through the program.
We have hired Casey(phonetic), who is ready to move into
full-time, and we’ll hire additional Master’s-level
people as we grow.

| MS. GRECI: OCkay. How often do you
receive a referral to try to get an adolescent into your
program?

MR. HARTT: It’'s regular. I had two this
week, and I didn’t need to put them intc the intensive
outpatient program. I thought, if T saw the individual
twice a week or saw the family, that I could maintain
them at a lower level of care, simply because I know the
beast. Don’t take that literally.

I have the ability upcon intake to judge
how much. Probably, a couple a week. Again, right away,
I let them know what the insurance coverage 1s and say
check your ocut-of-network benefits, because I can’'t do

two services a day, and I had people, who come back and
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ask me to change the billing. I can’t do that.

I want an individual session and a group
session a day. Until I get a license, I can’t do that.
Often, I’'ve had, Laurie, I've had adolescents come in and
I’ve said no. I can work intensively with you and vyour
family and get this done upfront, but give me the cption.

MS. GRECI: Right.

MR. HARTT: You know, to do that.

MS. GRECI: Okay.

MR. HARTT: So probably a couple a week,
Lo answer your gquestion.

MS. GRECI: You stated that you do get
referrals from local hospitals, like I0OL or Rushford
Center. Do you keep any records on the referrals that
you’ve received? I mean would you be able to provide
some kind of evidence of the number cf referrals you’ve
taken in?

MR. HARTT: Sure.

MS. GRECI: Because that would be helpful;
too.

HEARING OFFICER HANSTED: All right. I’711
order that as Late File No. 2.

MS. SIMPSON: I'm just thinking about

HIPAA.
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JUNE 20, 2013

MS. GRECI: Just the numbers. We don’t
need names.

HEARING OFFICER HANSTED: Yeah.

MS. GRECI: Just the number from each.

MS. SIMPSON: From each facility, okay.

HEARING OFFICER HANSTED: Yeah, certainly,
nothing patient-identifiable.

MS. SIMPEON: Okay.

M3, GRECI: With some kind of time frame
reported to.

MR. HARTT: Actually, we could —-- this is
Julian. We could include Yale. We had a referral from
Yale and referral from Silver Hill.

MS. GRECTI: Qkay.

MR. HARTT: S5So we can do that.

MS. GRECI: Great. That would he great.

MS. SIMPSCN: And we don’t always take
them.

MS. GRECI: No. I'm not asking that. I'm
asking the cnes that contact you, inguiring about placing
scmeonea, Okay.

HEARING OFFICER HANSTED: And that will be
due the same date as Late File No. 1.

MS. GRECI: Could you elaborate on the
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statement that you say that your structure complies with
Federazl, State and third party payer regulations? Can
you just kind of -- what you’re kind of alluding to,
expand on it a little bit? It was on page —— oh, I don’t
have a page, but you say that you already comply, your
program already complies with any kind of regulaticns,
and I'm just wondering what those regulation compliance
issues were.

ME. MACLACHLAN: T can speak to that
breadly, I think, that there are a couple of buckets that
I think the world looks at, in terms of IQP.

One is the amount of services provided
within a time frame by licensed professionals with area
of expertise, so, clearly, you know, how many groups, how
many hours a week, that’s one bucket by licensed social

workers and physicians, who are licensed in the State of

Connecticut and have expertise and training in this area,

so that’s one. One big bucket is the volume.

MS. GRECI: Um—hum.

MR. MACLACHIAN: The second big bucket is
around the individual treatment services and the
evaluation and planning component.

| M5. GRECI: Okay.

MR. MACLACHLAN: So, clearly, the CMS,

POST REPORTING SERVICE
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Medicaid, and all insurance carriers say, you know, guess
what? You have to do an evaluation, and the evaluation
has to be done by a licensed person, and i1t has to
include all these various components. | |

MS. GRECI: Okay.

MR. MACLACHLAN: Which ieads to the
treatment plan. There’'s a treatment plan developed that
identifies problem areas, and what’s the goals of
treatment and frequency of review, s¢ con, and so on, and
SO on.

And, then, lastly is the oversight piece
of it, and the oversight piece of it is that most
regulations, Federal, State and insurance company
regulations, reguire a physician and a multi-disciplinary
team to provide a comprehensive evaluation, treatment
planning, execution of treatment interventions, and
reviewing of the outcome of. thase..

Dr. Price and Julian and The Next Right
Thing, when you look at theose kinds of buckets, they’re
providing the volume of %isits that need to be previded
to meet the standard.

Those services that ére provided are
consistént with community standards related to this

population. The evaluation piece, which develops the
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Treatment plan, is consistent with ASAM criteria, State
of Connecticut, and every insurance company, this is what
you have to kind of think about when you’re providing
care, and the review of the outcome of care and the
medical record documentation of all of it is consistent
with both insurance and Federal and State regulation.

MS. GRECI: Perfect. Thank vyou.

MR. MACLACHLAN: I think that’s the
answer.

MS. GRECI: Yeah. I just want to have
some ldea what they were talking about.

MR. MACLACHLAN: You’ve got to locock at it
more concisely, yeah. There’s buckets. Medical records,
gquality, assessment, documentation and clinical
structure, all of which is in place currently.

MS. GRECTI: Good. Thank you. I just have
cne last question on page 112 of the_application. . You
have a wvariability in your percentages. It’s not a iot,
but it does vary, like, year one, you say ydu’ll do
uninsured or self-pay for 16 percent, and then it drops
to 14 in year two, and then goes back up to 16 in'year
three.

Ms. SIMPSCN: You know, when I worked out

the numbers, because we’re talking fairly small numbers

POST REPORTING SERVICE
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and had to round up and actually have a certain number of
patients, that’s really where that comes from.

MS. GRECI: Ckay.

MS. SIMP3ON: It’s not like I was going in
the projection they were thinking it should go 14, 15,
le, or 14, whatever the thing was.

MS. GRECI: 1It’s just how the math worked
out?

MS. SIMPSON: Fxactly.

M3, GRECI: (Ckay. All right, thank vyou.
I’m,ail done.

HEARING COFFICER HANSTED: Kaila, dc you
have any guestions? Okay. I don’t have any further
questions. Just for the record, are there any members of
the public here today that would like to give a statement
on this proposal?

Hearing none, let the record reflect there
were none, and, with that, T will adjourn this hearing.
Thank you, everyone.

MR. HARTT: Thank vyou.

DR. PRICE: Thank you.

{(Whereupon, the hearing adjourned at 10:05
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CERTIFICATE

I, Paul Landman, a Notary Public in and for the State of Connecticut,
and President of Post Reporting Service, Inc., do hereby certify that, to the
best of my knowledge, the foregoing record is a correct and verbatim
transcription of the audio recording made of the proceeding hereinbefore set
forth. |

I further certify that neither the audio operator nor 1 are attorney or
counsel for, nor directly related to or employed by any of the parties to the
action and/or proceeding in which this action is taken; and further, that
neither the audio operator nor I are a relative or employee of any attomey or
counsel employed by the parties, theI_'eto, or financially interested in any
way in the outcome of this action or proceeding.

In witness whereof I have hereunto set my hand and do so attest to
the above, this 21st day of June, 2013, T

| /)
T e s F -
A AR o ﬁ‘}@m e

Paul Landman
President

Post Reporting Service
1-800-262-4102




CHEMICAL ADDICTIONS TREATMENT SERVICES (CATS)
Website: www.iohnforlenza-baileviade.com
Phone: (860} 796-7974
________ 1268 Main Street Suite 107 .

Newington, CT 06111

July 3, 2013

Deputy Commissioner Lisa Davis

State of Connecticut, Department of Public Health
410 Capital Avenue, MS # 13HCA

PO Box 340308

Hartford, CT 06134

RE: reference to 13-31822-CON-The Next Right Thing
Dear Deputy Commissioner Lisa Davis:

1 am writing you to address a dire IOP need in the Greater Hartford Area in towns such as
West Hartford, Newington, Avon, Simsbury, and Farmington.

| am supporting the Intensive Cutpatient Program {IOP) level of care for the teens with a
primary substance abuse and dual diagnoses in our area. As a clinician and alcohol and drug
counselor who has practiced in the West Hartford Area for the last 25 years, | have witnessed
a lack of resources especially for lOP level of care needs for teenagers (14 to 19) with co-
occurring disorders (psychiatrically diagnosed teenagers with chemical dependency issues).
This level of care is needed for intervention and stabilization. This need has been clearly
lacking for the last 25 years and the dual diagnosed population for teenagers is growing at its
fastest rate ever. High risk substance abuse use such as opioid and cocaine abuse (more
dangerous and highly addictive drugs) are being used by more teens and at younger ages
regarding first time usage reports. 10P with extended aftercare for the adolescents and
parents will insure a greater level of care than just outpatient services have historically
provided in the past. Our youth warrant IOP services. '

Thank you for your attention to this matter.

9%%? ; /_L/%D(,

John Forlenza-Bailey, LADC




Ms. Laurie K. Greci

Associate Research Analyst

State of Connecticut, Department of Public Health
Health Care Access

410 Capitol Avenue

P. Q. Box 340308

Hartford, CT 06134

Re: 13-31822-CON The Next Right Thing, LLC

Dear Laurie,

e —

NECEIVER

The Next Right Thing, LLC
345 North Main Street, Suite 306
West Hartford, CT 06117

July 5, 2013

e

Enclosed is our Late File 2 —which includes all the referral sources for patients that were seen at The
Next Right Thing, LLC. This does not include those referred who did not participate in the program for

any reason. It is the same document that | emailed to you on Friday.

Best regards,
;C/ééift&/é@ﬁ_) . LHDET2A

Jenifer Simson
Executive Director
The Next Right Thing, LLC




13-31822 CON Referrer list for Accepted Patients at The Next Right Thing, LLC

Late File 2: The number of referrals made to the Applicant from other providers by year and
provider name requesting the Intensive Ouipatient level of service.

The foliowing refers to those patients who were accepted into The Next Right Thing's program. The first
list is sorted by Referral Source and the second list by Referral Date. We do not have referral
information from sources for patients who did not participate in the program.

Referral Source — List 1 {by referral source)

REFERRER APPROXIMATE REFERRAL DATE

Adam Chaffee, bsychoiogi-st‘ | . L May—_lZ_
Connard High.'_:S.Chbnl (social worker) -~ .- o o .. | Mar-lz |
Connard High Séhool (social workér‘). S ';"f[ L B Oct-12
Dr. Doug Berv {psychiatrist - New Haven) Aug-12
Dr. Doug Berv (psychiatrist - New Ha\_ren) o Jan-13
Friend of family _ N | Dec-11
Friend offamily(previou:s; pa'tiéhf)'"f_.i_”--§; T Jan-12
Hall High Schoaol (social worker) Jul-12
Hall High School {(social worker) Apr-13
Hall High School {social worker) _ - May-13
Insitute of Living(PHPsociéI wérker) B e O Feb-13
Institute of Living {Dr. Nammerow-

psychiatrist) - Mar-12
Janet_S_chraeg_er/Iocai clinician o Nov-11
Jeff Geﬁser/local clinician - | Sep-11

Jeff Ge_nser/local clinician
Jeff Genser/local clinician
Jeff Genser/local clinician
Jeff Genser/local clinician

Juvenile Justice

Juvenile Justice



13-31822 CON Referrer list for Accepted Patients at The Next Right Thing, LLC

REFERRER

Juvenile Justice
Juvenile Justice
Juvenile Justice
Juvenile Justice

Juvenile Justice

Mary Hemelstein/Educational Consultant

NRT patient family

Physician {local)

Psychological Associates
Psychological Associates
Psychologist /local

Simsbury High School (psychologist)
Simsbury High School (psychologist)

Simsbury High School (social warker)

Simsbury High School (social worker)

Therapist - tocal

Therapist - Windsor

Unknown
Walkbyoffice
Watkinson S;hopl {social worker)

Website.

