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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: 

 

 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.        
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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 daily, 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 

Subscribed and sworn to before me on November 15, 2012 

 

Affidavit of Publication 
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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:   THE NEXT RIGHT THING, LLC 

 

Contact Person: Jenifer C. Simson    

 

Contact Person’s  

Title:   Executive Director and Co-Founder 

 

Contact Person’s   
Address:  246 Steele Rd., West Hartford, CT 06117 

 

Contact Person’s  

Phone Number: 860-236-1499 

 

Contact Person’s  

Fax Number:  860-236-1414 

 

Contact Person’s  

Email Address: Jenifer@NextRightThing.net 

 

Project Town: West Hartford, CT  

 

Project Name:           Community Based Relapse Prevention IOP 

 

Statute Reference:  Section 19a-638, C.G.S. 

 

Estimated Total 

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

 

 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.  

 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. 

 Other treatment includes individual, family, a variety of group based services, parent 

support, and on-going medical supervision and medication titration. 

 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 IOP 

setting.  
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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: 

 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.  

 Access: same day or within 24 hour assessment offered. 

 Individualized care. 

 Mobile crisis capacity. 

 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: 

 Stabilization and continuity of care.  

 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:  

  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. 

 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. 

 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 
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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. 
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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.           
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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 
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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.  
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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%. 

2. In West Hartford, CT, where The Next Right Thing, LLC is located, the 2011 

Biannual West Hartford High School Drug and Alcohol Survey reports: 

 40% of teens get prescription drugs from friends 

 21.3 % of teens reported having taken pills without knowing what 

they were 

 19.6% of youth reported having mixed drinking and 

prescription/over the counter drugs 

 In the past 30 days, 6.2% reported using pain relievers or opioids, 

and 3.3% reported using stimulants 

3. 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.  

4. 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 to21.2 percent in 2009 and 21.5 percent in 2010. Primarily driven 

by marijuana. 

5. 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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6. 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
th

, 10
th

 and 12th grades from 2009 to 2010 paralleling softening attitudes of risk. 

Among 12
th

 graders nonmedical use of Vicodin decreased but nonmedical use of 

Oxycontin remained unchanged and increased among 10
th

 graders over the past 5 

years. Nonmedical use of Adderall increased among 12
th

 graders. 

7. 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
nd

 annual study of 2,544 teens in grades 9-12 and 831 parents. 

8. 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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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. 

9. 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 

2009, 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.” 

 

10. 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 

http://www.adolescent-substance-abuse.com/
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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
th

, and 12
th

 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%.” 

12. 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 I 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 IOP 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: 

 Specialized diagnostic and treatment services dedicated to this age group 

 Local and accessible within 24 hours 

 Treats the whole family not just the substance abusing patient 

 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 IOP 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 

 – Outpatient 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 to 

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 years (“FY”) of the 

proposed service.  

Table 1: Projected Volume 

 Projected Volume 

(First 3 Full Operational FYs)** 

 Actual 

FY 

2012 

FY 

2013 

FY 

2014 

FY 

2015 

Service type: IOP level of Care (S9480) NA 31 38 52 

Service type: Current IOP-type services 

(number of patients who would qualify for IOP 

level of care) 

20 NA NA NA 

Total 20 31 38 52 

** If 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 IOP, 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 IOP level 

of care 

3 months 2011 (Oct-

Dec) 

5 

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

that is developmentally appropriate,  

2) filling the gap for intensive treatment that falls between the level of PHP and weekly 

psychiatric visits,  

3) building parent & peer community,  

4) coordinating services with parole officers and school counselors, and  

5) 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. Identify 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 guidelines. 

 

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 

 Dimension 2 - Biomedical Conditions and Complications 

 Dimension 3 - Emotional/Behavioral Conditions and Complications 

 Dimension 4 - Treatment Acceptance/Resistance 

 Dimension 5 - Relapse / Continued Use Potential 

 Dimension 6 - Recovery Environment 
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ASAM Criteria 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), 

http://www.drugabuse.gov/
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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 Illness - 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] 

 

 

 

 

 

 

http://www.nami.org/
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Organizational and Financial Information 

 

5. Organizational and Financial Information 

 

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

 

LLC-Limited Liability Corporation 

 

b. Does the Applicant have non-profit status?   No 

 

c. 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 

 

d. 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 Value) *** $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. 

