CENTER FOR DISCOVERY
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Steven W. Lazarus

Associate Health Care Analyst
Connecticut Department of Public Health
410 Capitol Avenue

Hartford, CT 06134
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Dear Steve,

I am pleased to submit Discovery Practice Management’s application for a Certificate of Need for our
second Mental Health Residential Living Center to provide residential treatment for women with eating
disorders at 1320 Mill Hill Road, Southport, CT 06890. The house will provide therapeutic support 24
hours a day, 7 days a week, to no more than 6 individuals at one time. Discovery Practice Management,
aka Center for Discovery, is one of the nation’s leading providers in residential treatment for eating
disorders.

Enclosed you will find our application for a Certificate of Need. | have also included the edits, questions,
and additional information provided in response to our first CON, in order to help expedite the process.
This application is to provide the exact same services as with our first CON, just at a new location. Our
existing facility in Fairfield is running at capacity and we have a waitlist that is several months long. Our
hope is that we can open this second facility and help alleviate the wait time of the clients who
desperately need help.

Please feel free to contact me at any time for responses to questions or concerns with the application.
Thank you for your help and we look forward to working with your department again.

Best regards,

//—"‘"’
Tim Davis, CFA

Director of Business Development
Center for Discovery

4281 Katella Avenue, Suite 111
Los Alamitos, CA 90720
714-947-7357 (OFFICE)
806-438-3505 (CELL)
714-828-1868 (FAX)
lim.davis@centerfordiscovery.com
vww.cenlerfordiscovery.com

4281 Katella Ave - Suite 111 - Los Alamitos, CA 90720

800-760-3934 - www.centerfordiscovery.com




AFFIDAVIT

Applicant: __Discovery Practice Management, Inc. dba “Center for Discovery
Eating Disorder Program, Southport

Project Title: Center for Discovery Eating Disorder Program, Southport
[, _Dr. Craig M. Brown , CEO
(Individual's Name) (Position Title —~ CEO or CFO)

of Discovery Practice Management, Inc. being duly sworn, depose and state that
(Hospital or Facility Name)

Discovery Practice Management, Inc's information submitted in this Certificate of
(Hospital or Facility Name)

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

)/~ /3- Zo)S
Signature A Date

Subscribed and sworn to before me on/@ﬂ% %//JW%” =
Sttt /% PNS

Notary Public/Commissioner of Superior Court

My commission expires:




Instructions:

1. Please check each box below, as appropriate; and
2. The completed checklist /17151 be submitted as the first page of the
CON application.

/

}Q. Attached is the CON application filing fee in the form of a
certified, cashier or business check made out to the “Treasurer
State of Connecticut” in the amount of $500.

For OHCA Use Only:

TP Rl 22
Docket No.: __J§~ 33,2(_?_‘}2 CONIcheck No.: __g@_}
OHCA Verified by:f"s&;f) ) Date: __ |\ ,! L

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

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

Attached are completed Financial Attachments I and II.

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

BB R

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

emailed to chca@ct.aov.

Important: For CON applications(less than 50 pages) filed
electronically through email, the singed affidavit and the check
in the amount of $500 must be delivered to OHCA in hardcopy.

/@_ The following have been submitted on a CD

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

2. An electronic copy of the documents in MS Word and MS
Excel as appropriate.
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Discovery Practlica Management
is_applying for a Cartificate of
Need pursuant to section 19a-638
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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: Discovery Practice Management, Inc. dba “Center for Discovery”

Contact Person: Tim Davis

Contact Person’s Director of Business Development

Title:

Contact Person’s 4281 Katella Ave. Suite 111, Los Alamitos, CA 90720
Address:

Contact Person’s 714-947-7357

Phone Number:

Contact Person's 714-828-1868

Fax Number:

Contact Person’s tim.davis@centerfordiscovery.com

Email Address:

Project Town: Fairfield

Project Name: Center for Discovery, Southport
Statute Reference: Section 19a-638, C.G.S.
Estimated Total

Capital Expenditure: $0




1. Project Description: New Service (Behavioral Health/Substance Abuse)
a. Please provide a narrative detailing the proposal.

Center for Discovery proposes the opening of a 6 bed Mental Health Residential Living Center
for adulf women (ages 18+} who suffer from eating disorders such as anorexia, bulimia and
binge-eating disorder. Center for Discovery has a proprietary program operating throughout the
country that specfalizes in the treatment of eating disorders. While at the Center, residents
undergo one-on-one therapeutic freatment 3-4 times per week and they participate in over 30
therapeutic groups per week. A physician and psychiatrist check on every client once a week
fo ensure medical stability is maintained and improving and to make any adjustments to
medications that are needed. The Center also provides an intensive dietary program that
involves weekly one-on-one meetings with a dietitian, meal prep, food logs, restaurant outings
to deal with high anxiely behaviors, etc. Center for Discovery is contracted with private pay
insurers nationwide.

Mission Statement

Discovery is the process of uncovering and revealing that which had been previously
unknown. We at Discovery choose as our Mission to provide an infensive therapeutic
experience aimed at profoundly and creatively facilitating behavioral, emotional, and spiritual
growth for individuals and their families. In addition, Discovery combines the finest traditional
inpatient approaches with creative, innovafive and individualized interventions at a
substantially reduced, cost efficient fee, and positions our therapeutic experience at the
forefront of eating disorder treatment.

Popufation to be served

Center for Discovery Residential Eating Disorder Program, Southport will be designed to
treat adult women afflicted with eating disorders. Our clients have an eating disorder (anorexia,
bulimia, binge-eating) as their primary diagnosis. Often, our clients have secondary or co-
oceurring diagnosis including depression, anxiety, efc.

Program Description

The eating disorder program is designed to treat female women who suffer from
anorexia, bulimia and binge eating disorders. The program is accredited by the Joint
Commission. Clients must be medically stable as determined by our medical physician in order
to be cleared for admission into the treatment program. While our clients are admifted based
on a primary diagnosis of an eating disorder, many of these clients do have various secondary
mental health diagnosis. Our therapeutic environment is designed fo freat the client as a whole
and our therapists are trained fo deaf with multi-fevel problems and family systems. However,
we do not admit clients with psychotic disorders or a history of aggressive behavior.

The average length of stay is 40 days. A client is deemed appropriate for discharge when
the treatment team determines the client abie to sustain treatment gains and maintain current
stability and recovery with an outpatient team consisting of a physician, psychiatrist, diefitian
and psychotherapist,




The program is designed to provide an intermediate level of care between acute inpatient
care and oufpatient care. The National Task Force on Eating Disorders has identified
residential treatment of eating disorders as an effective and necessary level of infervention in
the treatment of more severe and treatment resistant disorders. If has been established that
eating disorders that remain untreated resulf in the premature termination of life and are one of
the leading causes of death for adofescent females.

The team at Center for Discovery consists of a physician, psychiatrist, dietitian,
psychotherapist, registered nurses, and counselors. Each resident receives three fo four
psychotherapy sessions each week with a minimum of one being a family psychotherapy
session. They will receive a minimum of one weekly consulf with the psychiatrist, physician,
and diefitian. Additional treatment components include psycho-educational group therapy,
discharge planning, exercise therapy and recreational activities, exposure response
prevention, and a variety of activities including art and music therapy.