APPROXIMATE REFERRAL DATE

May-12
Aug-12
Nov-12
Dec-12
Jan-13
Dec-11

Jan-12
Feb-13

Mar-12
Mar-12
May-13
Sep-12
Oct-12
Apr-12

Jan-13

. May-13

 Dec-12

Mar-12
Dec-12
Apr-_12__

Nov-12



THE.
NEXT
RICHT
THING: .
13-31822 CON Referrer list for Accepted Patients at The Next Right Thing, LLC
Referral Source - List 2 {sorted by date}
REFERRER APPROXIMATE REFERRAL DATE
2011
Jeff Genser/local clinician o S Sep-11
Jeff Genser/local clinician N _ L ' B Oct-11
Janet Schraeger/local clinician P ' _ o Nov-11
Friend of family ' | Dec-11
Mary Hemelstein/Educational Consultant o " Dec-11
2012
Fr:end of fam;ly (pre\nous patuent) - Jan-12
NRT patlentfamlly _ i : | Jan-12
Psycholognca!Assocnates P Mar-12
Juvenll_ejustlce ST Mar-12
Connard High Scheol {social worker) -+ Mar-12
Juvenile Justice _ ) s .._'Mar—.12
Unknown - . R jMﬁr~_12
PsychologlcaIAssoaates. i Mar-12
Institute of Living (Dr Nammerow— L e S
psychiatrist) = ¢ T il T s e Mar-12

Watkinson School (social worker)

Simsbury_ High School {social worker)
Juvenile Justice

Adam Chaffee, psychologist
Hall High School (socia__l_wq_rk:er):_.:.__-;. g
Juvenile Justice e
Jeff Genser/local cltnu:lan :' i

Dr. Doug Berv(psychlatnst New Haven)



13-31822 CON Referrer list for Accepted Patients at The Next Right Thing, LLC

REFERRER APPROXIMATE REFERRAL DATE |

Jeff Genser/local clinician Sep—12

Simsbury High School {psychologist} | “Sep-12

Simsbury High School (psychologisf) ::: - Oct-12
Connard High School (social worker) ‘Oct-12

Nov-12

Website

Juvenile Justice TR - Nov-12
Therapist - Windsor . R '3 :._D_ec-12
Juvenile Justice o o _ o -.é;.j Dec—12
Walk-by office - S o Dec-12

2013 (partial year)

Simsbury High School {social worker) ' Jan-13
Dr. Doug Berv {psychiatrist - New Haven) Jan-13
Juvenile Justice Jan-13
Insitute of Living (PHP social worker) Feb-13
Physician (local) Feb-13
Hall High School (social worker} Apr-13
Jeff Genser/local clinician Apr-13
Therapist - local May-13
Hall High School {social worker) May-13

Psychologist /local May-13




University of Connecticut Health Center
The HomeCare Program

Departmen l‘]—(!‘}]*yﬂ&hl%gfl 3
School of Medicine
Deputy Commissioner Lisa davis

DPH-CT

RE: The Next Right Thing LI.C
Dear Ms Davis

This is a letter of support for the plan of the NRT to operate an IOP for Youth substance use
disorders (SUD) in CT.

As an expert with 25 years of experience in the tield of youth SUD (20 of them with UConn
Health Ctr), I recognize the lack of such level of care in the chain of levels of continuity of care
(see ASAM PPC table 2).

The NRT initiative would provide needed care for adolescents and young adults suffering from
severe SUD and consequences. This subpopulation includes youth with or without concurrent
mneiital heaith disorders and problems {e.g., depression, ADHD, learning disabilities) who have
very few options of care in CT. '

To emphasize the importance of this initiative, please see the accompanying most recent paper |
that Dr. Fishman and I wrote about Placement Criteria for Youth SUD. Another more elaborate i
chapter covering this matter was published by Dr. Fishman in a book I edited in 2011 (Clinical

Manual of Adolescent Substance Abuse Treatment-APPI.

I would be happy to provide any further information that you may require.

vy
VBR g

Yifrah Kaminer MD

Professor of Psychiatry and Pediatrics
Alcohol Research Center

UConn Health Ctr

kaminer{@uchc.edu

An Egual Opporiunity Employer

263 Farmingron Avenue

Farmington, Connecticur 06030-1410
Telephone: (860} 679-3938
Facsimile: (RG0) 679-4631

web: www.uchc.edu
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The Case for Plucement Criteria | &
for Adolescent Substance Use

Disorders

Introduction

Adolescentsubstance use (MTF, 2012) and substance use disorders
(SUD) continue to be major public health concerns. However, SUD
has unfortunately received only little resources compared to other
high prevalence mental diserders in youth. Lifetime diagnoses of
alcohol and drug abuse among adolescents in different states in the
US range from 3-10%. Seven percent of youth ages 12-17 years were
classified as needing treatment for substance use disorders (SAMEHSA,
2011). Due te lack of motivation, limited resources, insufficient age-
appropriate quality programs, and lack of 2 broad consensus on
preferred treatment strategies, only 10-15% of adolescents in need
of treatment end up receiving service (Kaminer, 2013}. In fact, youth
account for a substantially disproportionate amount of the unmet
national treatment need. For those who do receive any treatment,
there are no good estimates of the suitability or adequacy of the type,
intensity, quality or duration of those services (Fishman, 2007). Since
the early 1990s there has been increased activity in the development
of adolescent-specific treatment approaches (Dennis and Kaminer,
2006) as well as confirmation of short-term psychosocial treatment
effectiveness of a variety of modalities with similar effectiveness
[3,16]. Studies of therapy process, mediators, moderators and
proximal outcomes in the treatment of addictive disorders have
been developing as the new frontier in our efforts to understand
mechanisms of behavior change [1,7,13]. In addition, the increasing
consensus on the importance of diagnosing and treating comozrbid
psychiatric disorders has led to progress in research examining dual
diagnosis in youth [6].

Unfortunately, the system and settings in which treatment for
adolescents with SUD need to be provided remain difficult to access,
navigate, step-up or down leading to confusion and frustration
among families of adolescents in need for treatment, referral sources
and providers. One of the great challenges in the field of adolescent
substance abuse treatment is the attempt to assess the individual
needs of drug-involved adolescents and to match them to the most
appropriate treatment services, modalities and levels of care and
aftercare [4,7].

The objectives of this paper are to review relevant patient
treatment matching and placement criteria for adelescents with SUD.
A case study will illustrate how to address these issues in the field.

Matching Effects

Recognition of the heterogeneity of individyals with SUD led
to increasing intevest in the issue of patient-treatment “matching”,
or the identification of variables that predict differential response
te various interventions. lhe search for matching effects in the
addiction field has amounted to the quest of the ‘Holy Grail” in terms
of the magnitude, intensity, and frequency of research efforts. The
largest study to date was PROJECT MATCH [10], This was a large
multi-center study on the treatment of adult alcoholics that employed
different treatment modalities such as cognitive behavioral therapy
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{(CBT), Motivational Interview {MI), and 12-step treatment strategy.
However, no evidence for matching was found in PROJECT MATCH.

Treatment matching variables thathavebeen investigated inadults
and youth Include psychiatric comorbidity, motivation {ie., iming
and magnitude of readiness to change), capacity to form therapeutic
alliance, differences in number, quality, and magnitude of coping-
skills deficits, level of vulnerability and opportunity for exposure to
different siluations posing high-risk for relapse, self efficacy, negative
moods, and treatment expectancies {17]. No conclusive evidence has
been found to support matching hypotheses.

General Principles for a Successful Treatment
Placement

A different focus on establishing a matching effect between
individuals and clinical settings is the development of the Arerican
Society of Addiction Medicine-Placement Criteria {ASAM-PPC) for
adults and adolescents. The purpose of these criteria is to enhance
objective matching decisions for different severity levels te various
settings of care. We aspire to a treatment system in which patients
can move fluidly and flexibly up and down levels of care as needed.
Often episodes of treatment at higher levels of care are (or should
be) followed by longer episodes of step-down continuing care or
“aftercare” [5]. Often, ongoing treatment at lower levels of care should
be punctuated by pericdic briefer episodes of treatment at higher
levels of care in response to exacerbations known also as stepped care
[15]. Repeated episodes of treatment are not necessarily an indicator
of treatment failure as much as a marker of severity. Longitudinal
care, rather than discrete episodes of time limited care, should be
the appropriate model for a relapsing and remitting disorder such
as substance abuse. Continuing care, extended monitoring phases,
repeated booster doses, and in some cases indefinite maintenance
treatment, should be the rule not the exception.

Substance-involved adolescents generally need an array of
services broader than just “pure” substance abuse counseling alone
for the multi dimensional problems they face (e.g., psychiatric, legal,
family education). The debate over the chronology of SUD and
comorbid psychiatric disorders is usually not as important as the
need for coordination and centinuity of services which even when

Gitation: Fishman M, Kaminer Y. The Case for Placement Criteria for Adolescent Substance Use Disorders, J Addiction Prevention. 2013,1(1): 4.
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avaiiable tend to be fragmented [8). Other frequently needed linkages
inclade, medical, family, special education, school support, juvenile
justice, social welfare, etc. Generally, the higher the severity, the
greater the need for multiple “adjunctive” services,

Another general principle of matching and placement is that -

increased severity and impairment requires increased intensity of
services. This usually translates Into an increased level of care, because
lower levels of care may not be as effective [2].

Many adolescent substance abuse referral and treatment
originates within the juvenile justice system, Disruptive behavior
and delinquency is a very common presentation, While the common
overlap with conduct disorder is a poor prognostic marker of severity
[8] neither that descriptor nor associated low internal motivation or
even poor cooperation, should be seen as an exclusion to treatment
suitability. Rather, strategies to enhance engagement should become
explicit components of treatment and placement plans.

American Society of Addiction Medicine Patient
Placement Criteria (ASAM PPC)

The development, refinement and implementation of
standardized treatment matching guidelines have been one of the
productive trends in movyicg the field forward. The American Society
of Addiction Medicine Patient Placement Criteria 24 Edition-
Revised (ASAM PPC-2R} [11] is the guideline that has become the
standard in the field, having beer adopted in some form by 32 states,
several managed care companies, and the military medical system. It
has separate sections with distinct criteria for adults and adolescents.
its overall approach is to guide the clinician by organizing clinical
data into & broad categories of assessment categories referred to as
“Dimensions” that serve to focus the assessment on key practical
domains with central treatment implications. In addition to its
function as an algorithm for LOC placement, it is also a guideline for
treatment matching and treatment planning in general,

The six ASAM PPC assessment Dimensions are listed in
Table 1. Dimension I relates to the potential for acute and sub-
acute withdrawal and intoxication and ensuing treatment needs.
Dimension 2 relates to medical symptoms and co-morbidity - pre-
existing, substance induced and substance exacerbated conditiens,
and ensuing treatment needs, Dimension 3 relates to psychiatric
symptoms and co-morbidity pre-existing, substance induced and
substance exacerbated conditions, and ensuing treatment needs.
Dimensiocn 4 relates to treatment engagement, motivation, resistance
and stages of change. Dimension 5 relates to the likelihood of relapse,
continuation of substance use and associated problems, along with
potential consequences and ensuing treatment needs. Dimension 6
relates to the family, peers, living situation, and home setting, ‘

The ASAM PPC also catalogs the various common levels of care
(LOCs) utilized in the treatment of adolescent substance use disorders
(SUDs) as a consensus picture of the adolescent service delivery

Table 1: ASAM PPC Assessment Dimensions.