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

building work, including the gross square feet; existing and proposed floor plans; 

commencement date for the construction/ renovation; completion date of the 

construction/renovation; and commencement of operations date. 

*** If the proposal involves a capital or operating equipment lease and/or purchase, 

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

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

FY *** 

Year 1 

FY *** 

Year 2  

FY *** 

Year 3  

FY *** 

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. 
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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 I & II 

 

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 

year 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 volume 

statistics attributable to the proposal by payer. Complete Financial 

Attachment II. 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 I 

and II (e.g., 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 I 
 (7.a)       Please provide one year of actual results and three years of projections of Total Facility revenue, expense and volume statistics  
without, incremental to and with the CON proposal in the following reporting format: 

            

  
12 mo 

         Total Facility: 
 

FY2012 FY2013 FY2013 FY2013 FY2014 FY2014 FY2014 FY2015 FY2015 FY2015 

  
Actual  Projected  Projected Projected Projected  Projected Projected Projected  Projected Projected 

Description 
 

Results 
W/out 
CON Incremental 

With 
CON 

W/out 
CON Incremental 

With 
CON 

W/out 
CON Incremental 

With 
CON 

  
  

  
  

  
  

  
  

NET PATIENT REVENUE   
  

  
  

  
  

  

Non-Government    $102,122  $112,334  $213,629  $325,963  $123,568  $263,222  $386,790  $135,924  $358,410  $494,334  

Medicare  
 

$0  
 

 $0  
  

$0  
  

$0  

Medicaid and Other  
 

$0  
 

 $0  
  

$0  
  

$0  

Other Government 
 

 $0    $0      $0      $0  

Total Net Patient  Revenue  $102,122  $112,334 $213,629  $325,963 $123,568 $263,222  $386,790 $135,924 $358,410  $494,334 

  
  

  
  

  
  

  
  

Other Operating Revenue                     

Revenue from Operations $102,122  $112,334 $213,629  $325,963 $123,568 $263,222  $386,790 $135,924 $358,410  $494,334 

  
  

  
  

  
  

  
  

OPERATING EXPENSES   
  

  
  

  
  

  

Salaries and Fringe Benefits $18,509  $36,000  $222,685  $258,685  $50,000  $227,410  $277,410  $75,000  $293,020  $368,020  

Professional Services 
 

$21,027  $18,200  $6,000  $24,200  $6,000  $6,000  $12,000  $6,000  $6,000  $12,000  

Supplies and Drugs 
 

$2,787  $3,000  $9,300  $12,300  $4,000  $11,400  $15,400  $5,000  $15,600  $20,600  

Bad Debts  
 

$6,123  $6,740  $9,720  $16,460  $7,414  $11,232  $18,646  $8,155  $16,272  $24,427  

Other Operating Expense $16,792  $18,471  $2,000  $20,471  $20,318  $2,000  $22,318  $22,350  $4,000  $26,350  

Subtotal 
 

$65,238  $82,411  $249,705  $332,116  $87,732  $258,042  $345,774  $116,506  $334,892  $451,398  

Depreciation/Amortization*   
     

$0  
  

$0  

Interest Expense 
 

 $732 $634 $0 $634  $0 $0 $0  $0 $0 $0  

Lease Expense 
 

$16,450  $16,800  $0  $16,800  $17,400  $0  $17,400  $18,000  $16,000  $34,000  

Total Operating Expenses $82,420  $99,845  $249,705  $349,550  $105,132  $258,042  $363,174  $134,506  $350,892  $485,398  

  
                    

Income (Loss) from Ops. $19,702 $12,489 ($36,076) ($23,587) $18,435 $5,180  $23,616  $1,419 $7,518  $8,936 
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Note: Assumptions used to develop both financial attachments follow after Financial Attachment II 

 * 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.