Residents work through a treatment “phase system” and follow an individualized treatment
plan that monitors their progress on a weekly basis. The program is designed fo promote
improved family inferactions, social supports along with personal age appropriate
independence including self-responsibility for their recovery. Funding for treatment generally
comes from private insurance or through family resources for a private pay agreement.

2. Clear Public Need
a. Provide the following regarding the proposal’s location:
i. The rationale for choosing the proposed service location;

The Connecticut population is underserved by eating disorder specialist centers. Currently,
there is only one residential center for adulls in the greater Connecticut area. We,
Discovery, operate this other center and our waitlist is several months fong. We have a
facility in Southport we would like to utilize as a second treatment home for the many
women that are on our waiting list and needing this life-saving treatment,

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

The service will occur in Fairfield/Southport, CT. Center for Discovery has a great
refationship with local officials in Fairfield. Currently, the Center operates two adolescent
facilities and one adult facility in the Fairfield jurisdiction and is confident about the focal
support and need in this area. The site under consideration currently operates as a
residential treatment center with approval from the city.

iii. The population to be served, including specific evidence such as incidence,
prevalence, or other demographic data that demonstrates need;

The population served will be adult women (ages 18+) who suffer from eating
disorders such as anorexia, bulimia, and binge-eating disorder that require a
residentiaf treatment level of care.




Our current program in Fairfield opened in April of this year. It quickly ramped up fo
capacity census and we have a 3 month waitlist of clients waiting to get in.

Eating Disorders occur in approximalely 10% of the female population with that
number going as high as 30% during college years (age 18-24). (See aftached
articles). 4% of individuals suffering from Anorexia will die from complications refated
to the disease while approximately 3.9% of bulimics will die. Based off these statistics
and the attached Fairfield County Metrics, 1% of the adult women between the ages of
16-65 will require our leve! of treatment, this projects approximately 2700 women in the
Fairfield county area and 10,600 women in Connecticut overall, If we adjust the
numbers downward and assume only 33% of those clients in need actually seek and
receive freatment, we are still left with 891 women in Fairfield County and 3,512
women in Connecticut who require treatment for an eafing disorder af the residential
level, Qur existing program has a maximum capacity of about 50 patients a year,

iv. How and where the proposed patient population is currently being served;

Currently, the proposed population has only one residential treatment site in the state
of Connecticut. That is our Center for Discovery, Fairfield facility. The other nearest
residential providers for adulfs are in Boston, New York, and Phifadelphia.

v. All existing providers (name, address, services provided) of the proposed
service in the towns listed above and in nearby towns; and

Closest providers of aduff residential treatment:

Center for Discovery Fairfield — 4536 Congress St. Fairfield, CT 06824
Renfrew Treatment Center — 475 Spring Lane, Philadelphia, PA 19128
Cambridge Eating Disorder Program - 3 Bow Street, Cambridge, MA 02138

vi, The effect of the proposal on existing providers, explaining how current
referral patterns will be affected by the proposal.

Existing providers will be provided the opportunity to refer their clients to a highly
specialized level of care thaf does not exist for the community. This offers a great step-
down platform for In-Patient Psych units to refer to as patients are discharged and offers a
higher leve! of care for out-patient practictioners outside of the hospital.

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)**
FY2014 | FY2015 | FY2016 | FY2017
Residential Treatment for Eating Disorders
Total Clients per Year N/A 35 42 49
Total 35 42 49

#* If the first year of the proposal is only a partial year, provide the first partial year and then the first three

full FYs. Add columns as necessary.

*#*% Identify each service/procedure type and add lines as necessary.
¥*%% Fill in years. In a footnote, identify the period covered by the Applicant’s FY (e.g. July 1-June 30,

calendar year, etc.).

b. Provide a detailed description of all assumptions used in the derivation/calculation
of the projected volumes.

Projections are conservative estimates based off historical company data. Average lengths of
stay for adult women with eating disorders are just over 40 days. In the state of Connecticut,
our adolescent facilities run over 90% occupancy rates throughout the year and our existing
adult facility has been running at 100% occupancy for several months. For a 6 bed facility with
90% occupancy and 40 day stays, this makes an average census of 49 which should be
achieved after enough time has elapsed for marketing efforts and outreach fo take full effect.
The projected numbers are actually a conservative estimate of operation volumes.

¢. Provide historical volumes for three full years and the cutrent year to date for any
of the Applicant’s existing services that support the need to implement the
proposed service.

Our adult facility in Fairfield that opened in April, 2015 took onfy 3 months to reach capacity
census, and since then has run at occupancy levels between 90-100%.

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.

See Aftached "Atticles” Section

Center for Discovery’s outcome data shows the resufts of our proprietary treatment method
over our 18 years of ireating eating disorders.

Eating Disorder Statistics & Research — This article discusses the prevalence of eating
disorders within the general community. If goes into detail of the percentage of the
population that struggles with each of the different diagnoses of eating disorders

The Prevalence and Correlates of Eating Disorders in the National Comorbidity Survey
Replication ~ Discusses both the reported frequency of severe eating disorder cases and
also the comorbidity issues that are often related fo the ealing disorder.

4. Quality Measures
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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.

See "Resumes” attachment

Also, below is an outline of the different job roles associated with a treatment home.

Staffing Plan
: - The program is overseen by a Program Direclor, who works full-ime on-site at the facility

location. The Program Director reports to the Director of Operations and communes on 2
daily basis.

-~ The Program Director leads a mulfi-disciplinary freatment team for the facilify. The team is
composed of a Physician, Psychialrist, Primary Therapist, Diefitian, and Facility
Administrator. The team convenes on a weekly basis to assess each client and modify and
design unique treatment plans for each individual client.

- In addition o the treatment team, each facility has Registered Nurses, 2-3 dief techs, and
12-15 counselors on staff.

- The facifity is monitored 24 hours through rofafing shifts of counselors. During nighttime
hours, a counselor is always awake and performing bed checks throughout the night.

- Staff Descriptions and credentials

o The Pragram Direclor is rasponsible for the supervision of the treatment program

and facilify. He/She consults with the Operations Director and the Chiof of
Operations on an as needed hasis fo ensure the best, maost efficient ufilization of
program and company resources. The Program Director closely supervises all
services fo assure they are delivered in keeping with the Discovery Mission
statement. Masters Degree required. Two years experience in residential or
hospital setting.

o The Physician is responsible fo ensure appropriate medical inferventions. The
Fhysician sees each resident and completes a history and physical assessment.
If indicated, medications are prescribed, and monitored by the Physician af least
once weekly. The Physician consulfs with the treatment tearn and may attend the
treatment planning meelings if indicated. Must be a graduate of an approved
medical school and licensed in the state of Connecticut, Eligible for membership
in the local branch of the State Medical Sociefy.

o The Psychiatrist is responsible to consuft with the DD, DOOQ, and COO fo ensure
appropriate psychiatric/pharmacological inferventions. The Psychiatrist sees
each resident and completes a psychiatric assessment. If indicafed, medications
are prescribed, and monitored by the Psychialrist at least once weekly. in
addition, the Psychiatrist consuifs with the treatment team and affends the weekly
treatment planning meelings. Must be a graduafe of an approved medical school
and licensed in the state. Must be eligible for membership in the local branch of
the State Medical Society. Must be experienced in adolescent psychiatry and
freatment.

o The Primary Therapist provides and oversees freatment services as defined in the
daily schedule and assists with supervision and facilify management. The
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combined responsibilities of clinical and administrative supervision/management
are key to the success of the treatment facility. The Primary Therapist must
possess a Masters Degree or Doctorate in an appropriate field with Licensure.
The Center for Discovery utilizes MFT and LCSW interns and psychological
assistants under the supervision of an appropriate Licensed Independent
Practitioner. The Primary Therapist must have at least one year in acute care or
residentiaf treatment or closely related experience.