Dimension 1. Intoxication and Withdrawal Potential

Dimension 2. Biomedical Conditions and Complications

Dimension 3. Emoticnal, Behavioral and Cognitive Conditions and
Complications '
Dimension 4. Readiness to Change

Dimension &. Relapse, Continued Use Potential

Dimension 6. Recovery Environment

model, In its outline of various LOCs, as well as its descriptions of
the broad range of service components that are expected in each of
these individual LOCs, the PPC is a prescription for the adolescent
continuum of care. The PPCLOGCs are listed in Table 2. They are: early
intervention, outpatient, residential, and hospital, with sub-levels
within the major categories. Of course, such a prescription should
not be construed rigidly, as flexibility and innovation should be
encouraged to match the unique circumstances of local circumstances
and even individual adolescents. Unfortunately, not all services or
levels of care are available in all communities. This is particularly true
of rural communities. And there are usually considerable constraints

Table 2: ASAM PPC Levels of Care.

Level 0.5 Early Intervention ?

Lavel I Qutpatient !

Level I Inlensive Qutpatient and Pariial Hospital ‘

il.4: Intensive Quipatient (IOP) ;
i IL5: Partial Hospital / Day Program 1
i Level Ll Residential / Inpatient ‘

I.4: Clinically Managed Low Intensity Residential

IL.5: Clinically Managed Medium Intensity Residential

.7: Medically Monitored High Intensity

Level IV:  Hospital

on the avajlability and accessibility of services in every community
(for example, not encugh providers, inadequate reimbursement, and
too few treatment slots}.

The treatment and placement matching function of the
PPC operates by specifying criteria whereby increasing severity
in each assessment dimension correlates to increasing service
needs and thereby increasing LOC intensity for placement. In 2
logical sequence, severity in each assessment dimension leads to a
correspending intensity of service needs, which is in turn available in
a corresponding placement. The PPC articulates the criteria that link
assessment (o treatment, by aggregating the array of severity in each
individual assessment dimension through decision rules to produce a
consolidated LOC placement recommendation.

While we work towards an expansion of the under-developed
continuum, we also have to adapt realistically to the resources at hand.
Often, when a given level of care is not practically available, a more
intensive level of care that is available may be the best alternative.
An example of this approach is the common practice in many
communities of using inpatient psychiatric hospitalization (Level
IV) as a setting for stabilization of substance-related crises when
there 15 no medically monitored high intensity residential program
(Level I11.7) available. Another example is the use of brief residential
placernent (Level 1115} for daily support and monitoring when there
is no partial/day program (PHP - Level IL5) available. Another
adaptation to limited resources that is sometimes successful is to
creatively weave together a multi-dimensional array of services from
a variety of sources that approximates the intensity of the unavailable
level of care. An example of this “patchwerk” approach is substituting
increased frequency of Level [ outpatient sessions (say, 2-3 per week)
for an unavailable Level II.] intensive outpatient (IOP). Another
example might be combining a Level IL5 partial hospitalization (PHP)
plus an alternative, temporary living situation that is less problematic
than the home environment (say, with a relative).
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Case History

TA is a 16 girl referred from detention for evaluation. Her
substance use history is notable for onset of marijuana at age 12,
progressing to daily use by age 15. Alcohol onset at age 13, with
weekend binges to severe intoxication. Speradic experimentation
with nasal cocaine, hallucinogens, and prescription opioids,
Abstinence by confinement while in delention for the past 3 weeks.
Had a few sessions of substance abuse counseling several months ago,
but mostly no show because family couldn’t “make her” attend.

She lives with her grandmother, Father is incarcerated and she
was removed by the protective services agency from the care of
Mother, who has a history of substance abuse and a “breakdown.”
Allegation of molestation by neighbor age 9. Sexually active since 13,
8 lifetime partniers, current unprotected sex with older boys, often
while intoxicated. Poor school performance, repeated 3rd grade,
told she was a “slow learner,” no special education services, multiple
suspensions for disruptive behavior, assigned to 10th grade but truant
most of year, Most friends are involved with drugs and delinquent
behaviors,

Medical history notable for asthma and chronic stornach aches,
Legal history notable for an arrest for possession of controlled
dangerous substances on school grounds age 14, charges dropped.
Received probation at age 14 for assault. House arrest age 15 for
intent to distribute drugs. Most recently detained with vielatien of
probation for theft and unauthorized use of a vehicle.

Psychiatric history notable for inattention and hyperactivity since
childheod, without treatment. She has had chronic emotional lability
and dysphoric mood, tantrums, explosive temper, much worse since
onset of substance use past few years. Progressively oppositional
and ungovernable at home, Stays away from home habitually until
late and ran away overnight once. Chronic nighttime insomnia and
sleeping late, with sleep-wake cycle disruption. Says marijuana helps
her “chill” and avoid fights with peers. Several attempts at family and
school counseling, but never sustained. No formal psych evaluation,
Insomniz and irritability worse since discontinuation of marijuana
use 3 weeks ago.

Dimensional Assessment, Treatment Service And
Placement Considerations

Dimension 1, (Intoxocation/Withdrawal)

Assessmenf. Abstinent for 3 weeks, some mid “subacute”
persistent abstinence effects of insomnia and irritability. Treatment
Service Needs. Needs education re sleep hygiene and insomnia as
potential relapse trigger. Consider mild temporary sleep aid (e.g,
diphenhydramine or low-dose trazodone). Placement, Dimensional
service needs met by Level I placement (and could be addressed in
any level of care).

Dimension 2. (Medical)
Assessment; No acute problems.

Treatment Service Needs: Needs general health maintenance.
Needs sexually transmitted disease (STD) screening, contraception
services and sexual risk behavior counseling. At risk for exacerbation
of reactive airways disease from heavy marijuana use.

Placement: Dimensional service needs met by Level I placement
{and could be addressed in any level of care).

IDimension 3 (Emotional/Behavioral).

Assessment: Significant symptoms of affective disturbance but
without evaluation or treatment. No imminent dangercusness,
Social functioning significantly impaired in the school, legal and
family domains. Emotional/behavioral symptoms have caused
severe interference with addiction recovery efforts through lack of
cooperation with treatment, deviant peer group affiliation, and self-
professed psychological benefits of substance use. Impaired ability for
self care characterized by ongoing sexual risk behaviors,

Treatrnent Service Needs: Needs psychiatric evaluation,
including consideration of treatment for affective disorder. Needs
programmatic treatment setting for implementation and close
monitoring of psychiatric treatment {pharmacelogical and/or
psychotherapeutic). Needs at least moderately high intensity daily
structure and assessment of behavioral response,

Placement; Dimensicnal service needs probably met by Level IL5
placement with psychiatric treatment either built into the substance
abuse program or provided through coordinated psychiatric services.
(Consideration might reasonably be given to a Level IIL.5 placement,
especially if additional details of assessment or lack of progress
at Level 1.5 suggest the need for higher intensity including 24 hr
structure and boundaries unavailable in the home environment to
prevent further deterioration or social functioning.)

Dimension 4 (Treatment readiness).

Assessment: Currently in pre-contemplative stage of change. Sees
herself as having a probation officer problem but not a substance
problem.

Treatment Service Needs: Needs significant treatment frequency,
intensity and a programmatic milieu to support motivation and
progression through the stages of change. Needs motivational
enhancement therapy (MET) techniques including functional analysis
of pros and cons of substance use, as well as juvenile justice leverage
{(such as probationary mandate) to improve treatment engagement.

Placement: Dimensional service needs met by Level IL5
placement.

Dimension 5 (Relapse/ Continued Use Potential).

Assessinent: Despite brief abstinence by confinement has had no
appreciable acquisition of recovery skills and remains at very high
risk of immediate continued use/relapse and functional deterioration.
Has not been amenable to previous Level I treatment because would
not attend.

Treatment Service Needs: Needs near-daily monitoring and
structure to overcome pattern of habitual use, impulsive behaviors
and susceptibility to relapse triggers. Needs relapse prevention
interventions including relapse trigger identification and refusal
skills rehearsal, guidance in support of alternative prosocial leisure
activities and peer group. Placement: Dimensional service needs met
by Level IL5 placement.

Dimension 6. (Recovery Environment)

Assessment; Grandmother is supportive but lacks the personal
resources to effectively sustain treatment, Peer group is predominantly
substance using.

Treatment Service Needs: Needs family intervention including
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training for GM on monitoring, home behavior negotiation and
management, utilization of services and system (juvenile justice)
leverage.

Placement: Dimensional service needs met by Level IL1
placement.

Integrated  Multi-Dimensional ~ Placement. The PPC
contains decision rules that combine the criteria and placement
recommendations for each of the individual Dimensions (as
above), into an overall LOC recommendation. In this case that
recommendation would be for a Level IL5 placement.

Future Directions

Matching a substance-abusing patient with the right type of
treatment program is much discussed but elusive goal in the real
world. Therefore, McLellan et al, [9] proposed based on a clinical
trial that following a comprehensive multidimensional functional-
assessment of patient’s needs, efforts should be redirected from
matching patients with programs to matching patients” problems
with tergeted services meeting their needs within the program. it has
been recognized that a patient may not have the option of referring
or switching to a more appropriate treatment program. Chances may
be limited by geographical, slot availability, insurance, psychiatric
comorbidity, legal status, or other considerations (Fishman 2007).
This model could be tailored to be complementary or an alternative
to future revised and tested American Society of Addiction Medicine
Patient Placement Criteria {ASAM-PPC).

The ASAM-PPC has become the standard in the field, provides
a useful guide to clinicians for placement and treatment planning,
provides a framework to researchers for developing treatment
matching hypotheses, and gives us a roadmap to advocate for greater
access to needed treatment services,
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CHEMICAL ADDICTIONS TREATMENT SERVICES {CATS)
Website: www johnforlenza-baileviadec.com
Phone: (860) 796-7974

1268 Main Street Suite 107 .

Newington, CT 06111

july 3, 2013

Deputy Commissioner Lisa Davis

State of Connecticut, Department of Public Health
410 Capital Avenue, MS # 13HCA

PO Box 340308

Hartford, CT 06134

RE: reference to 13-31822-CON-The Next Right Thing
Dear Deputy Commissioner Lisa Davis:

1 am writing you to address a dire IOP need in the Greater Hartford Area in towns such as
Wast Hartford, Newington, Aven, Simshury, and Farmington.

| am supporting the Intensive Outpatient Program (I0P)} level of care for the teens with a
primary substance abuse and dual diagnoses in our area. As a clinician and alcohol and drug
counselor who has practiced in the West Hartford Area for the last 25 years, | have witnessed
a lack of resources especially for lOP level of care needs for teenagers (14 to 19) with co-
occurring discrders {psychiatrically diagnosed teenagers with chemical dependency issues).
This level of care is needed for intervention and stabilization. This need has been clearly
lacking for the last 25 years and the dual diagnosed population for teenagers is growing at its
fastest rate ever. High risk substance abuse use such as opioid and cocaine abuse {more
dangerous and highly addictive drugs) are being used by more teens and at younger ages
regarding first time usage reports. IOP with extended aftercare for the adolescents and
parents will insure a greater level of care than just outpatient services have historically
provided in the past. Our youth warrant iOP services. '

Thank you for your attention to this matter. r:%-ﬂ—‘ﬂ
- N &
. B i
: . 8}
P%I{ /%‘L&w?)/v /_(—4 e IBh

John Forlenza-Bailey, LADC




University of Connecticut Health Center
The HomeCare Program

Departmen JA%IJ}%&;&QJ 3
School of Medicine

Deputy Cornmissioner Lisa davis
DPH-CT

RE: The Next Right Thing LL.C
Dear Ms Davis

This is a letter of support for the plan of the NRT to operate an IOP for Youth substance nse
disorders (SUD) in CT.

As an expert with 25 years of experience in the field of youth SUD (20 of them with UConn
Health Ctr}, I recognize the lack of such level of care in the chain of levels of continuity of care
(see ASAM PPC table 2).