  
  

  
  

  
  

  
  

Non-Operating Income  $0 $0  $0   $0  $0   $0   $0  $0   $0   $0  

Income before income taxes $19,702 $12,489 ($36,076) ($23,587) $18,435 $5,180  $23,616 $1,419 $7,518  $8,936 

  
  

  
  

  
  

  
  

Provision for income taxes $2,520  $1,438  ($1,438) $0 2,330  $777  $3,107  $0  $905  $905 

Net Income 
 

$17,182 $11,051 ($34,638) ($23,587) $16,105 $4,403  $20,508  $1,419 $6,612  $8,031 

  
  

  
  

  
  

  
  

RE, beginning of year 
 

$13,643  $47,436  $47,436   $47,436   $58,486  $12,798 $23,848 $74,591  $17,201  $44,356 

Net Contribution/Withdrawal  $16,611 $0 $0 $0 $0 $0 $0 $0 $0 $0 

REs, end of year 
 

$47,436  $58,486  $12,798 $23,848 $74,591  $17,201  $44,356 $76,010  $23,813  $52,387 

            ASSUMPTIONS: 
Full Time Equivalents 

  
1 1.7 2.7 1 1.7 2.7 1.2 2.3 3.5 
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FINANCIAL ATTACHMENT II (7.b.)  Provision of 3 years of projections of incremental revenue, expense, and volume 

statistics 
Fiscal Year 2013 (1) (2) (3) (4) (5) (6) (7) (8) (9) (10) 
FY Projected 
Incremental 

 
Rate Units Gross Allowances/ Charity Bad  Net  Operating  Gain/(Loss) 

Total Incremental 
Expenses: $239,985  

  
Revenue Deductions Care Debt Revenue Expenses 

from 
Operations 

    

Col. 2 * Col. 
3 

   

Col.4 - 
Col.5 Col. 1 Total * Col. 8 - Col. 9 

Total Facility by 
       

-Col.6 - 
Col.7 

Col. 4 / Col. 4 
Total 

 Payer Category: 
          Commercial Insurers 
 

$400  450  $180,000  $2,880    $5,400  $171,720  $193,536  ($21,816) 

Uninsured   $400  108  $43,200  $691  $6,000  $4,320  $32,189  $46,449  ($14,260) 

Total NonGovernment 
 

$9,600  558  $223,200  $3,571  $6,000  $9,720  $203,909  $239,985  ($36,076) 

           Total All Payers 
 

$0  558  $223,200  $3,571  $6,000  $9,720  $203,909  $239,985  ($36,076) 

 

           Fiscal Year 2014 (1) (2) (3) (4) (5) (6) (7) (8) (9) (10) 
FY Projected 
Incremental 

 
Rate Units Gross Allowances/ Charity Bad  Net  Operating  Gain/(Loss) 

Total Incremental 
Expenses: $246,810  

  
Revenue Deductions Care Debt Revenue Expenses 

from 
Operations 

    

Col. 2 * Col. 
3 

   

Col.4 - 
Col.5 Col. 1 Total * Col. 8 - Col. 9 

Total Facility by 
       

-Col.6 - 
Col.7 

Col. 4 / Col. 4 
Total 

 Payer Category: 
          Commercial Insurers 
 

$400  576  $230,400  $3,686    $6,912  $219,802  $207,840  $11,962  

Uninsured   $400  108  $43,200  $691  $6,000  $4,320  $32,189  $38,970  ($6,781) 

Total NonGovernment 
  

684  $273,600  $4,378  $6,000  $11,232  $251,990  $246,810  $5,180  
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Total All Payers 
 

$0  684  $273,600  $4,378  $6,000  $11,232  $251,990  $246,810  $5,180  

           

           

           Fiscal Year 2015 (1) (2) (3) (4) (5) (6) (7) (8) (9) (10) 
FY Projected 
Incremental 

 
Rate Units Gross Allowances/ Charity Bad  Net  Operating  Gain/(Loss) 