The Registered Dietitian is responsible to consult in a collaborative fashion with
treatment team to ensure the best standard of nutrifion and dietary services. The
Registered Dietitian is responsible for all the diefary services in addifion to
overseeing the Dietary component within the program. Responsibilities include
training new RD's, dietary support and supervision, grocery budget allocation,
nutrition component design, creation of original class protocols and working in
coltaboration with the Program Director to provide dietary employee reviews and
support. The Registered Dietitian must have a Master's Degree with appropriate
emphasis, state registration, American Digtetic Association certification and
Servsafe certification. The Registered Dietitian must have five years experience in
dietary education and management.

The Counselor is responsible for assisting and supporting residents through the
entire treatment experience from admission through discharge. The Counselor
monitors the course of treatment for each resident in a pro-active manner to
ensure that no problem or trouble may compromise the resident’s or treatment
staff's effort. The Counsefor is responsible for contributing insightful, practical, and
meaningful information to the freatment planning process. The Counsefor
introduces each new resident to his/her feflow residents and the treatment staff
orfentates each resident to the Discovery Treatment Program, orients the resident
with the rules, expectations, infent, and routine of the daily treatment schedule.
The Counselor must have a Bachelor's degree or sufficient experience in an
appropriate fiefd and must be willing fo aftend alf training, education, and staff
enrichment aclivifies,

The Registered Nurse consults with the Physician and Psychiatrist to ensure
appropriate medical interventions. The RN meets with each resident and
completes a daily nursing progress nofe and devefops a Nursing Care Plan
specific fo the identified needs of each resident. The RN is responsible to carry
out any orders received from the Physician and Psychiatrist and atfends freatment
team as indicated. Education: As required for Licensure. Experience; Must be
experienced in psychiatric nursing.

The Diet Technician is responsible to consult with the registered Dietifian and the
Treatment Team refative to clients menu planning and challenges and obstacles.
The Diet Tech plans each client’s daily menu planning and menu correcting. The
Diet Tech follows dietary instructions from the Registered Diefitian in preparing
maeals to meet each client's diefary needs and preferences. The Diet Tech acts
as an assistant to the Registered Diefitian and assists the weekly dietary group.
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b.

Current student in a dietary or Diet Technician training program, DTR preferred.
Prior experience not reguired.

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

Residential treatment helps to bridge the gap between patients coming off fedding tubes or
medical weight restoration and continue the appropriate weight gain while stilf providing the 24
hour supervision that an Out-Patient center cannot provide. Clients are more likely to stcceed in
treatment if they move through all phases of the levels of care. The initiation of residential care in
the area should help lower the number of in-patient stays and help prevent clients from cycling
hack and forth between In-Patient and Out-Patient levels,

S. Organizational and Financial Information

a.

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

Does the Applicant have non-profit status?
[] Yes (Provide documentation) <] No

Provide a copy of the State of Connecticut, Department of Public Health
license(s) currently held by the Applicant and indicate any additional licensure
categories being sought in relation to the proposal.

See attached

Financial Statements

i. Ifthe Applicant is a Connecticut hospital: Pursuant to Section 19a-644,
C.G.S., each hospital licensed by the Department of Public Health is required

to file with OHCA copies of the hospital’s audited financial statements. If the
hospital has filed its most recently completed fiscal year audited financial
statements, the hospital may reference that filing for this proposal.

ii. Ifthe 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.)

Submit a final version of all capital expenditures/costs as follows:
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Capital Expenditures are N/A because the facifity is already owned and operated by Center for
Discovery. Center for Discovery Is looking to move the current business (adolescent care) fo a new
location and all equipment and capital needs have afready been purchased for the facility.

Table 2: Proposed Capital Expenditures/Costs

Medical Equipment Purchase

IN/A

Imaging Equipment Purchase

Non-Medical Equipment Purchase

Land/Building Purchase *

Construction/Renovation **

Other Non-Construction (Specify)

Total Capital Expenditure (FCE)

SN/A

Medical Equipment Lease (Fair Market Value) ***

$N/A

Imaging Equipment Lease (Fair Market Value) *##

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

Fair Market Value of Space ***

Total Capital Cost (TCC)

SN/A

Total Project Cost (TCFE + TCC)

$N/A

Capitalized Financing Costs (Informational Purpose Only)

Total Capital Expenditure with Cap. Fin. Costs

$0

* If the proposal involves a land/building purchase, attach a real estate property appraisal including the

amount; the useful life of the building; and a schedule of depreciation.

** If the proposal involves construction/renovations, attach a description of the proposed building work,
including the gross square feet; existing and proposed floor plans; commencement date for the
constructiony 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 fife of the equipment; and anticipated residual value at the end

of the lease or loan term.

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,

Center for Discovery Residential Eating Disorder Program, Southport will be funded by intermal
operations of Center for Discovery if the need arises. Discovery operates over 20 residential
facilities across that country that provide the cash flow if needed. Appropriate financial

documentation is atfached,

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 Popuiation Mix

| | Current** | Yearl

| Year2

I Year3 |

14




FY 2015 FY 2016 FY 2017 FY 2018

Medicare*

Medicaid*

CHAMPUS & TriCare

Total Government

Commercial Insurers® 98% 98%

Uninsured 2% 2%

Workers Compensation

Total Non-Government i60% 100%

Total Payer Mix

* 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.

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

Assumptions are based off the current payer mix af our existing Connecticut adult and

adolescent facifities. Most of our business is done through private pay commercial insurers
with a few patients coming to us without insurance. These ratios are expected to stay refatively

consistent for the new adult house.

7. Financial Attachments [ & 11

a. Provide a summary of revenue, expense, and volume statistics, without the CON

project, incremental to the CON project, and with the CON project. Complete
Financial Attachment 1. (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 {iscal years of the project.

Actual results for fiscal year and numerical results for project without the CON are N/A as
the proposed program does not exist and will not be able to operate with a CON.

Provide a three year projection of incremental revenue, expense, and volume
statistics attributable to the proposal by payer. Complete Financial Attachment
IL. The projections must include the first three full fiscal years of the project.

See attached

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.),

Assumptions:
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10 FTE’s: The house employs two full-time therapists, 1 full-time Facifity Administrator and
3-4 full-time counselors, The other counselors, diet techs and staff only work 5-15 hours
per week and constitute the other 3-4 FTE's.

Professional Contracted Services: This includes independent contractor agreements with
Physicians, Nurses, and oulside practitioners if needed. Professional services such as
Physicians are only needed for 1-5 hours per week.