The NRT initiative would provide needed care for adolescents and young adults suffering from
severe SUD afid consequences. This subpopulation includés youth withi or without concutretit
iucatil healih disordérs and problems (e.z., depresbmn ADHD Ioammg disabilities) who have
very few opnons of care in CT. '

To emphasize the importance of this initiative, please see the accompanying most recent paper

that Dr. Fishman and I wrote about Placement Criteria for Youth SUD. Anotlier more elaborate
chapter covering this matter was published by Dr. Fishman in a book I edited in 2011 (Clirical

Manual of Adolescent Substance Abuse Trealment-APPI,

I would be happy to provide any farther information that you may require.

WBR '

o {(i/a’mww’,
Yifreh Kaminer MD
Professor of Psychiatry and Pediatrics
Alcohol Research Center
UConn Health Ctr

kaminer@uche.edu

An Bgual Oppartunity Emplayer

263 Farnlington Aveniue

Farmingron, Conrecticur 06030-1410
Telephone: (860) 679-3938
Facsimile: (860) 679-4631

web: www.ache.edu
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The Case for Placement Criteria | &
for Adolescent Substance Use

Disorders

Introduction

Adolescentsubstanceuse (MTF, 2012) and substance usedisorders
{SUD) coatinue to be major public health concerns, However, SUD
has unfortunately received only little resources compared to other
high prevalence mental diserders in youth. Lifetime diagnoses of
alcohol and drug abuse among adolescents in different states in the
US range from 3-10%. Seven percent of youth ages 12-17 years were
classificd asneeding treatment for substance use disorders (SAMHSA,
2011), Due to lack of motivation, limited resources, insufficient age-
appropriate quality programs, and lack of a broad consensus on
preferred treatment strategies, only 10-15% of adolescents in need
of treatment end up receiving service (Kaminer, 2013). In fact, youth
account for a substantially disproportionate amount of the unmet
national treatment need. For those whe do receive any treatment,
there are no good estimates of the suitability or adequacy of the type,
intensity, quality or duration of those services (Fishman, 2007}, Since
the early 1990s there has been increased activity in the development
of adolescent-specific treatment approaches (Dennis and Kaminer,
2006) 25 well as confirmation of short-térm psychosocial treatment
effectiveness of .a variety of modalities with, similar effecliveness
{3,16}, Studies of therapy process, mediators, moderators and
proximal cuteomes in the treatment of addictive disorders have
been developing as the new frontler in our efforts to understand
mechanisms of behavior change [1,7,13]. In addition, the increasing
consensus on the importance of diagnosing and treating comorbid
psychiatric disorders has led to progress in research examining dual
diagnosis in youth [6].

Unfortupately, the system and settings in which treatment for
adolescents with SUD need to be provided remain difficult to access,
navigate, step-up or dewn leading to confusfon and frustration
amaong families of adolescents in need for treatment, referral sources
and providers. One of the great challenges in the field of adolescent
substance abuse treatmient is the attempt to assess the individual
needs of drug-invelved adolescents and to match them to the most
appropriate treatment services, modalities and levels of care and
aftercare [4,7).

The objectives of this paper are to review relevant patient
‘treatment matching and placement criteria for adolescents with SUD,
A case study will illustrate how to address these issues in the field.

Matching Effects

Recognition of the heterogeneity of individuals with SUD led
to increasing Interest in the jssue of patient-treatment “matching”,
or the identification of variables that predict differential response
o various interventions, The search for matching effects in the
addiction field has amounted to the quest of the ‘Holy Grail” in terms
of the magnitude, intensity, and frequency of research efforts. The
largest study to date was PROJECT MATCH [16], This was a large
multi-center study on the treatment of adult alcobolics that employed
different treatment modalities such as cognilive behavioral therapy
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{CBT}, Motivational Interview (MI), and 12-step treatment strategy.
However, no evidence for matching was found in PROJECT MATCH.

Treatment matching variables thathave beeninvestigated in adults
and youth inclnde psychiatric comorbidity, motivation (i.e,, timing
and magnitude of readiness to change), capacity to form therapeutic
alliance, differences in number, quality, and magnitude of coping-

- skills deficits, level of vulnerability and opportunity for exposure to

different situations pesing high-risk for relapse, self efficacy, negative
moods, and treatment expectancies [17]. No conclusive evidence has
been found to support matching hypotheses.

General Principles for a Successful Treatment
Placement

A different focus on establishing a matching effect between
individuals and clinical settings is the development of the Arnerican
Society of Addiction Medicine-Placement Criteria (ASAM-PPC) for
adults and adolescents, The purpose of these criteria is to enhance
objective malching decisions for different severity levels to various
settings of care. We aspire to a treatment system in which patients
can move flutdly and flexibly up and dows: levels of care as needed.
Often episodes of treatment at higher levels of care are {or should
be} followed by longer episodes of step-down continuing care or
“aflercare” [5]. Often, ongoing treatment at lower levels of care should
be punctuated by petlodlc briefer episodes of treatment at higher
levels of care in response to exacerbations known also as stepped care
{15]. Repeated episodes of treatment are not necessazily an indicator
of freatment failure as much as a marker of severity. Longitudinal
care, rather than discrete episodes of time limited care, should be
the appropriate model for a relapsing and remitting disorder such
as substance abuse. Continuing care, extended monitoring phases,
repeated booster doses, and in some cases indefinite maintenance
trestment, should be the rule not the exception.

Substance-involved adolescents generally need an array of
services broader than just “pure” substance abuse connseling alone
for the multi dimensional problems they face (e.g. psychiatric, legal,
family education}. The debate over the chronclogy of SUD and
comorbid psychiatric disorders is usually not as important as the
need for coordination and continuity of services which even when
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available tend to be fragmented {8). Qther frequently needed linkages
include, medical, family, special education, school support, juvenile
Justice, social welfare, etc, Generaily, the higher the severity, the
greater the need for multiple “adjunctive” services,

Another general principle of matching and placement is that -

Increased severity and impairment requires Increased intensity of
services, This usually translates Into an increased leve] of care, because
lower levels of care may not be as effective [2],

Many adolescent substance abuse referral and treatment
originates within the juvenile justice system. Disruptive behavior
and definquency is a very common presentation, While the comimon
overdap with conduct disorder is a poor prognostic marker of severity
[8] neither that descriptor nor associated low internal motivation or
even poor cooperation, should be seen as an exclusion to treatment
suitability. Rather, strategles to enhance engagement should become
explicit components of treaiment and placement plans,

American Society of Addiction Medicine Patient
Placement Criteria {ASAM PPC)

The developmeni, refinement and implementation of
standardized treatment matching guidelines have been cne of the
productive trends in moving the field forward. The American Sacizty
of Addiction Medicine Patient Placement Criteria 2™ Edition-
Revised (ASAM PPC-2R} [11] is the guideline that has become the
standard in the field, having been adopted in some form by 32 states,
several managed care companies, and the military medical system, It
has separate sections with distinct criteria for adults and adolescents.
Its overall approach s to guide the clinician by organizing clinical
data into 6 broad categories of assessment categories referred to as
“Dimensions” that serve to focus the assessment on key practical
domains with central treatment implications. Tn addition to its
function as an algorithm for LOC placement, it is also & gnideline for
treatment matching and treatroent planning in general.

The six ASAM PPC assessment Dimensions are listed in
Table 1. Dimension 1 relates to the potential for acate and sub-
acute withdrawal and intokication and ensuing treatment needs.
Dimension 2 relates to medical symptoms and co-morbidity - pre-
existing, substance induced and substance exacerbated conditions,
and ensuing treatment needs, Dimension 3 relates to psychiatric
symptoms and ¢o-morbidity pre-existing, substance induced and
substance .exacerbated conditions, and ensuing treatment needs,
Dimension 4 relates to treatment engagement, motivation, resistance
and stages of change, Dimension 5 relates to the likelihcod of relapse,
continuation of substance use and associated problems, along with
potential consequences and ensuing treatment needs. Dimension &
relates to the family, peers, living situation, and home setting,

The ASAM PPC also catalogs the various common levels of care
(LOCs) utilized in the treatmant ofadolescent substance use disorders
(SUDs) as 2 consensus plcture of the adolescent service delivery

Table 1: ASAM PPC Assessment Dimensions,

Dimension 1. [ntoxicatlon and Withdrawal Potential

Dimension 2, siomedical Gendltions ahd Complications
Dimension 3. Emational, Behavioral and Cognitive Condlilons and
Complications '
Dimension 4, Readiness to Change

Dimension &, Ralapse, Continued Use Potential

Dimension 6. Recovery Environment

model, In its outline of various LOCs, as well as its descriptions of
the broad range of service components that are expected in each of
these individual LOCs, the PPC is a prescription for the adolescent
continaum of care. The PPCLOGs are listed In Table 2. They are: early
infervention, ontpatient, residential, and hospital, with sub-levels
within the major categories, Of course, such a prescription should
not be construed rigidly, as flexibility and innovation should be
encouraged to match the unique circumstances of lecal circumstances
and even individual adolescents, Unfortunately, not all services or
levels of care are available in all communities. Thisis pazticularly true
of rural communities. And there are usually considerable constraints

Takle 2: ASAM PPC Levels of Care.

Level 0.5¢ Early Intervention
Level I QOutpatient
Level I Intensive Quipatient and Partial Hospital
114 Intensive Quipatient ([OP)
LS Parlial Hospital { Day Program
i Level lil:  Residential / Inpatient
(i Clinically Managed Low Intensily Residentlal
111.5: Clinically Managed Medium Intensity Residential
n.7: Medicziiy Monitored High Intensily
Level IV:  Hospital

on the availability and accessibility of services in every community .

{for example, not enough providers, inadequate relmbursement, and
teo few treatment slots),

The treatment and placement matching function of the
PPC operates by specifying criteria whereby increasing severity
in each assessment dimension correlates to iIncreasing service
needs and thereby increasing LOC intensity for placement. In a
logical sequence, severity in each assessment dimension leads to a
corresponding intensity of service needs, which is in turn available in
& corresponding placement. The PPC articulates the criteria that link
assessment to treatment, by aggregating the artay of severity in each
individual assessment dimension through decision rales to produce a
conselidated LOC placement recormumendation,

While we work towards an expansion of the under-developed
continunm, we also have to adapt realisticaily to the resources at hand.
Qften, when a given {evel of care is not practically available, a more
intensive level of care that is availeble may be the best alternative,
An example of this approach is the common practice in many
communities of using inpatient psychiatric hospitalization (Level
IV} as a setting for stabilization of substance-related crises when
there is no medically monitored high intensity residential program
(Level IT1.7) available. Another example is the use of brief residential
placernent (Level [IL5) for daily support and monitoring when there
is no partial/day program (PHP - Level IL5) available. Another
adaptation to limited resources that is sometimes successful is to
creatively weave together a multi-dimensional array of services from
a variety of sources that approximates the intensity of the unavailable
level of care. An example of this “patchwork” approach is substitating
increased frequency of Level T outpatient sessions (say, 2-3 per week)
for an unavailable Level I1.1 intensive outpatient (JOP). Another
example might be comnbining a Level II.5 partial hospitalization (PHP)
plus an alternative, temporary living situation that is less problematic
than the home environment (say, with a relative).
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Case History

TA is a 16 gitl refetred from detention for evaliation. Her
substance use histary is notable for onset of marijuana at age 12,
progressing to daily use by age 15. Alcchol onset at age 13, with
weekend binges to severe intoxication. Sporadic experimentation
with nasal cocaine, hallucinogens, and prescription opioids,
Abstinence by confinement while in delention for the past 3 weeks.
Had a few sessions of substance abuse counseling several months ago,
but maostly no show because family couldn’t “make her” attend.

She lives with her grandmother. Father is incarcerated and she
was removed by the protective services agency from the care of
Mother, who has a history of substance abuse and a "breakdown.”
Allegation of molestation by neighbor age $. Sexually active since 13,
8 lifetime partners, current waprotected sex with older boys, often
while intoxicated, Poor school performance, repeated 3rd grade,
told she was 2 “slow learner,” no special education services, multiple
suspensions for disruptive behavior, assigned to 10th grade but fruant
mest of year. Most friends are Involved with drugs and delinquent
behaviors.