Total Incremental 
Expenses: $338,620  

  
Revenue Deductions Care Debt Revenue Expenses 

from 
Operations 

    

Col. 2 * Col. 
3 

   

Col.4 - 
Col.5 Col. 1 Total * Col. 8 - Col. 9 

Total Facility by 
       

-Col.6 - 
Col.7 

Col. 4 / Col. 4 
Total 

 Payer Category: 
          Commercial Insurers 
 

$400  756  $302,400  $4,838    $9,072  $288,490  $273,501  $14,989  

Uninsured   $400  180  $72,000  $1,152  $10,000  $7,200  $53,648  $65,119  ($11,471) 

Total NonGovernment 
  

936  $374,400  $5,990  $10,000  $16,272  $342,138  $338,620  $3,518  

           Total All Payers 
 

$0  936  $374,400  $5,990  $10,000  $16,272  $342,138  $338,620  $3,518  

 

 

Note: Assumptions used to develop both financial attachments follow on the next page/ 
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ASSUMPTIONS (7.c.) used in developing both Financial Attachments I and II.  

 

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/IOP 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-IOP 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 

seen in Year 

Net change in IOP 

Patients seen in Year 

Projected IOP Net 

Revenue (net of bad debt 

Percent Change in Net 

Revenue 

2013 31 NA $203,909 NA 

2014 38 7 $251,990 +24% 

2014 52 14 $342,138 +36% 

10. Number of IOP 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 Other operating expenses 

 

6,000 Consulting/Contractors 

 

9,300 Supplies 

 

 

52,000 PT Clinician (1 at 20 hours per week) 

 

 

20,925 MD (1 part time at approximately 2 hours/week) 

  104000 Clinician 

  45760 Admin 

 Total incremental expenses  $239,985 

  
  

Incremental Salaries 222,$685 (1.7 FTE) 

  

2014 

 

$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 

 

 

15. Non IOP revenues and most non-CON expenses are expected to grow at 10%/year – a conservative assumption.   

16. Non-IOP 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-IOP part of the projections are expected to increase by $18,000 in 2013, $14,000 in 

2014, and $25,000 in 2015.  
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d.  Provide documentation or the basis to support the proposed rates for each of the FYs 

as reported in Financial Attachment II. 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 

 

 

A La Carte Services 

CPT Code 

2012/2013 Fee ($) 

   Length 

(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 

management) 
90805/99214 250.00 20-30 

Pstyx (with medical evaluation and 

management) 
90807/99215 300.00 45-50 

 

 



 

54 

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 

an incremental gain 

Number of units (one IOP 

day) to show gain 

2013 38 patients 669 patient IOP 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 IOP 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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Appendix B – Curriculum Vitae 
 

JULIAN N. HARTT, JR. LCSW 

345 NORTH MAIN STREET 
SUITE 306 

WEST HARTFORD, CT 06107 
860 233 8803  203 407 8500 (office) 

 

SUMMARY 
 Exemplary administrative record of innovative program development and management. 

 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. 

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

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

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

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

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

     community. 

 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 

 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 

 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 

 Consultant to adolescent male residential program on program development 

and management. Assisted Director in bringing program into compliance with DPH 

and DCF requirements 

 

 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 
 

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

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

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

 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 
 

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

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

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

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

 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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 Established procedures with a variety of managed care companies to create intensive outpatient 
and diversion programs 

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

 Served as a liaison to HMO/CMO’s and managed core clinical group contracts. 

 Supervised clinical staff as well as the intake and triage department. 

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

 
 
 

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

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

 Evaluated 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 

 

 Evaluated and treated students with psychological problems for Windham High School Health 
Center. 

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

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

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

 

 Established outpatient programs for adolescents and their families. 

 Treated behavior disorders in children and adolescents.  

 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 

 

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

 Provided consultation and supervised program. 

 

Community Health Center, Middletown, CT          1989-1991 
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Consultant 
 

 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 
 

 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 
 

 Designed the first adolescent PHP in Connecticut. 