Volume Stalistics: These are conservative estimates based on similar 6 bed homes we
operate throughout the country including two adofescent homes and one adult home in
Connecticut. Typical clients per year numbers range from 30-50 based on need in the
area. As Connecticut has a high need and only one other residential home, we anticipate
these numbers being higher than our projections.

Other Expenses: These are composed of projections for groceries/food supplies, auto,
gas, maintenance, fawn care, cleaning services and general maintenance and repair.

Project Commencement Date: Projected opening is March 1, 2016
Revenue: Based off our existing home numbets.

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).

We are contracted with most of the major insurance providers in the area, unfortunately,
these contracts are confidential in nature,

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

We would only need to see one additional client per year for an average length of stay in
order to show incremental operational gains.

f.  Explain any projected incremental losses from operations contained in the
financial projections that result from the implementation and operation of the
CON proposal.

N/A

g. Describe how this proposal is cost effective.

Center for Discovery already has control of the subject property and has a fulf staff in place
ready to operate. Therefore, the costs fo open and run an adulf program are minimal.
Residential treatment is meant to fill the gap between In-Patient and Out-Patient care.
Unfortunately, eating disorder patients require a very high level of supervision and monitoring
to truly affer their self-harming behaviors such as starvation or purging. Individuals that

16




discharge directly to an out-patient program from the hospital typically have very high levels of
relapse and the medical bills are a never-ending cycle of in-patient and out-patient visits.
Residential care provides the fong-term supervision and support that hospitals are unable fo
offer and provides a structured learning environment where clients can learn and praclice the
healing behaviors they will need to successful in an out-patient and at home sefting. The cost
benefit comes in long-term when these clients are able to stop the endless cycle of in-patient
and out-patient and have success at lower levels of care.
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Independent Auditor's Report

To the Shareholder of
Behavioral Health Holdings Il, Inc.:

Report on the Consolidated Financial Statements

We have audited the accompanying consolidated financial statements of Behavioral Health Holdings Il, Inc.
and subsidiary (collectively, the “"Company”), which comprise the consolidated balance sheet as of
December 31, 2014, and the related consolidated statements of income, changes in shareholder's equity
and cash flows for the year then ended, and the related notes to the consolidated financial statements.

Management’s Responsibility for the Consolidated Financial Statements

Management is responsible for the preparation and fair presentation of these consolidated financial
statements in accordance with accounting principles generally accepted in the United States of America;
this includes the design, implementation, and maintenance of internal control relevant to the preparation
and fair presentation of the consolidated financial statements that are free from material misstatement,
whether due to fraud or error.

Auditor’s Responsibility

Our responsibility is to express an opinion on these consolidated financial statements based on our audit.
We conducted our audit in accordance with auditing standards generally accepted in the United States of
America. Those standards require that we plan and perform the audit to obtain reasonable assurance
about whether the consolidated financial statements are free from material misstatement.

An audit involves performing procedures to obtain audit evidence about the amounts and disclosures in
the consolidated financial statements. The procedures selected depend on the auditor's judgment,
including the assessment of the risks of material misstatement of the consolidated financial statements,
whether due to fraud or error. In making those risk assessments, the auditor considers internal control
relevant to the entity’s preparation and fair presentation of the consolidated financial statements in order to
design audit procedures that are appropriate in the circumstances, but not for the purpose of expressing
an opinion on the effectiveness of the entity’s internal control. Accordingly, we express no such opinion.
An audit also includes evaluating the appropriateness of accounting policies used and the reasonableness
of significant accounting estimates made by management, as well as evaluating the overall presentation of
the consolidated financial statements.

We believe that the audit evidence we have obtained is sufficient and appropriate to provide a basis for
our audit opinion.

Opinion

In our opinion, the consolidated financial statements referred to above present fairly, in all material
respects, the financial position of the Company as of December 31, 2014, and the results of their
operations and their cash flows for the year then ended in accordance with accounting principles generally
accepted in the United States of America.

11444 W. Olympic Boulevard, 11" Floor, West Los Angeles, CA 90064 o 4550 E, Thousand Oaks Boulevard, Suite 100, Westlake Village, CA 91362
100 Oceangate, Suite 800, Long Beach, CA 90802 o 117 East Colorado Boulevard, 6" Floor, Pasadena, CA 91105
555 Anton Boulevard, Suite 700, Costa Mesa, CA 92626 o 15760 Ventura Boulevard, Suite 1700, Encino, CA 91436 23
400 W. Ventura Boulevard, Suite 250, Camarillo, CA 93010




Independent Auditor's Report
(Continued)

Report on the Suppiemental Information

Our audit was conducted for the purpose of forming an opinion on the consolidated financial statemenis as a
whole. The accompanying consolidating balance sheet as of December 31, 2014, consolidating statement
of income and schedule of management adjusted earnings before interest, taxes, depreciation and
amortization ("Management Adjusted EBITDA"} for the year ended December 31, 2014 are presented for
purposes of additional analysis and not required as part of the consolidated financial statements. This
information is the responsibility of management and was derived from and relates directly to the underlying
accounting and other records used to prepare the consolidated financial statements.

This information has been subjected to the auditing procedures applied in the audit of the consolidated
financial statements and certain additional procedures, including comparing and reconcifing such information
directly to the underlying accounting and other records used to prepare the consolidated financial
statements or to the consolidated financial statements themselvas, and other additional procedures in
accordance with auditing standards generally accepted in the United States of America. In our opinion, the
information is fairly stated in all material respects in relation to the consolidated financial statements as a
whole.

Fotthmse Condin ;L'VEM Nigt L

Long Beach, California
April 1, 2015
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BEHAVIORAL HEALTH HOLDINGS II, INC. AND SUBSIDIARY

Current assets:

CONSOLIDATED BALANCE SHEET
DECEMBER 31, 2014

ASSETS

Cash and cash equivalents 3
Accounts receivable, net
Prepaid expenses and other current assets
Deferred income taxes
Total current assets

Property and equipment, net
Deferred financing costs, net

Goodwill

Intangible assets, net

Other assets

Total assets $

LIABILITIES AND SHAREHOLDER'S EQUITY

Current liabilities:
Revolving fine of credit $
Accounts payable
Accrued expenses and other current liabilities
Current portion of long-term debt
Total current liabilities

Long-term debt, net of current portion
Deferred income taxes
Total liabilities

Commitments and contingencies

Shareholder's equity:
Common stock, $0.0001 par value, 1,000 shares authorized,
101 shares issued and outstanding
Retained earnings
Total shareholder's equity

Total liabilities and shareholder's equity 5

See accompanying notes to consolidated financial statements.

3

402,102
6,635,688
1,102,444

262,364

8,402,598

1,900,994
247,068
6,922,000
12,130,742
565,425

30,168,827

500,000
751,666
887,986
1,419,683

3,669,335

25,116,386
996,961

29,672,682

1
496,144

496,145
30,168,827



Treating eating
disorders since 1999,
Center for Discovery
has a strong
commitment to
evidence-based
practice. To this end,
Discovery has been
collecting data on our
clients and, in several
separate research
endeavors, has
begun to be able

to answer pertinent
questions related to
1) the process of
treatment,

2) the post-discharge
experience, and

3) the need for
readmission.