Medical history notable for asthrna and chrenic stornach aches.
Legal history notable for an arrest for possession of controlled
dangerous substances on school grounds age 14, charges dropped.
Received probation at age 14 for assault. House arrest age 15 for
intent to distribute drugs. Most recently detamed with violation of
probation for theft and unauthorized use of a vehicle,

DPsychiattic history notable for inattention and hyperactivity since
childhoed, witheut treatment. She has had chronic emotional lability
and dysphoric mood, tantrums, explosive temper, much worse since
onset of subslance use past few years. Progressively oppusitional
and ungovernable at home, Stays away from home habitually until
late and ran away overnight once. Chronic nighttime Insemnia and
sleeping fate, with sleep-wake cycle disruption. Says marijuana helps
her “chill” and avoid fights wilh peers. Several attempts at family and
school counseling, but never sustained. No formal psych evaluation,
Insomnia and irritability worse since discontinuation of marijuana
use 3 weeks ago,

Dimensional Assessment, Treatment Service And
Placement Considerations

Dimension 1. (Intoxocation/Withdrawal}

Assessment. Abstinent for 3 weeks, some mild “subacute”
persistent abstinence effects of insomnia and irritability. Treatment
Service Needs, Needs education re sleep hyglene and insomnia as
potential relapse trigger. Consider mild temporary sleep aid (e.g.
diphenhydramine or low-dose trazodone), Placement, Dimensional
service needs met by Level I placement {and could be addressed in
any level of care).

Dimenston 2, {Medical)
Assessment: No acute problems.

Treatment Service Needs: Needs general health maintenance.
Needs sexually transmitted disease (STD) screening, contraception
services and sexual risk behavior counseling. At risk for exacerbation
of reactive airways disease from heavy marijuana use,

Placement: Dimensional service needs met by Level I placement
{and could be addressed. in any level of care),

IHmension 3 (Bmotional/Behavioral).

Assessment; Significant symptoms of affective disturbance but
without evaluation or treatmeni. No imminent dangerousness,
Social functioning significantly impaired in the school, legal and
faraily domains. Emotional/behavioral symptoms have caused
severe interference with addiction recovery efforts through lack of
cooperation with treatment, deviant peer group atfiliation, and self-
professed psychological benefits of substance use. Impaired ability for
self care characterized by ongeing sexual risk behaviors.

Treatment Service Needss Needs psychiatric  evaluation,
including consideration of treatment for affective disorder. Needs
programmatic treatment setting for implementation and close
monitoring of psychiatric treatment (pharmacological and/or
psychotherapeutic). Needs at least moderately high intensity daily
structure and assessrent of behavioral response,

Placement: Dimensional service needs probably met by Level [1.5
placement with psychiatric treatment either built into the substance
abuge program or provided through coordinated psychiatric services.
{Consideration might reasonably be given to a Level IIL5 placement,
especially if additional details of assessment or lack of progress
at Level IL5 suggest the need for higher intensity including 24 hr
structare and boundaties unavailable in the home environment to
prevent further deterioration or social functioning.)

Dimension 4 (Treatment readiness).

Assessment: Currently in pre-contemplative stage of change, Sees
hersell as having a probation officer problem but not a substance
problem.

Treqtment Service Needs; Needs significant treatment frequency,
intensity and a programmatic miliea to support motivation and
progression through the stages of change. Needs motivational
enhancement therapy (MET) techniques Including functional analysis
of pros and cons of substance use, as well as juvenile justice leverage
{such as probationary mandate} to improve treatrnent engagement.

Placement: Dimensional service needs met by Level II5
placement.

Dimension 5 (Relapse/ Continued Use Potential).

Assessment: Despite brief abstinence by confinement has had no
appreciable acquisition of recovery skills and remains at very high
rigk of immediate continued use/relapse and functional deterioration.
Has not been amenable to previous Level [ treatmernt because would
not attend,

Treatment Service Needs: Needs near-daily monitoring and
structure to overcome pattern of habitual use, impulsive behaviors
and susceptibility to relapse triggers. Needs relapse prevention
interventions including relapse trigger identification and refusal
skills rehearsal, gnidance in support of alternative prosoctal lelsure
activities and peer group. Placement: Dinlensional service needs met
by Level IL3 placement.

Dimension 6. (Recovery Envirenment)

Assessment, Grandmother is suppoitive but Jacks the personal
resources to effectively sustain treatment. Peer group is predominantly
substance using.

Treatment Service Needs: Needs family Intervention including

J Addiction Prevention 1(1% 1 (2013)
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training for GM on monitoring, home behavior negotiation and
management, utilization of services and system (juvenile justice)
leverage.

Placement: Dimensional service needs met by Level IL1
placement.

Integrated ~ Multi-Dimensional ~ Placement. The PPC
contains deciston rules that combine the criteria and placement
reconmendations for each of the individual Dimensions {as
above), into an overall LOC recommendation. In this case that
recormmendation would be for a Level IL5 placement.

Future Directions

Matching a substance-abusing patient with the right type of
treatment program is much discassed but elusive goal in the real
world. Therefore, Mclellan et al. [9] proposed based on a clinical
trial that following a comprehensive multidimensional functional-

assessment of patient’s needs, efforts should be redirected from

matching patients with programs te matching patients’ problems
with targeted services meeting their needs within the program., It has
been recognized that a patient may not have the aption of veferring
or switching to a more appropriate treatment program. Chances may
be limited by geographical, slot availability, Insurance, psychiatric
comorbidity, legal status, or other considerations (Fishman 2007).
This model could be tailored to be complementary or an alternative
to future revised and tested American Society of Addiction Medicine
Patient Placement Criteria (ASAM-PPC).

The ASAM-PPC has become the standasd in the fisld, provides
a useful guide to clinicians for placement and treatment planning,
provides a framework to researchers for developing treatment
matching hypotheses, and gives us a roadmap to advocate for greater
access to needed {reatment services,
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Greer, Leslie

From:

Sent:

To: -

Cc;

Subject:
Attachments:

Bear Ms, Hartt,

OHCA has received two letters to-date concerning 13-31822-CON, The Next Right Thing LLC. The first was from Chemical
Addictions Treatment Services and the second was from UCHC Home Care Program. Each letter is attached.

Laurie

Greci, Laurie

Wednesday, July 17, 2013 10:45 AM
Jenifer Hartt

Greer, Leslie

Late File 1 - Letters from Providers

31822- CATS.pdf; 31822-UCHC pdf




THE NEXT RIGHT THING LLC
345 N, Main Street

West Hartford, CT 04117
B840-236-1499

www NextRightThing.net

Tor Ms, Laurie Greci

Foe: (860} 418-7053

Phone: (840) 418-7032 Date:

Re! 13-31822-CON Late File extension co file
reguest

Comments; Daar Laurie, Attached is a letter requesting o short extension to finish getting our
letters of support in.

Tharik you,




OFFiCE {J;:““““\j .
Ms. Laurie K, Greci
Associate Research Analyst
State of Connecticut, Department of Public Health
Health Care Access
410 Capitol Avenue
P. Q. Box 340308

Hartford, CT 06134

Re; 13-31822-CON The Next Right Thing, LLC

Dear Laurie,

The Next Right Thing, LLC
345 North Main Street, Suite 306
West Hartford, CT 06117

July 22, 2013

I respectfully request that the Health Care Access extend our late flling date through the end of this
maonth (July 31%). We anticipate anather 3-4 letters of support to make their way to your desk by then.

Best regards,

lenifer Simson
Executive Director
The Next Right Thing, LLC



THE
INSTITUTE
OF LIVING

m HARTFORD HOSPITAL #I:_

5 |
I
| LﬂJ 2 2201 g/
\\j 7/17/2013
b OFFICE OF
Deputy Commissioner _ HEALTH CARE ACCESS
Lisa Davis
State of Connecticut, Department of public Health
410 Capital Avenue, MS#12HCA
PO Box 340308

Hartford, CT 06134

T ez,

| am writing in support of providing a CON for an |OP through the Next Right Thing, LLC.

| have a busy outpatient practice and clearly see a need for an 0P directed at adolescents struggling
with substance use disorders in this area.

Please do not hesitate to contact me at (860) 545-7493.

Lisa B. Namew

Attending Child and Adolescent Psychiatrist

Cc: Julian Hart, LCSW
- 345 North Main Street, Suite 306
Wesl Hdhford CT 061.1.7

200 RETREAT AVENUE « HARTFORD, 0T 06106 » TEL: (880) 545-7000 « www.fustituteofliving ory

Hariford Hospital/The Institatte of Living is 2 wotfor-profit charitable organization that relies on 1ax deductible contributions to belb support its mission.




Greer, Leslie

From: Greci, Laurie

Sent: Tuesday, July 23, 2013 10:16 AM

To: Hansted, Kevin; Riggott, Kaila

Cc: Greer, Leslie

Subject: FW: 13-31822-CON Letter of Support
Attachments: DOCO001.PDF

Leslie, would you please add this email to the docket?
Thanks,
Laurie

From: Jenifer Hartt [mailto:Jenifer@NextRightThing.net]
Sent: Tuesday, July 23, 2013 8:55 AM

To: Greci, Laurie

Cc: Julian@NExtRightThing.net

Subject: RE: 13-31822-CON Letter of Support

Dear Laurie,

| have attached a letter of support (pdf copy) from Aetna Insurance Company — the original went in the mail on Monday
and you’ll probably have it later in the week. One of us will drive down with another letter that was mailed to our office
instead of DPH.

Best regards,
Jenifer

The Next Right Thing, lic

Relapse Prevention for Adolescents with Substance Abuse and Mental Health Problems
345 N. Main Street, Suite 306

West Hartford, CT 06117

Main Office: 860-233-8803

Direct line:860-236-1499

www.NextRightThing.net

From: RocchinoA@aetna.com

To: julianharttir@msn.com

Date: Mon, 22 Jul 2013 09:06:30 -0400
Subject: CON

Hi Julian

Here is the letter and it is being mailed as well.

Again | am sorry about my timing — hope it can still be used
Tony

Antonio J Rocchino



Aetna Behavioral Health
Network Market Head

E-Mail - RocchinoA@aetna.com
Phone Number: 215-775-7891

This e-mail may contain confidential or privileged information. If you think you have received this e-mail in
error, please advise the sender by reply e-mail and then delete this e-mail immediately. Thank you. Aetna



aetna
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July 18, 2013

Deputy Commissicner Lisa Davis

State of Connecticut, Department of Public Health
410 Capital Avenue

PO Box 340308

Hartford, CT 06134

RE: Project Number: 13-31822-CON,The Next Right Thing
Dear Ms, Davis:

We are writing today to indicate our support for the Next Right Thing's application for a
Certificate of Need for the proposed intensive outpatient program for adolescents with a primary
substance abuse diagnosis.

As you may already know, in Hartferd, there is a significant increase in adolescent and young
adult addictions, especially in relation to painkillers/opiates. Improving access to intensive
outpatient substance abuse treatment centers in order to meet this population’s needs supports
granting the Next Right Thing a Certificate of Need.

The demand for programs geared towards treating adolescents is growing, and the Next Right
Thing can further help provide the services needed by the Hartford community. With a growing
history of success, the Next Right Thing is an asset to the community and Aetna supports their
effarts to provide care to those in need of treatment.

Therefore, Aetna indicates our support for the Next Right Thing’s application for a Certificate of
Need.

Sincerely,

A
Antenio J. Rocchino
Network Market Head



Greer, Leslie

From: Greci, Laurie

Sent: Tuesday, July 23, 2013 11:16 AM

To: jenifer@NextRightThing.net

Cc: Hansted, Kevin; Riggott, Kaila; Greer, Leslie

Subject: Response to Request for Additional Time to Submit Late File for The Next Right Thing,
LLC

Attachments: 31822 Extension for Receipt of Late File.pdf

Dear Ms. Simson,

| have attached a letter from OHCA extending the submission date for the late file for The Next Right Thing, LLC from July
22,2013, to August 1, 2013.