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

 

Senior Clinician/Unit Chief           1981-1984  

 Monitored the nursing, clinical and education departments on a treatment unit of 25 
adolescents. 

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

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

 

Director, Alcohol and Drug Program for Adolescents     1979-1984 

 Organized and monitored AA programs and led drug and alcohol groups 

 Provided education to staff on dynamics of substance abuse. 

 

Clinical Administrator            1979-1981 

 Coordinated clinical activities of the interdisciplinary treatment team and managed discharge 
planning. 

 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. 

 Value Options-Provider Advisory Committee for NE Region   2000-2002. 

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

 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.C.S.W., 1994 
C.I.S.W., 1986 
A.C.S.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                    1998 
RUSHFORD CENTER, MIDDLETOWN, CT                      1998 
SUBSTANCE ABUSE AND THE ADOLESCENT WITH LEARNING DEFICITS 
 
CARRIER FOUNDATION, BELLE MEAD, NJ       1984 
STRUCTURING ALCOHOL AND DRUG PROGRAMS FOR ADOLESCENTS AT AN INPATIENT 
 PSYCHIATRIC FACILITY 

 
MOUNT SINAI HOSPITAL, HARTFORD, CT       1982 
TREATING ADOLESCENT CHEMICAL DEPENDENCY IN A PSYCHIATRIC FACILITY 
 
AMERICAN ASSOCIATION OF PSYCHIATRIC SERVICES FOR CHILDREN, SAN FRANCISCO 1981 
FAMILY TREATMENT OF CHEMICALLY DEPENDENT ADOLESCENTS IN A RESIDENTIAL 
 PSYCHIATRIC FACILITY 
 
ELMCREST PSYCHIATRIC INSTITUTE, PORTLAND, CT                    1981 
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. 
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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.  

mailto:annprice5@aol.com
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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 I991  

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, I982 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 IV 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 Illness 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,"  

 



 

68 

 

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]  

 

*** 

 

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, 

CT 06117-2742 
PH: 860-236-1499 

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, LLC, 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, designed & 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. 



 

71 

 
Education 

1981 Cornell University Ithaca, NY 

 M.B.A.., Finance and Accounting concentration. 

 Johnson School of Management 

1979 University of Washington Seattle, WA 

 B.A.., Economics 

 Honors Program 
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Appendix C - Financial Statements 
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74 
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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:  __________________________________  Date:  

____________________ 

Insurance Identification #:  __________________________ 

Clinician Intake  

Clinician Therapist: 

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 first used: ____  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: □MJ □LSD   □ Ecstasy, K, Synthetics  □Cocaine     □Amphetamines      
 
□Narcotics( prescription pain killers or heroin)   □Benzodiazepines     □OTC’s 
 
 
LEGAL ISSUES:      Yes □ No □   If Yes, explain: ______________________________________ 
 
 
 
PAST PYSCHIATRIC AND SUBSTANCE ABUSE TREATMENT HISTORY:  Names and dates, Clinicians, 
Hospitals: ____________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________    
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Patient Name:  _______________________________  ID#:  _____________ Date:  _______________ 
 
Family Psychiatric History:  _______________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
 
MEDICAL & SURGICAL HISTORY:  Include dates & providers 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
 
Smoker: Yes □ No □  Tobacco amount________ Caffeine amount  ________ Seizures: Yes □ No □   

Allergies: ___________________________  Adverse reaction to meds: ___________________________ 
 

Immunization up-to-date: Yes □ No □  Head Trauma _____________ 
 

Last physical Exam: _________________ 

CURRENT MEDICATIONS:  _______________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
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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 ⃝   Hyperactive ⃝   Agitated ⃝   Tremors/Tics ⃝   Muscle Spasms⃝ 
AFFECT:  Appropriate ⃝   Labile ⃝   Expansive ⃝   Constricted ⃝   Blunted ⃝   Flat ⃝ 
MOOD:  Euthymic ⃝   Depressed ⃝   Anxious ⃝   Euphoric ⃝   Irritable ⃝ 
SPEECH:  Normal ⃝ Delayed ⃝   Soft ⃝   Loud ⃝   Slurred ⃝   Excessive ⃝    
  Pressured ⃝   Perseverating ⃝   Incoherent ⃝   Racing Thoughts ⃝ 