2015

'ER FOR DISCOVERY

The process of treatment:

Center for Discovery collects admission and discharge data on clients with eating disorders
and has teamed with North Shore LI and The Feinstein Institute for Biomedical Research to
analyze this de-identified data. We are especially interested in the outcome of residential
treatment for eating disorders and factors that may correlate with need for residential treat-
ment, with treatment success, and with need for readmission. Preliminary findings from the
external data analyses have been presented at both the 2015 Academy for Eating Disorders
(AED) International Conference and the 2015 Society for Adolescent Health and Medicine
(SAHM) Annual Meeting. In the interim of the full analyses, we present the following results
from data collected from clients who received residential eating disorder treatment at Center
for Discovery between January 2006 and January 2015 (N = 1,915).

GRAPH 1: Adult clients with active! anorexia (AN), who entered residential treatment?
extremely malnourished, with an average percent of ideal body weight (IBW) in the mid-70s,
had significant increases of 10.0 percentage points on average. For adolescent clients with
active AN-Restricting Type (AN-R), the mean percent of IBW increased by 14.0; for adolescent
clients with active AN-Purging Type (AN-P), mean percent of IBW increased by 12.2. These in-
creases represent an improvement from medically compromising averages of between 77.5%
and 78.6% of IBW at admission to above 90% at discharge. Reaching the benchmark of 90%
of IBW for developing adolescents is important for a number of reasons including a marked
reduction of symptoms of malnutrition® and the evidence that psychopathological symptoms
can persist for years when weight restoration is incomplete®. Furthermore, leading eating dis-
order researchers** cite slow and low weight restoration as dangerous, as it results in not just
the eventual risk of bone disease and relapse but also a decline in motivation for recovery.

D Admission

8 I’J—: 100 T I:I Discharge
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y k70
S [0} Adolescent AN-R Adolescent AN-P Adult AN-R Adult AN-P
o (n = 298) (n=77) (n=98) (n=68)

Turning to weight in pounds, during their length-of-stay® (adolescent AN-R,

m = 59.3 days, adolescent AN-P, m = 56.9 days; adult AN-R, m = 44.1 days; adult
AN-P, m = 44.4 days), Center for Discovery clients with active AN gained 2.1 pounds
per week on average - a rate of restoration that is hard to achieve at lower levels

of care and increases the likelihood of lasting recovery.” Because persistence of
low body weight predicts poorer long-term outcome® and approximately 20-25% of
individuals with AN will become chronically ill>8, Center for Discovery is committed to
timely weight restoration. '

27




GRAPH 2: Center for Discovery provides the necessary structure for a swift cessation of purging behavior, a symptom
that can be difficult to extinguish in lower levels-of-care. On average, adolescents and adults with either AN-P or BN?, who
were exhibiting purge behavior upon admission, were able to reduce these behaviors by 99.0%. Furthermore, during an
average length of stay® (adolescent AN-P, m = 58,5 days; adolescent BN, m = 50.0 days; adult AN-P, m = 51.2 days; adult BN,
m = 45.8 days), the vast majority of clients (89.1%) were able to stop purging completely.
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GRAPH 3: Because Center for Discovery takes a holistic approach, symptoms of depression and anxiety are important
targets for treatment. Graph 3 presents average scores on the Beck Depression Inventory (BDI) and the Beck Anxiety
Inventory (BAl) at the time of admission and discharge for adolescent and adult clients with a diagnosis of either AN or BN,
On average, our adolescent clients entered residential treatment? at Center for Discovery within the moderate range of
depression and anxiety, whereas adult clients began treatment within the severe range for depression and anxiety.'
However, both adolescent and adult clients scored within or on the cusp of the mild range of depression and anxiety at
the time of discharge, a vast improvement in mood and related functioning, and an improvement that can strengthen
lasting recovery."
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Center for Discovery is dedicated to restoring weight, greatly reducing purge behavior, and improving mood, and we make
great strides in these areas during clients’ treatment with us. However, symptom improvement in treatment, no matter how
great, is just the first step. Lasting recovery, although built upon the foundation of the work clients do in treatment, is forged
once clients leave the structure of Center for Discovery. Thus, Discovery researchers knew following up with families after
discharge would be imperative and initiated a research project to study clients’ post-discharge experience.

www.centerfordiscovery.com 28




The post-discharge experience:;

The following information was collected from parents of our adolescent clients (n = 68) who were 6 months to 1 year

post-discharge from Center for Discavery's residential eating disorder program.

95.6 % of clients engaged in aftercare within 7 days of discharge (e.g., began PHP/IOP or attended

outpatient treatment appointments)

For clients who had been diagnosed with AN and were discharged at or above 90% of ideal body weight, 88.9% were

reported to have maintained their weight

For the clients with a history of purging, 78.6% were reported as being purge-free the month before contact

81.0% of clients who discharged to a lower level-of-care did not need to be stepped back up to a higher level of eating

disorder treatment at Discovery or any other treatment setting

Additionally, parents were asked to answer the following two questions using the below scale:

How do you feel like your child is doing compared to before they began Center for Discovery?

How do you feel like your child is doing compared to when they discharged from Center for Discovery?

Much better | Better | About the same | Worse |

Much worse

2 I 0 I

GRAPH 4: Examining the first question, the
vast majority (90.6%) of parents reported
that their child was doing better or much
better than before beginning treatment at 2
Center for Discavery. The answer to the
second question, which was designed to
measure whether improvements achieved
while in treatment were maintained after
discharge, was a bit of a surprise to our
researchers. Although we have routinely
watched clients make great strides during
their treatment, we could only hope that
clients did not backslide after leaving

the structure of Center for Discovery.
However, the data suggests that not only
are improvements maintained, but that

AVERAGE PARENT RESPONSE
o

Center for Discovery clients actually by SRRy |
continue to get better following their How do you feel How do you feel
discharge. In fact, 84.4% of parents your child is doing your child is doing

L ; compared to before compared to when
reported their child was doing better or they began they discharged from
much better since discharging from | Center for Discovery?  Center for Discovery?

Center for Discovery.

-2

2: Much Better

1: Better

0: About the Same

— -1: Worse

-2: Much Worse

In summary, 6 months to 1 year after discharge, clients who had received residential eating disorder treatment from
Center for Discovery were not only maintaining the improvements they had made in treatment, but had actually continued
to improve, with over 3 of clients with a history of purging having ceased this behavior and approximately 90% of clients

with AN having maintained their weight within a healthy range.

www.centerfordiscovery.com
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The need for readmission:

Since Center for Discovery began treating eating disorders in 1999, we have treated over 2,600 clients at the residential
level-of-care. Of those clients, only 14.7% have readmitted to Discovery's residential eating disorder program anytime in
the past 16 years. Examining readmission rates for specific time frames, 11.6% of our clients readmitted within one year
of discharge, 8.8% readmitted within 6 months, 6.2% readmitted within 90 days, and 2.7% readmitted within 30 days of

discharge. Such readmission rates are significantly lower than those typically found for a higher level-of-care for eating
disorders, which can be as high as 45.0% to 77.5%.72%2

Weight restoration
Elimination of purge behavior

imor nt Y4 Y )\ AN
Mood improvement RJZ @ QJ \/ [p Ji\.ﬂf
Post-discharge success

Low readmission rates

At Center for Discovery, we are driven to provide the most effective, evidence-based treatment experience ...and
our results speak for themselves. Through all of our research endeavors, our mission is to continuously enhance
our program, give confidence to families and clients regarding the decision to enroll, work with insurance
companies for adequate length of treatment, and lead the field in understanding treatment for eating disorders,

FOR MORE INFORMATION ABOUT CENTER FOR DISCOVERY'S
EVIDENCED-BASED TREATMENT, PLEASE CALL 866-407-2876.

www.centerfordiscovery.com

Active AN indicates clients who were below 85% of IBW upon admission to Center for Discovery.