If you have any questions, please feel free to contact me.

Regards,
Laurie

Associate Research Analyst
Department of Public Health
Health Care Access

@ laurie.greci@ct.gov

860 418-7032

860 418-7053




STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH
Office of Health Care Access

July 23, 2013

VIA Electronic Mail Only

Jenifer Simson

Executive Director

The Next Right Thing, LLC
345 North Main St., Ste. 306
West Hartford, CT 06117

RE:  Certificate of Need Application; Docket Number: 13-31822-CON
The Next Right Thing, LLC
Establishment of an Outpatient Mental Health Clinic in West Hartford
Regquest for Time Extension for Submission of Late File

Dear Ms.Simson:

On July 22, 2013, the Office of Health Care Access received the request from The Next Right
Thing to extend the submission date for the late file requested at the hearing held on the above
matter on June 20, 2013.

OHCA hereby extends the required submission date of the late file from July 22, 2013, to August
1,2013.

Please contact Laurie Greci at (860) 418-7032, if you have any questions.

e

Sincerely, -7

e
Kevin Hansted..
Hearing Officer

Copy of PDF file: Kim Martone, Director of Operations, DPH OHCA
Kaila Riggott, CON Supervisor, DPH OHCA

An Equal Opportunity Provider
(I vou require aid/accommodation ro participate fully and fairly, contact us either by phowne, fax or email)
410 Capitol Ave., MS#13HCA, P.O. Box 340308, Hartford, CT 06134-0308
Telephone: (860) 418-7001  Fax: (860) 418-7053 Email: OHCA@ct.gov




Aetna
151 Farmington Ave.
Hartford, CT 06105

July 18, 2013

Deputy Commissioner Lisa Davis

State of Connecticut, Department of Public Health
410 Capital Avenue

PO Box 340308

Hartford, CT 06134

RE: Project Number: 13-31822-CON,The Next Right Thing

Dear Ms. Davis:

We are writing foday to indicate our support for the Next Right Thing’s application for a
Certificate of Need for the proposed intensive outpatient program for adolescents with a primary
substance abuse diaghosis.

As you may already know, in Hartford, there is a significant increase in adolescent and young
adult addictions, especially in relation to painkillers/opiates. Improving access to intensive
outpatient substance abuse treatment centers in order to meet this population’s needs supports
granting the Next Right Thing a Certificate of Need.

The demand for programs geared towards treating adolescents is growing, and the Next Right
Thing can further help provide the services needed by the Hartford community. With a growing
history of success, the Next Right Thing is an asset to the community and Aetna supports their
efforts to provide care to those in need of treatment.

Therefore, Aetna indicates our support for the Next Right Thing’s application for a Certificate of
Need.

Sincerely,

2 - N
A A~
Antonio J. Rocchine
Network Market Head




STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH
Office of Health Care Access

August 7, 2013

Via Fax Only

Jenifer C. Simson
Executive Director

The Next Right Thing, LLC
246 Steele Rd.

West Hartford, CT 06117

RE:  Certificate of Need Application; Docket Number: 13-31822-CON
The Next Right Thing, LI.C
Establishment of an Intensive Outpatient Behavioral Health Treatment Program
Closure of Public Hearing

Dear Ms. Simson:

On July 25, 2013, the Office of Health Care Access (“OHCA™) received the information
requested as a late file submission requested by OHCA at the public hearing held in this matter
on June 20, 2013. With the receipt of the late file submission, the hearing on the above
application is hereby closed.

If you have any questions regarding this matter, please feel free to contact Laurie Greci at (860)
418-7001.

Sincerely, |

KH:lkg

An Equal Opportunity Provider
(If you require aid/accommodation to participate fully and fairly, contact us either by phone, fax or email)
410 Capitol Ave., MS#13HCA, P.O.Box 340308, Hartford, CT 06134-0308
Telephone: (860} 418-7001 Fax: (860} 418-7053 Email: OHCA@ct.gov
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Greer, Leslie

From: Greci, Laurie

Sent: Thursday, August 08, 2013 8:23 AM

To: jenifer@nextrightthing.net

Cc: Hansted, Kevin; Riggott, Kaila; Greer, Leslie
Subject: RE: 13-31822-CON Completion Fax
Jenifer,

The documentation was received by OHCA on July 25, 2013. No additional materials were received by OHCA as of the
August 1, 2013, the extension date. The letter does not specify a closure date therefore it is the date that the letter was
issued, i.e., August 7, 2013. We have the first four letters. | do not see any letter from Jeff Genser and | will double
check to see if everything received for your application has been filed.

If you have an other questions, please let me know.

Regards,
Laurie

From: Jenifer Hartt [mailto:Jenifer@NextRightThing.net]
Sent: Wednesday, August 07, 2013 3:55 PM

To: Greci, Laurie

Cc: Julian@NExtRightThing.net

Subject: 13-31822-CON Completion Fax

Dear Laurie,

| received a fax from Kevin Hansted, Esq. that our CON application has been deemed complete as of July 25, 2013. The
completion date confuses me slightly as we had received an extension through August 1* and I'm fairly certain that
several letters of support were still working their way through the system as of the 25", Hopefully, you have letters of
support from the following in our completed application:

1. John Bailey (local provider)
Tony Roccino (Aetna, Behavioral Health)
Lisa Namerow (IOL psychiatrist)
Yifrah Kaminer (MD researcher, UCONN)
Jeff Genser (local provider)

vk wN

As always, thank you for your help.
Best regards,

Jenifer Simson

The Next Right Thing, lic

Relapse Prevention for Adolescents with Substance Abuse and Mental Health Problems
345 N. Main Street, Suite 306

West Hartford, CT 06117

Main Office: 860-233-8803

Direct line:860-236-1499



www.NextRightThing.net




Greer, Leslie

From: Greci, Laurie
Sent: Thursday, August 08, 2013 8:49 AM
To: Greer, Leslie
Subject: FW: 13-31822-CON Completion Fax

Leslie, since this may be true, can you call over to the Commissioenr’s office and see if they have a letter from Jeff
Genser.

Thank you!

From: Jenifer Hartt [mailto:Jenifer@NextRightThing.net]
Sent: Thursday, August 08, 2013 8:47 AM

To: Greci, Laurie

Cc: Julian@NExtRightThing.net

Subject: RE: 13-31822-CON Completion Fax

Dear Laurie,

Thank you Laurie. My suspicion is that Jeff forgot to put the CON number on the letter and it is sitting over in the
commissioner’s office.

No more questions! Thank you kindly,

Jenifer

From: Greci, Laurie [mailto:Laurie.Greci@ct.gov]
Sent: Thursday, August 08, 2013 8:23 AM

To: jenifer@nextrightthing.net

Cc: Hansted, Kevin; Riggott, Kaila; Greer, Leslie
Subject: RE: 13-31822-CON Completion Fax

Jenifer,

The documentation was received by OHCA on July 25, 2013. No additional materials were received by OHCA as of the
August 1, 2013, the extension date. The letter does not specify a closure date therefore it is the date that the letter was
issued, i.e., August 7, 2013. We have the first four letters. | do not see any letter from Jeff Genser and | will double
check to see if everything received for your application has been filed.

If you have an other questions, please let me know.

Regards,
Laurie

From: Jenifer Hartt [mailto:Jenifer@NextRightThing.net]
Sent: Wednesday, August 07, 2013 3:55 PM

To: Greci, Laurie

Cc: Julian@NExtRightThing.net

Subject: 13-31822-CON Completion Fax

Dear Laurie,



| received a fax from Kevin Hansted, Esq. that our CON application has been deemed complete as of July 25, 2013. The
completion date confuses me slightly as we had received an extension through August 1* and I'm fairly certain that
several letters of support were still working their way through the system as of the 25", Hopefully, you have letters of
support from the following in our completed application:

1. John Bailey (local provider)
Tony Roccino (Aetna, Behavioral Health)
Lisa Namerow (IOL psychiatrist)
Yifrah Kaminer (MD researcher, UCONN)
Jeff Genser (local provider)

vk wN

As always, thank you for your help.
Best regards,

Jenifer Simson

The Next Right Thing, lic

Relapse Prevention for Adolescents with Substance Abuse and Mental Health Problems
345 N. Main Street, Suite 306

West Hartford, CT 06117

Main Office: 860-233-8803

Direct line:860-236-1499

www.NextRightThing.net




October 1, 2013

IN THE MATTER OF:

An Application for a Certificate of Need filed
Pursuant to Section 19a-638, C.G.S. by:

The Next Right Thing

To:

Jenifer C. Simson
Executive Director

The Next Right thing, LL.C
246 Steele Rd.

West Hartford, CT 06117

Dear Ms. Simson:

STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH
Office of Health Care Access

Notice of Final Decision
Office of Health Care Access
Docket Number; 13-31822-CON

Establishment of an Intensive
Outpatient Program for Substance
Abusing Adolescents and Young Adults

This letter will serve as notice of the Final Decision of the Office of Health Care Access in the
above matter, as provided by Section 19a-638, C.G.S. On October 1, 2013, the Final Decision
was rendered as the finding and order of the Office of Health Care Access. A copy of the Final

Decision is attached hereto for your information.

Y AV g

Kimberly R, Martone
Director of Operations

Enclosure
KRM:swl

An Egual Opportunity Provider
{If you require aid/accommodation to participate fully and fairly, contact us either by phone, fax or email)
410 Capitol Ave., MS#13HCA, P.O.Box 340308, Hartford, CT 06134-0308
Telephone: (§60) 418-7001 Fax: (860) 418-7053 Email: OHCA{@ct.gov




Department of Public Health
Office of Health Care Access
Certificate of Need Application

Final Decision

Applicant: The Next Right Thing, LLC
345 North Main St., West Hartford, CT 06117

Docket Number: 13-31822-CON

Project Title: Establishment of an Intensive Outpatient Program for Substance
Abusing Adolescents and Young Adults

Project Description: The Next Right Thing, LLC (“Applicant™) seeks authorization to
establish an intensive outpatient program for substance abusing adolescents and young adults at
345 North Main Street, West Hartford, Connecticut.

Procedural History: The Applicant published notice of its intent to file the Certificate of
Need (“CON™) application in the Hariford Courant on November 13, 14 and 15, 2012. On
February 13, 2013, the Office of Health Care Access (“OHCA™) received the CON application
from the Applicant for the above-referenced project.

On May 6, 2013, OHCA deemed the CON application complete and a public hearing was
scheduled for June 19, 2013. On the request of the Applicant, OHCA rescheduled the hearing.
On June 17, 2013, OHCA notified the Applicants of the rescheduled date, time and place of the
public hearing. Two notices to the public announcing the hearing were published in the Hartford
Courant on May 15, 2013, for the initial hearing date and on May 25, 2013, for the rescheduled
date and time. Thereafter, pursuant to Connecticut General Statutes (“Conn. Gen. Stat.”) § 19a-
639a, a public hearing regarding the Certificate of Need application was held on June 20, 2013,

Commussioner Jewel Mullen designated Attorney Kevin T. Hansted as the hearing officer in this
matter. The hearing was conducted as a contested case in accordance with the provisions of the
Uniform Administrative Procedure Act (Chapter 54 of the General Statutes) and Conn. Gen. Stat.
§ 19a-63%a. The public hearning record was closed on August 7, 2013.