THOUGHT PROCESS: Intact ⃝ Circumstantial ⃝   Loosening of Association ⃝   Tangential ⃝ 

  Flight of Ideas ⃝   Grandiose ⃝ 

HALLUCINATIONS: Not Present ⃝    Auditory ⃝   Visual ⃝   Olfactory ⃝ 
DELUSIONS:  Not Present ⃝    Persecutory ⃝   Being Controlled ⃝   Grandiose ⃝ 

   Thought Insertion/Deletion ⃝   Bizarre ⃝ 

SELF-PERCEPTION: No Impairment ⃝ Depersonalization ⃝   De-realization ⃝ 
ORIENTATION:  Fully Oriented ⃝ 
 DISORIENTED: Always ⃝   Sometimes ⃝     Time ⃝   Place ⃝   Person ⃝ 
MEMORY:  Intact ⃝ Impaired:   Immediate ⃝       Recent ⃝            Remote ⃝ 
CONCENTRATION: Intact ⃝ Impaired:   Minimal ⃝            Moderate ⃝      Severe ⃝ 
ATTENTION:  Intact ⃝ Impaired:   Minimal ⃝            Moderate ⃝      Severe ⃝ 
ABSTRACTION:  Intact ⃝ Impaired:   Concrete ⃝          Idiosyncratic ⃝       
JUDGEMENT:   Intact ⃝ Impaired:   Minimal ⃝            Moderate ⃝      Severe ⃝ 
INSIGHT:  Intact ⃝ Impaired:   Minimal ⃝            Moderate ⃝      Severe ⃝ 

     (Use Mini-Mental State if significant cognitive deficits) 

NEUROVEGETATIVE: 
SLEEP:   No Change ⃝ DFA ⃝   MNA _____  EMA ⃝   Hours of sleep _____ 

APPETITE:  No Change ⃝    Decrease ⃝    Increase ⃝    Lbs. lost ____   Current Weight ____ 

LIBIDO:   No Change ⃝    Decrease ⃝    Increase ⃝     
MOTIVATION:  No Change ⃝    Decrease ⃝     
CONCENTRATION: No Change ⃝    Decrease ⃝     
ENERGY:  No Change ⃝    Decrease ⃝    Increase ⃝ 
INTEREST:  No Change ⃝    Decrease ⃝    Increase ⃝ 
OTHER SYMPTOMS: 
  AnxietySx: ____________________________________________________________________ 

  Phobias: ______________________________________________________________________ 
  PanicSx: ______________________________________________________________________ 
  Obsessive Thoughts: ____________________________________________________________ 
  Compulsive Rituals: _____________________________________________________________ 
  Sx of ADD – ADHD: ______________________________________________________________ 
    BipolarSx:      racing thoughts ⃝     increase in activity level ⃝     increase in energy ⃝      
            rapid mood shifts ⃝ __________________________________________________ 
  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: 



 

 

81 

 
Patient Name:  ________________________________  ID#:  ______________  Date:  _______________ 

DSM –IV DIAGNOSIS 

Axis I ____________________   Axis II _____________________   Axis III  _______________________ 

Axis IV ……………………………………  a. Family  ⃝              b. Social ⃝              c. Educational ⃝ 
                                                          d. Occupational  ⃝  e. Housing  ⃝         f. Economic  ⃝        
                                                          g. Health Care  ⃝    h.  Legal ⃝               i. Other ⃝ 

Axis V………………………………… 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 ⃝ No ⃝ 
  Release of information to and from PCP:     Yes ⃝ No ⃝   
  Coordination with other institutions and providers:     Yes ⃝ No ⃝     
 

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 ⃝ No ⃝ 
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 ⃝ No ⃝   

  
Follow-up appointment date and time: __________________________________ 
__________________________________  _______________________ 
SIGNATURE OF CLINICIAN    DATE 
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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.graystoneadv.com 