For the purpose of the analysis for this graph, residential treatment was operationalized as having received at least 7 days of treatment at the residential
level-of-care.

Strober, M., Freeman, R, & Morrell, W., (1997). The long-term course of severe Anorexia Nervosa in adolescents: Survival analysis of recovery, relapse, and
outcome predictors over 10-15 years in a prospective study. International Journal of Eating Disorders, 22(4), 339-360.

Strober, M., & Johnson, C. (2012). The need for complex ideas in Anorexia Nervosa: Why biology, environment, and psyche all matter, why therapists make
mistakes, and why clinical benchmarks are needed for managing weight correction, International Journal of Eating Disorders, 45(2), 155-178.

s Steinhausen, H.C. (2002). The outcome of Anorexia Nervosa in the 20th century. American fournal of Psychiatry, 159, 1284-1293.
Here length-of-stay averages are only representative of those clients meeting criteria for this analysis,

Lund, B. C, Hernandez, E. R, Yates, W. R, Mitchell, J. R, McKee, P. A, & Johnson, C. L. (2009). Rate of inpatient weight restoration predicts outcome in
Anorexia Nervosa. International Journal of Eating Disorders, 42, 301-305.

Viricel, ], Bossu, C, Galusca, B, Kadem, M., Germain, N., Nicolau, A., et al. (2005). Restrospective study of Anorexia Nervosa: Reduced mortality and stable
recovery rates. La Presse Médicale, 34, 1505-1510.

? For the purpose of the analysis for Graph 2, only clients with a length-of-stay of 30 days or greater were included, as at least one month of treatment was
needed to calculate average purge episodes per month on discharge.

0 For BDI, 0-9 is minimal, 10-18 is mild, 19-29 is moderate, and 30-63 is severe. For BAI, 0-7 is minimal, 8-15 is mild, 16-25 is moderate, and 26-63 Is severe.

"' Herpertz-Dahlmann, B., Wewetzer, C,, & Remschmidt, H. (1995). The predictive value of depression in anorexia nervosa: Results of a seven-year follow-up
study. Acta Psychiatrica Scandinavica, 91(2), 114-119.

' Steinhausen, H., Grigoroiu-Serbanescu, M., Boyadijieva, S., Neumarker, K, & Metzke, C. W. (2008). Course and predictors of rehospitalization in adolescent
anorexia nervosa in a multisite study. International Journal of Eating Disorders, 41(1), 29-36.

' Lay, B, Jennen-Steinmetz, C., Reinhard, I, & Schmidt, M. H. (2002). Characteristics of inpatient weight gain in adolescent anorexia nervosa: Relation to speed
of relapse and re-admission. European Eating Disorders Review, 10(1), 22-40.
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¢ Anorexia Nervosa Statistics

* Bulimia Mervosa Statistics

o Binge Bating Disorder Statistics

¢ (General Statistics on Eating
Disorders

o Female Eating Disorder
Prevalence Rates

e Male Eating Disorder Statistics

o Prevalence Rates of Fating
Disorders in Adolescents

o Student Eating Disorder Statistics

o Prevalence of eating disorders
among athletes

e Dieting Statistics and Prevalence

Eating disorders studies, statistics and research are sttprisingly difficult to find. Occasionally you will find
websites and articles that reference a few key studies, but they are few and far between outside of university or
clinical joutnals and papers. We’ve put together some of the key stafistics on eating disorders here for our
readers.

Anorexia Nervosa Statistics

Anorexia Prevalence
e Tt is estimated that 1.0% to 4.2% of woinen have suffered fiom anorexia in their fifetime.[1]
Anorexia Mortality Rates

o Anorexia has the highest fatality rate of any mental ilness. )
o It is estimated that 4% of anorexic individuals die from complications ofthe diseasel!

Aecess to Anorexia Treatment

o Only one third of individuals struggling with anorexia nervosa in the United States obtain treatment. /4]
31




Bulimia Nervosa Statistics

Bulimia Prevalence

o Ttis estimated that up to 4% of females in the United States will have bulimia during their lifetimel).

Bulimia Mortality Rates
o 3.9% of these bulimic individuals will die. ®!
Access to Bulimia Treatment
o Ofthose practicing bulimia, only 6% obtain treatment(").

Binge Eating Disorder Statistics

Binge Eating Prevalence

it ol 'E"}i
sk Ky | Advertisement

o 2.8 % of American adults will struggle with BED during their lifetime. Close to 43% of individuals suffering
from Binge Eating Disorder will obtain treatment(®],

Binge Eating Disorder Mortality Rates
32




o 5.2% ofindividuals suffating fiom eating disorders not otherwise specified,?] the former diagnosis that
BED, armong other forms of disordered eating) was included inunder the DSM-IV) die from health
complications.

Access to Binge Fating Treatment

o Close to 43% of individuals suffering from Binge Eating Disorder will obtain treatment.[10)

General Statistics on FEating Disorders

o Rating disorders are a daily struggle for 10 million females and 1 million males in the United States.[1]

o Four out of ten individuals have either personally experienced an eating disorder or know someone who

12
has.[ L

Over a lifetime, the following percentages of women and men will experience an eating disorder:

Female Eating Disorder Prevalence Rates

o 9% of women will struggle with anorexia in their lifetime
° 1.5% of women will struggle with bulimia in their lifetime
o 3.5% of women will struggle with binge eating

Male Eating Disorder Statistics

° .3% of men will struggle with anorexia
° 5% ofmen will struggle with bulimia

o 2% of men will stuggle with binge eating disorder [13]

Prevalemce Rates of Eating Disorders in Adolescents 33




o The National Instituie of Mental Health reports that 2.7% ofteens. ages 13- 18 yeais old, stugele with an

I 14
eating chsorder.[ ]

a

Student Fating Disorder Statistics

o 50% ofteenage gitls and 30% ofteenage boys use unhealthy weight control behaviors such as skipping

meals, fasting, smoking cigareites, vomiting, and taking laxatives to control their weight.[1]

— : . ... 116
o 25% of college-aged women engage in bingeing and purging as a method of managing their welght.[ :

Prevalence of eating disorders among athletes

o 13.5% of athleies have subclinical to clinical eating disorderst??!
o 42% of female athletes competing in aesthetic sports demonstrated eating disordered behavioisH 1]

Dieting Statistics and Prevalence

o Over 50% ofteenage gitls and 33% ofteenage boys are vsing resirictive measures to lose weight at any
given time.[17]

o 46% of9-11 year-olds are sometimes, or veiy often, on diets, and 82% of their families are sometimes,
or very often, on diets).[18]

o 91% of women recently surveyed on a college caimpus had attempted to control their weight through
dieting, 22% dieted often or always.[1°]

° 95% ofall dieters will regain their lost weight in 1-5 years.[20]

o 35% ofnormal dieters progress to pathological dieting. Ofthose, 20-25% progress to partial or filll-

syndroime eating disorders.
o 25% of American men and 45% of American women are on a diet on any given day,[2!]