The Next Right Thing, LLC
Docket 13-31822-CON Page 2 of 14

(8]

Findings of Fact

The Applicant, a for-profit limited liability company established in October of 2011 and
located in West Hartford, is a private office-based substance abuse treatment center
designed to meet the complex needs of dually-diagnosed adolescents and young adults
age 16 to 23. Ex. A, pp. 10, 41

The Applicant currently provides intensive outpatient program (“IOP”) treatment to
clients on a self-pay basis. The IOP level of service 1s three days per week for three
consecutive hours each day. Those clients whose families are unable to pay due to
personal financial constraints or whose insurance companies will not reimburse them for

the IOP level of care are being served by the Applicant but not at the IOP level. Ex. A, p.
10, 27

The Applicant began accepting clients in October 2011 and provided IOP services to 20
clients and their families in 2012. The Applicant also offered treatment services to
approximately 15 other clients who instead chose to accept care from their insurance
companies’ in-network providers. Ex. A, p. 32

The majority of clients receiving the Applicant’s services are adolescents and young
adults that abuse heroin with multiple other drugs and have a co-morbid psychiatric
diagnosis. Ex. A, p. 10

The Applicant proposes obtaining the licensure required to become a behavioral health
outpatient clinic and provide the 10P level of service. By obtaining licensure for this
level of care, the Applicant will have the ability to become a recognized provider by third
party payers and to establish contractual relationships for reimbursement. Ex. A, p. 10

Insurance companies require providers to be licensed by the Department of Public Health
(DPH) in order to be reimbursed for the I0P level of care. Ex A, p. 10, 49

The DPH licenses required for this proposal include the Psychiatric OQutpatient Clinic for
Adults, Mental Health Day Treatment Facility and the Facility for the Care or the
Treatment of Substance Abusive or Dependent Persons. The Applicant also proposes
obtaining the Outpatient Psychiatric Clinic for Children license from the Department of
Children and Families. Ex. C, p. 92

The Applicant’s service area for the proposal includes Avon, Canton, Farmington,
Simsbury and West Hartford. These towns are included in the service area because of the
service needs of the adolescents and young adults and the ease of access to the
Applicant’s office. The practice, however, has drawn families from Glastonbury and as
far away as Orange. Ex. A, p. 19




The Next Right Thing, LLC
Docket 13-31822-CON Page 3 of 14

10.

11.

According to the 2011 Biannual West Hartford Drug and Alcohol Survey, the relatively
affluent communities in the Applicant’s proposed service area are at particular risk in the
current drug epidemic due to the high risk nature of the patterns of drug abuse in which
these towns’ teens indulge. The factors that influence the teens’ high risk of using drugs
include:

a. Continued drug use even as their understanding of the perceived risks increase and
include a willingness to try heroin;

Access to money to pay for drugs;

Access to gateway prescription painkillers, such as Oxycontin and Vicodin;
Tendency of parents to minimize problems; and

Lack of parental knowledge and skill in recognizing signs and symptoms of substance

abuse.
Ex. A, pp. 19, 20, 25

B

The 2011 National Survey on Drug Use and Health (“NSDUH?”) reported that:

a. The number of people who were past-year heroin users in 2011 was higher than the
number in 2007;

b. The rate of current illicit drug use varied by age. Among youths aged 12 to 17 in
2010, the rate increased from 4.0 percent at ages 12 or 13 to 9.3 percent at ages 14 or
15 and to 16.6 percent at ages 16 or 17.

¢. The highest rate of current illicit drug use was among18 to 20 year olds (23.1
percent), with the next highest rate among 21 {fo 25 year olds (20.5 percent).

Source: Substance Abuse and Mental Health Services Administration, Results from the 2010 National
Survey on Drug Use and Health: Summary of National Findings, NSDUH Series H-41, HHS Publication
No. (SMA) 11-4658. Rockville, MD: Substance Abuse and Mental Health Services Administration, 2011,

There are no TOP providers in the proposed service area that primarily target substance
abusing adolescents and young adults (16-23 years of age). The following facilities have
intensive outpatient programs for children aged 12 to 18 years and young adults age 18
and over.

Table 1: Intensive Outpatient Programs Serving Residents
of the Proposed Service Area

Facility Name Location | Admission Information

Community Renewal Team | Hartford | Adults 18 yrs. and older

ADRC Hartford | Adults 18 yrs. and older

Catholic Charities Hartford | Clients must be referred by the Court
System

Hartford Behavioral Health | Hartford | Clients must be referred by the Hartford
area Department of Children and Families

Sources: Statewide Health Care Facilities and Services Plan and websites of the listed agencies: http://crtct.org/;
http://www.adrc-ct.org/; http://www.ccaoh.org/; and bitp://www.hbhl.org/
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12.

13.

14.

15.

Currently, adolescents and young adults may be served by programs not designed for this
population. Most, if not all, IOP providers that treat 18 to 23 year olds treat them in the
same program along with both much older adults and those with a wide variety of mental
health issues. This is also true for IOP providers who treat adolescents and young adults
in the same program with patients that are much younger or have a variety of psychiatric
issues. Ex. A, p. 27

Ann Price, M.D., Chief Medical Consultant, The Next Right Thing, L1.C, stated that
“these adolescent over time...present very differently from what they do when they’re
just in withdrawal or just post-withdrawal... we have a whole population of adolescents

and young adults out there, who I believe are not getting appropriate care.” Transcript of
June 20, 2013, Public Hearing (“Tr.””) Testimony of Dr. Price, p. 11

Current treatment for many at-nisk substance abusing adolescents and young adults is
fragmented by brief hospitalizations for acute crises, brief partial hospitalizations, and
conventional outpatient therapies. Ex. A, p. 35

Julian N. Hartt, Jr., L.C.S.W., Co-Founder and Clinical Director of The Next Right

Thing, LLC explained:

a. Inpatient and partial hospital services are available for dually diagnosed adolescents
and young adults , but not for those having a substance abuse disorder as the primary
diagnosis;

b. Adolescents and young adults then step down to the least intensive care, outpatient,
with once-a-week individual, family, or group session resulting in a gap in services;

c. Insurance companies have been hesitant to authorize inpatient detox because opiates
are essentially medically non-life threatening;

d. The Applicant can provide intensive outpatient services and after-care, noting that the
adolescents and young adults require a longer term recovery process; and

e. Being in a program during the long-term recovery will keep them out of more

intensive levels of care and out of emergency rooms.
Tr. Testimony of Mr. Hartt, p. 6, 9
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[6.  The Applicant has provided care to adolescents who were referred for treatment from
licensed therapists, social workers at area public high schools, and the juvenile justice
system. The Applicant receives referrals from Hartford Hospital, private clinicians and
others due to its clinical expertise regarding opiate addiction in adolescents and young
adults. Table 2 shows the referral sources for clients that were treated or are currently

being treated, as provided by the Applicant.

Page 5 of 14

Table 2: Referral Sources of the Applicant’s Clients by Calendar Year

Referral Source 2011 2012 2013
Oct —Dec Jan — Dec Jan — May

Licensed Therapists* 6 15 10
Public High School Personnel ] 14 6
(social workers)

Other Providers 0 1 2
Juvenile Justice System™** 0 12 2
Other™*** 4 10 0
Total [O**E* S2HHE* 20

* Includes psychiatrists, psychologists, and other licensed clinicians

** Court Support Services Division of the Department of Justice

*%% Includes family and friends, website and others
#**% 5 clients in 2011 and 20 clients in 2012 received multiple services and would have

qualified for the JOP level of service; the number for 2013 was not provided
Fx. A, pp. 29, 31 and Ex. M (Late File 2)

17.  The Applicant’s proposed IOP is dual-diagnosis capable and designed to comply with the

National Institute on Drug Abuse and the National Alliance on Mental Illness
recommendations for treatment. Ex. A, p. 37

18.  The Applicant’s IOP incorporates best practices using cognitive behavioral therapy,

relapse prevention, and 12-step program concepts. Ex. A, p. 2

19.  The Applicant’s IOP components include:

a. Comprehensive assessment with the client and their family that incorporates the
Stages of Change Model' to provide the guidelines for determining when a client is
ready for [ess intensive treatment;

b. A treatment plan that includes both IOP and after-care goals;

c. Individual, family, a variety of group based services, parent support, and on-going

medical supervision with medication when needed; and

! The Stages of Change Theory states people tend to progress through difference stages at different rates on their
way to a successful change in behavior. The stages of change are pre-contemplation, contemplation, preparation and
determination, action and will power, maintenance, and relapse. Source: http://www.addictioninfo.org. Ex. C, p. 95
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20.

21.

22,

23.

24.

d. An alternative medically supervised ambulatory detox for opiate addicts using a non-

opioid detox protocol.
Ex. A, p. 11

The Applicant’s proposed IOP will offer:

Specialized diagnostic and treatment services dedicated to 16-23 year olds;
Local and accessible treatment within 24 hours;

Treatment for the whole family, not just the substance abuser ; and
Connections to the community through close working relationships with school

counselors, parole officers, mental health professionals and parents.
Ex. A, p. 27

oo

Julian N. Hartt, Jr., L.C.S.W., Co-Founder and Clinical Director of The Next Right
Thing, LLC, stated that “we’ve been in operation for a year and a half and 25 percent of
the population, about 40 families, have required detox...the first seven we admitted, five
of them are heroin addicts. One of them was to die, because of non-compliance with
Naltrexone, and two of them overdosed...a high-risk population...If there’s going to be a
sustained chance of recovery, the whole family had to be treated and treated intensively,
with individual, family therapy, parent, group and multi-family therapy.” Tr. Testimony of
Mr. Julian Hartt, pp. 7-8

The Applicant will actively involve the client’s parents, high schools and colleges, and
the judicial system as critical elements for treatment success. Coordinating a safety net
that includes the treatment program, school and family enhances odds of preventing
relapse and stabilizing other mental health problems. Ex. A, p. 13

Mr. Hartt stated that the proposed IOP “was designed to be an after-school program for
long-term recovery of a primary Axis I diagnosis of substance abuse...without exception,
all of our adolescent have carried another Axis Il diagnosis that is a medical diagnosis of
a major psychiatric disorder. So these are adolescents demonstrating significant
psychopathology... The IOP [will] offer a level of care that is just not available for
primary diagnosis of substance abuse... ” Tr. Testimony of Mr. Julian Hartt, p. 8

Dr. Price testified that the Applicant provides ambulatory detox using Clonidine, a
medication that will calm the agitated response in withdrawal. The clients are closely
monitored at home with the help of the family. Once detoxed, Naltrexone” is
administered by the parent daily. Suboxone? is not used by the Applicant as it may be
sold to obtain money to buy other drugs. Tr. Testimony of Dr. Price, pp. 13-15

? Naltrexone is an opioid receptor antagonist used to help the adolescents and young adults remain drug-free.
Suboxone is another drug used to treat opiate addiction. Source: htip://www.drug.com
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25.

26.

27.

The Applicant addresses the behavioral health treatment needs of the proposed
population by providing:

a. Accurate assessment of a client’s diagnosis, treatment and medication needs;

Time and opportunity to assess and stabilize clients;

Access, with same day or within 24 hours;

Individualized care;

Mobile crisis capacity; and

Long term aftercare for the clients and parents helping to reduce the need for higher

levels of care.
Ex A, p. 12

oo o

The Applicant established its office at 345 North Main Street, West Hartford, as it is at a
major intersection of two state routes, has ample and well-lit parking with plenty of
handicap parking and a handicap accessible building with 24-hour security. Also, the
professional office building private practice suite was chosen to reduce client anxiety
around treatment. Ex. A, p. 18

According to Census 2010, there are approximately 12,304 16-23 year olds residing in
the proposed service area. The population is significantly higher when including students
from over 15 private and public high schools and colleges within a 5-mile radius of the
proposed location. Ex. A, p.19 and Ex. C, p. 83
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28.

29.

30.