 
 
 
 
 
 

 
 

From: <Greer>, Leslie <Leslie.Greer@ct.gov> 
Date: Friday, May 24, 2013 10:15 AM 
To: ads <ads@graystoneadv.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  
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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�
��
�������� ������ 

  
  











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
th

.  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
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The Next Right Thing, LLC’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.        
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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. 
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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  

 

Town 

Total 

population 

15-19 year olds 

(2010 US 

Census) 

20-24 year olds 

(2010 US 

Census) 

Total 2010 

Census for 15-

24 Year-olds 

Estimated 16-23 

Year Olds 

(based on US 

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 

Hartford 
23,268 4,376 3,009 7,385 5,908 

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
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US Census Bureau data found on American FactFinder’s web pages 
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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  

Description 

of 

population 

 

Town 

Number 

of 

Persons 

(16-23) 

% 

Needing 

Services 

(but not 

receiving 

treatment)* 

Number of 

Persons 

Needing 

Services 

% of 

Persons 

Proposed 

to be 

Served 

by the 

Applicant 

# of 

persons to 

benefit 

from 

proposal 

16-23 year-

old 

residents 

Avon 1,373 16.54% 
227 

(1,370*.1654) 
2.95% 

7 
(227*.0295) 

16-23 year-

old 

residents 

Canton 800 16.54% 132 2.95% 4 

16-23 year-

old 

residents 

Farmington 2,187 16.54% 362 2.95% 10 

16-23 year-

old 

residents 

Simsbury 2,036 16.54% 337 2.95% 10 

16-23 year-

old 

residents 

West 

Hartford 
5,908 16.54% 977 2.95% 29 

 

Total 

Service 

Area 
12,304  2,035  60 

 

   *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 
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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%. 
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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: 

 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.  
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 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. 

 Other treatment includes individual, family, a variety of group based services, parent support, 

and on-going medical supervision and medication titration. 

 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 IOP setting.  

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) 
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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 

 

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 
Outpatient Psychiatric Clinic for Children  

Extended Day Treatment NO 

 

 

  



 

11 

 

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.           
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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 
questions, please do not hesitate to contact me. 
 
Sincerely, 
 
Laurie 

 
 
Laurie K. Greci 
Associate Research Analyst 
Department of Public Health 
Health Care Access 
 laurie.greci@ct.gov 
 860 418-7032 
 860 418-7053 
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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: DOC001.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, 
 
I 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, 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 
 
 

From: RocchinoA@aetna.com 
To: julianharttjr@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 I am sorry about my timing – hope it can still be used 
Tony   
  
Antonio J Rocchino  
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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 
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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, 
 
I 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  
 
Laurie K. Greci 
Associate Research Analyst 
Department of Public Health 
Health Care Access 
 laurie.greci@ct.gov 
 860 418‐7032 
 860 418‐7053 
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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.  I do not see any letter from Jeff Genser and I 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, 
 
I 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 1st and I’m fairly certain that 
several letters of support were still working their way through the system as of the 25th.  Hopefully, you have letters of 
support from the following in our completed application: 

1. John Bailey (local provider)  
2. Tony Roccino (Aetna, Behavioral Health)  
3. Lisa Namerow (IOL psychiatrist)  
4. Yifrah Kaminer (MD researcher, UCONN) 
5. Jeff Genser (local provider)  

 
As always, thank you for your help. 
 
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 
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www.NextRightThing.net 
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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.  I do not see any letter from Jeff Genser and I 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, 
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I 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 1st and I’m fairly certain that 
several letters of support were still working their way through the system as of the 25th.  Hopefully, you have letters of 
support from the following in our completed application: 

1. John Bailey (local provider)  
2. Tony Roccino (Aetna, Behavioral Health)  
3. Lisa Namerow (IOL psychiatrist)  
4. Yifrah Kaminer (MD researcher, UCONN) 
5. Jeff Genser (local provider)  

 
As always, thank you for your help. 
 
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 
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