If youneed treatment, find an eating disorder center and talk to a professional.
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Backgiround

Little population-based data exist on the prevalence or correlates of eating disorders.

Methods

Prevalence and comrelates of eating disorders from the National Comorbidity Replication, a nationally
representative face-to~face household survey (n . 9282), conducted in 2001—2003, were assessed using the
WHO Composite International Diagnostic Interview.

Fosulis

Lifetime prevalence estimates of DSM-1V anorexia nervosa, bulimia nervosa, and hinge eating disorder are
.9%, 1.5%, and 3.5% among women, and .3% .5%, and 2.0% among inen. Survival analysis based on
retrospective age-of-onset reports suggests that risk of bulimia nervosa and binge eating disorder mereased
with successive birth cohorts. All 3 disorders are significantly cormorbid with many other DSM-IV disorders.
Lifetime anorexia nervosa is significantly associated with low current weight (body-mass index18.5), whereas
lifetime hinge eating disoxder is associated with cwirent severe obesity (hody-mass index < __ 40). Although
most respondents with 12-month bulimia nervosa and binge eating disorder report some role impairment
{data unavailable for anorexia nervosa since no respondents met ctiteria for 12-month prevalence), only a
minority of cases ever sought treatment.

Conchisions

Eating disorders, although relatively uncomnon, represent a public health concern because they are
frequently associated with other psychopathology and role impairment, and are frequently under-treated.

Keywords: Anorexia nervosa, binge eating disorder, bulimia nervosa, eating disorders, epidemiology,
national comorbidity survey replication (NCS-R)

Two eating disorders—anorexia nervosa and bulimia nervosa—are recognized as diagnostic entities in the
Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-1V) (American Psychiatric 5,




Association 1094); a third category, binge eating disorder, is proposed in DSM-IV as a possible new diagnostic
enlity. However, data are incomplele on the prevalence of these 3 disorders in the general population. The
prevalence of anorexia nexvosa has been investigated mainly in samples of young women in Europe and
North America, where the average point prevalence has been .3% (Hoek and van Hoeken 2003; Favaro el al
2004). The lifetime prevalence among adult women has been reported as .5%—.6% in 2 large population-
based surveys it the United States (Walters and Kendler 1995) and Canada (Garfinlel et al 1996); the latter
study found a prevalence of anovexia nervosa among adult men of 1%, The lifetime prevalence of bulimia
nervosa in adult women has been esiimated as 1.1%—2.8% in 3 large populationbased surveys in New Zealand
(Bushnell et al 1990), the United States (Kendler et al 1991), and Canada (Garfinkel et al 1095). For men, the
lifetime prevalence of bulimia nervosa was estimated at .1% in the Canadian study and .2% in the New
Zealand study, but the point prevalence of bulimia nervosa in a study in Austria was reported as .5% (Kinzl et
al 1900h), For the case of binge eating disorder, 2 population-based telephone interview surveys of adults in
Austria estimated the point prevalence as 3.3% among women (Iinz! et al 199ga) and .8% among men (Kinzl
et al 1909h). Other studies of binge eating disorder have been limited to specific populations (e.g., young
women) or were based only on questiorinaires, rather than personal interviews {Streigel-Moor -ank
2004; Favaro et al 2004).

Population-based interview data are needed to ascertain the prevalence of the 3 eating disorders as well as to
provide data on age-of-onset distributions, duration, and association with sociodernographics and body-mass
index (BMI). Population data could also address the question of cohort effecis—whether the incidence of
eating disorders has changed in recent decades. Also of interest is the association of eating disorders with
other mental disordexs, with measures of disahility, and with history of mental health treatment. Finally,
population-based dita may be useful in examining alternative definitions of eating disorder syndroines in
order to determine which definifions are most meaningful as markers of psychopathology. To addiess these
questions, we analyzed data from the recently completed National Comorbidity Survey Replication (NCS-R).

Maihads and Materals Go to:

Sample

The NCS-R is a nationally representative survey of the US household population that was administered face-
to-face to a sample of 9282 English-speaking adulis ages 18 and older between February 2001 and December
2003 (Kessler and Merikangas 20604). The response rate was 70.9%. The sample was based on a multi-stage
clustered area probability design. Recrvitment featured an advance letter and Study Fact Brochure followed
by in-person interviewer visits to obtain informed consent. Consent was verbal rather than written in order to
parallel the consent procedures in the baseline NCS (Kessler et al 1094). Respondents were given a $50
financial incentive for participation. The Human Subjects Committees of hoth Harvard Medical School and
the University of Michigan approved these recruitment and consent procedures. '

The survey was administered in 2 parts. Part I included the core diagnostic assessment and was administered
to all respondents. Part [T assessed additional disorders and correlates of disorders. Paxt IT was administered
to a subset of 5692 respondents consisting of all thase who met lifetime criteria for a Part I disorder plus a
probability sample of other respondents. Disorders of secondary interest were administered to probability sub-
samples of the Part 11 sample. Egting disorders were among the latter disoiders.

The analyses reported here were carried out in a sub-sample of 2080 Part IT respondents who were randomly
assigned to have an assessment of eating disorders. Data records in this subsample were weighied to adjust
for the over-sampling of Part I respondents with a mental disorder, differential probabilities of selection
within households, systematic non-response, and residual socio-demographic-geographic differences between
the sample and the 2000 Census. NCS-R sampling and weighting are discussed in more detail elsewhere

{Kessler et al 2004D).

Diagnostic Assessment 38




NCS-R diagnoses were based on Version 3.0 of the World Health Organization Composite I nternational
Diagnostic Interview (CIDI) (Kessler and Ustun 2004), a fully structured layadministered diagnostic
interview that generates diagnoses according to both 1CD-10 and DSM-1V criteria. DSM-IV criteria were used
in the current report. Cove disorders included the three broad classes of disorder assessed in previous CIDI
surveys (anxiety disorders, mood disorders, and substance disorders) plus a group of disoxders that share a
common feature of difficulties with impulse control (e.g., intermittent explosive disorder, attention-
deficit/hyperactivity disorder, retrospectively reported childhood oppositional-defiant disorder, and conduct
disorder). Diagnostic hierarchy rules and organic exclusion rules were used in making all diagnoses, As
detatled elsewhere (Kessler et al 20044, 2005), good concordance was found between these core CIDI
diagnoses and diagnoses based on the Structured Clinical Interview for DSM-IV (SCID) (Fiust ef al 2002) in a
yprobability sub-sample of NCS-R respondents who were administered clinical reappraisal interviews. The area
under the receiver operator characteristic curve was in the range of .65—.81 for anxiety disorders, .75 for
major depressive episode, .62—.88 for substance disorders, and .76 for any anxiety, mood, or substance
disorder. No clinical reappraisal interviews were carvied out for the impulse-control disorders, as these weve
not core NCS-R disordexs.