There are approximately 2,035 16 to 23 year olds within the proposed service area that
may utilize the Applicant’s proposed services. The Applicant estimates that it can serve
about 15 youths and their families at any one time, and approximately 60 youths and
families over the course of a year. The following table illustrates these estimates:

Table 3: Estimated Number of 16 to 23 Year Olds in Service Area
with Unmet Treatment Need

Number of
Population 16 to Y% Number | % Proposed | Persons to
Town 23 Years Old* Needing | Needing | to be Served | Benefit from
Services Services by Proposal
Applicant
Avon 1,373 227 7
Canton 800 _ 132 4
Farmington 2,187 16.54%** 362 | 2.95%%** 10
Simsbury 2,036 337 10
West Hartford 5,908 977 29
Total 12,304 2,035 60

* Hstimates based on Census 2010 counts of 15 to 24 year olds. The Applicant decreased the
population count by 20% to remove the counts of the 15 and 24 years old residing in the proposed

service area.
** Source: Substance Abuse and Mental Health services Administration’s 2010-2011 National

Surveys on Drug Use and Health. For Connecticut, the survey reported the percentage by age group
for those that needed but did not receive treatment in the past year for substance abuse. The
percentages for alcohol use were 4.08% for the 12 to 17 age group and 16.54% for the 18 to 25 age
group and the percentages for illicit drug use were 3.99% for the 12 to 17 age group and 6.96% for
the 18 to 25 age group. The degree to which these prevalence percentages are additive is not clear, se
the Applicant utilized the conservative rate of 16.54%.

*%% The Applicant estimates that it can serve approximately 15 youths and their families at any one
time and an estimated 60 patients and their families over the course of a year. The yearly percentage

is 60/2,035 or 2.95% of the targeted population.
Ex. A, p. 20 and Ex. C, pp. 85, 86

In 2012, the Applicant offered treatment services to approximately 15 clients and
families who did not accept care due their need to obtain services from their insurance

companies’ in-network provider. Ex. A, pp. 31, 32

The Applicant projects that, once licensed, 31 clients will be served in 2013. With
additional part-time and full time clinicians, the Applicant will accept referrals from
towns, parole officers, hospitals and residential programs. The Applicant projects
providing services to 38 and 52 clients in FYs 2014 and 2015, respectively.

Table 4: Projected Number of Clients by Fiscal Year

Fiscal Year: 2013 2014 2015
Number of Clients: 31 38 52
Change from Previous Year: - 7 14

Ex. A, p. 31
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31.

32.

33.

35.

36.

Given the volume of prospective clients who are undertreated or untreated, the Applicant’s
proposal 1s not anticipated to have a negative impact on other providers within the
community. Ex. A, p. 30

Lisa Namerow, M.D., attending child and adolescent psychiatrist at The Institute of Living
in Hartford, stated in a letter of support that she “clearly see[s] a need for an IOP directed
at adolescents struggling with substance use disorders in this area.” Ex. R

Yifrah Kaminer, M.D., a professor of psychiatry at the University of Connecticut’s
Department of Medicine, stated in a letter of support that the “NRT (Next Right Thing)
initiative would provide needed care for adolescents and young adults suffering from
severe SUD (substance use disorder) and consequences. This subpopulation includes
youth with or without concurrent mental heaith disorders and problems... who have very
few options of care in CT.” Ex. N

John Forlenza-Bailey, a Licensed Alcohol and Drug Counselor at Chemical Addictions
Treatment Services in Newington stated in a letter of support that “As a clinician and
alcohol and drug counselor who has practiced in the West Hartford area for the last 25
years, [ have witnessed a lack of resources especially for I0OP level of care needs for
teenagers (14 to 19) with co-occurring disorders ... High risk substance abuse use such as
opioid and cocaine abuse...are being used by more teens and at younger ages regarding
first time usage reports. IOP with extended aftercare for the adolescents and parents will
insure a greater level of care than just outpatient services have historically provided in the

past.”
Ex.L

The Applicant’s proposal contributes to the quality of the health care delivery system in

the greater Hartford region by:

a. Answering the demand for substance abuse treatment for adolescents and young adults
that is developmentally appropriate;

b. Filling the gap for intensive treatment that falls between the level of PHP and weekly
psychiatric visits;

¢. Building parent and peer community;

d. Coordinating services with parole officers and school counselors; and

e. Negotiating case rates with insurers to make theses intensive services affordable to

more families.
Ex. A, p. 34

Based on preliminary discussions with third party payers and local knowledge of rates of
reimbursement for other providers offering similar levels of care, the Applicant
anticipates charging from $400 to $600 per day per client in the intensive outpatient
program. Ex. A, p. 53
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37.  The Applicant projects an incremental loss of $36,076 with the proposal in the first fiscal
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year with modest incremental gains in the following two fiscal years.

Table 5: Prejected Incremental Revenues and Expenditures by Fiscal Year

Account Description FY2013 FY2014 FY2015

Net Operating Revenue $213,963 | $263,222 1 $358,410
Salaries/Benefits 222,685 227.410 291,020
Professional Services 6,000 6,000 6,000
Bad Debts 9,720 11,232 16,272
Other Operating Expense 11,300 13,400 37,600

Total Operating Expense 249,705 | 258,042 350,892

Income (Loss) from Operations ($36,076) | $§ 5,180 § 7,518

Ex A, p. 45
38. With relatively conservative estimates of revenue and expenses, charity clients and self-

pay clients, the Applicant expects the program to break even by serving approximately 38
clients or providing 669 units of care/year in each of the first two years. Ex. A, p. 54

39. The Applicant asserted that the proposal will be cost effective in two ways:
a. Decreased expense for clients immediately once the Applicant 1s licensed as an IOP
and can participate in-network with providers; and
b. If these adolescents and young adults get effective treatment for substance abuse and
co-morbidities, relapse and recidivism and future treatment will decrease.
Ex. A, p. 54

40. The current payer mix based on patient population for the Applicant 1s 100% self-pay
due to the absence of licensure and contractual relationships with insurance payers. Once
licensed, the Applicant’s patient payer mix will be primarily commercial insurance.

Table 6: Payer Mix based on Patient Population by Fiscal Year

Payer Current | FY 2013 | FY 2014 | FY 2015
Commercial Insurers - 81% 84% 81%
Uninsured or Self-pay 100% 16% 14% 16%
Charity/Bad Debt - 3% 2% 3%
Total 100% | 100% | 100% | 100%

Ex. A, p.4dand Ex. C, p. 112
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41.

42.

43.

44,

45.

46.

47.

48.

49,

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 adopted by OHCA. (Conn .Gen. Stat. § 19a-639(a)(1))

This CON application is consistent with the overall goals of the State Health Care
Facilities and Services Plan. (Conn. Gen. Stat. § 19a-639(a}2))

The Applicant has established that there is a clear public need for its proposal. (Conn. Gen.
Stat. § 192-639(2)(3))

The Applicant has satisfactorily demonstrated that its proposal 1s financially feasible.
{Conn. Gen. Stat. § 19a-639(a)(4))

The Applicant has satisfactorily demonstrated that its proposal would improve the
accessibility of health care delivery in the region and it has satisfactorily demonstrated a
potential improvement in quality and cost effectiveness. (Conn. Gen. Stat. § 19a-639(a)(5))

The Applicant has shown that there will be an increase in access to the provision of
health care services to the relevant populations and payer mix. (Conn. Gen. Stat. § 19a-
639(a)(6))

The Applicant has satisfactorily identified the population to be served by its proposal and
has satistactorily demonstrated that this population has a need as proposed. (Conn. Gen.
Stat. § 19a-639(a)(7))

The Applicant’s historical provision of treatment in the service area supports this
proposal. (Conn. Gen. Stat. § 19a-639(a)(8))

The Applicant has satisfactorily demonstrated that the proposal will not result in an
unnecessary duplication of existing services in the area. (Comn. Gen. Stat. § 19a-63%a)(9))
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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 Stafutes. 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).

The Applicant is a for-profit limited liability company that currently operates a private office-
based substance abuse treatment center in West Hartford that 15 designed to meet the complex
needs of dually-diagnosed adolescents and young adults ages 16 to 23. FF 1 Since October 2011,
the applicant has been providing adolescents and young adults that abuse heroin and have a co-
morbid psychiatric diagnosis with intensive outpatient program (“TOP”) services on a self-pay
basis. FF 2-4 The Applicant proposes obtaining the licenses needed to establish itself as a
behavioral health outpatient clinic. As a licensed facility, the Applicant will be able to establish
contractual relationships with third-party payers and thus provide services to more adolescents
and young adults. FF 5

There are no IOP providers that primarily target substance abusing adolescents and young adults
in the proposed service arca of Avon, Canton, Farmington, Simsbury and West Hartford. 77 8, 17
Adolescents and young adults living in the relatively affluent communities of the proposed
service area indulge in high risk patterns of drug abuse influenced by continuing drug use; access
to money to pay for drugs; access to gateway prescription painkillers; the tendency of parents to
minimize problems; and lack of parental knowledge and skill in recognizing the signs and
symptoms of substance abuse. 77 ¢ Currently, adolescents and young adults may be served at
other programs for youth or adults, but these programs are not designed to treat the specific ages
proposed to be served by the Applicant. FF 72, 13 These substance abusing adolescents and
young adults are provided inpatient or partial hospitalization for the treatment of their drug
addictions and then discharged to receive conventional outpatient therapies. FF /4 The
Applicant’s proposal will provide intensive outpatient services, conventional outpatient and
after-care for a sustained recovery. FF 15

The Applicant has been providing care to adolescents and young adults who were referred to
them for treatment from licensed therapists, social workers at area public high schools, juvenile
justice and others. FF /6 Using a treatment program that incorporates best practices, the
Applicant proposes to offer a comprehensive assessment of the client, intensive outpatient
therapy, after-care, individual, group and family therapy, and an alternative medically supervised
ambulatory detox protocol. FF 18, 19 These high-risk clients need to be treated intensively along
with actively involved parents, educators and the judicial system. FF 27, 22 The proposed IOP has
been designed as an after-school program that will provide appropriate care for those with a
primary diagnosis of substance abuse. ¥+ 23 The Applicant also provides an ambulatory detox
program that a client receives at home with the support of family. £7 24 By proposing to provide
a continuum of care from detox to after-care for the targeted pepulation, the Applicant’s proposal
will improve the quality of health care delivery in the West Hartford area. Additionally, clear
public need for this proposal is evident as it is providing services that are not readily available to
dually-diagnosed adolescents and youth with a primary diagnosis of substance abuse.
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available to dually-diagnosed adolescents and youth with a primary diagnosis of substance
abuse.

The Applicant ts currently treating some, but not all clients, at the intensive outpatient level due
to the financial constraints upon the families and restrictions imposed by insurers. FF2 Once
licensed, the Applicant projects to serve 31, 38 and 52 clients in the first three fiscal years,
respectively. FF 30 The Applicant will be treating a small portion of the potential number of
clients needing this level of care each year. FF 37 The low volume of clients being served will
enable the Applicant to meet long-term after-care goals. Therefore, OHCA concludes that there
will not be an unnecessary duplication of services in the proposed service area.

Licensure as a facility providing behavioral health services will enable the Applicant to receive
reimbursement for its services from third-party payers. Adolescents and young adults who are
covered by health insurance but not able to pay out-of-pocket will be able to utilize the
Applicant’s services. The parents or guardians of these adolescents and young adults will no
longer be solely responsible for the costs of the treatment. The proposal will, therefore, improve
access to [OP services for the targeted population.

Although the Applicant projects an incremental loss of $36,076 with the proposal in the first
fiscal year, it projects modest incremental gains in the next two fiscal years. FF 37 Consequently,
OHCA finds that the proposal is financially feasible.
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Order

Based upon the foregoing Findings of Fact and Discussion, the Certificate of Need application of The
Next Right Thing, LLC to establish an intensive outpatient program for substance abusing adolescents
and young adults to be located at 345 North Main Street, West Hartford, Connecticut, is hereby
APPROVED.

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

Of f / 3 /{i *Z/
IC /‘ /5 M‘ N A LA Y
Date f Lisa A. Dav1s MBA BSN, RN
Deputy Commissioner
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