For the present study, questions from the CID] were used to assign diagnoses of anorexia nervosa, bulimia
nexvosa, and binge eating disorder based on DSM-IV criteria. The full diagnostic algorithms for all 3
disorders, together with a sensitivity analysis using alternative, narvower definitions of bulimia nervosa and
binge eaiing disorder, are presented as supplemental material available online with the electronie version of
this article and at www.hepamed harvard.edu/nes eating.phyp; the corresponding CIDI questions used to
operationalize the criteria are available at www hepamed.harvard.edu/nes.

Most of the CIDI questions closely paralleled the DSM-IV criteria, but to meet criteria for binge eating
disorder, DSM-1V requires a minimum of 6 months of regular eating binges, whereas the CIDI asked only
whether fle individual experienced 3 months of symptoms. Thus, individuals displaying more than 3 months,
but less than 6 months, of regular binge eating would be classified ag having binge eating disorder in our
algorithm, but not in DSM-1V. Also of note is that for binge eating episodes in bulimia nervosa and binge
eating disorder, DSM-IV requires assessment of loss of control, and for binge eating disoxder requires marked
distress regarding binge eating; these iterns were assessed in the CIDI by a series of questions about attitudes
and behaviors that are indicators of loss of control and of distress, rather than By divect questions.

In addition to the 3 eating disoxders, we also defined 2 provisional entities. The first was “subthreshold binge
eating disorder,” defined as a) binge eating episodes, b) occurring at least twice a week for at least 3 months,
and ¢) not occurring solely during the course of attorexia nervosa, bulimia nervosa, or binge eating disorder.
Thus, subthreshold binge eating disorder did not require DSM-1V criterion B (3 of 5 features associated with
hinge eating) or C (marked distress regarding binge eating for binge eating disorder). The second was “any
binge ¢ating,” also defined as a) binge eating episodes (again, not requiring DSM-IV criteria B and C), b},
oceurring at least twice a week for at least 3 months, but ¢) lacking the hierarchical exclusion critevion if the
individual simultaneously exhibited another eating disorder. In other words, any binge eating was diagnosed
regardless of whether or not the individual simultanecusly met criteria for any of the other 3 eating disorders
or for subthreshold binge eating disorder. This entity thus included all cases of bulimia nervosa, binge eating
disorder, and subthreshold binge eating Jisorder, as well as cases of anorexia nervosa with binge eating. Full
diagnostic algorithms for these 2 pravisional entities, together with a sensitivity analysis parallel to that
above, are presented as supplemental material available with the online version of this article and at

www . hep.med.harvard.edu/nes/ [eating,php.

[n summary, we examined a total of 5 conditions—2 official DSM-IV disorders (anorexia nervosa and
hulimia nervosa), 1 proposed DSM-IV disorder (binge eating disorder), and 2 provisional entities that partially
overlapped with 1 or more of the previous 3 disorders. Although in the following text we refer to these 5
conditions colleciively as “disorders” for simplicity, the reader should bear in mind that they vary in terms of
their level of general aceeptance. 39




As indicated above, ouy criteria allowed that individuals could display more than one lifetime diagnosis of an
eating disorder. We used data from the CIDI regarding time of onset and recency (ie., the thme when the
disorder was last present) to apply diagnostic hierarchies, so that bulimia nervosa, binge eating digorder, and
subthreshold binge eafing disorder were not diagnosed in the presence of anorexia nervosa; and so that binge
eating disorder and subthreshiold binge eating disorder weve not diagnosed in the presence of bulimia nervosa.
Because the CIDI provides information only about onset and recency of a disorder, individuals with an
episode of a given eating disorder occurring only in between two or more discrete episodes of a hierarchically
exclusionary disorder (e.g., anorexia nervosa) would not have been diagnosed with that disorder.

For individuals meeting criteria for any of the 5 five disorders, the CIDI assessed age of onset, recency, years
with the disorder, and professional help-seeking. Respondents with 12-month prevalence (that is, individuals
who met eriteria for the eating disorder at any time within the 12 months before interview) were additionally
administered the Sheehan Disability Scales (Leou et al 1997) to assess the severity of recent episodes and were
asked about treatment in the past 12 months.

Statistical Analyses

Cross-tabulations were used to estimate prevalence, disability, and treatment. The aciuarial method (Wolter
1085) was used to esiimate age-of-onset curves. Discrete-time survival analysis with the person-year as the
unit of analysis (Willett and Singer 1993} using logistic regression (Hosmer and Lemeshow 2000) wasused {o
estimate cohort effects. Logistic regression was also used to study socio-demographic coirelates and
comorbidity. Logits and their 95% confidence intexvals were converted into odd ratios by exponentiation for
ease of interpretation. Standard errors and significance tests were estimated nsing the Taylor series
linearization method (Walter 1985) implemented in the SUDAAN software system (Research Triangle
Institute 2002) to adjust for the weighting and clustering of the NCS-R data. Multivariate significance of
predictor sets was evaluated using Wald _ 2 tests based on design-corrected coefficient variance-covariance
matrices, Statistical significance was evaluated using 2-tailed .05-level tests; it should be noted that this level,
which was pre-specified for all NCS-R analyses, does not correct for multiple comparisons and thus
underestimates the overall type I error rate.

Besults Prevalence

Lifetime prevalence estimates of anorexia nervosa, bulimia nervosa, binge eating disorder, subthreshold binge
eating disorder, and any binge eating were 6%, 1.0%, 2.8%, 1.2%, and 4.5% (Table 1). Lifetime prevalence
was congistently 134 to 3 times as high among women as men for the 3 eating disovders (z _ 2.2—2.8,P_
.029—.005), 3 times as high among men as women for subthreshold binge eating disorder (z__3.3, P_ .001},
and approximately equal among women and men for any binge eating (z _1.2, P _ 219}, No 12-month
eages of anorexia nervosa were found in the sample. The 12-month prevalence estimates of the other 4
disorders were considerably lower than the lifetime estimates, although with similar sex ratios. Estimates of
camulative lifetime risk by age 80, based on retrospective age-of-onset reports (Figure 1), were 0.6% for
anorexia nervosa, 1,1% for bulimia nervosa, 3.9% for binge eating disorder, 1.4% for subthreshold binge
eating disorder, and 5.7% for any binge eating.

~. | Figureg
o Age-of-onget distributions for DSM-IV eating disorders

Tabley
Lifetime and 12-month prevalence estimates of DSM-IV eating disorders

and related behavior
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Age of Onset and Peysisfence

Median age of onget of the five disorders yanged from 18—2t years (Table 2). The period of onset risk was
shorter for anorexia nervosa than for the other disorders, with the earliest cases of the other disorders
beginning about 5 years earlier than fhose of anorexia nervosa {ages 10 vs. 15), and no cases of anorexia
nervosa beginning after the mid-20s—whereas some cases of the other disorders began at a much older age {

Figures 1 and 2).

Figure 2
Cohort-specific age-of-onset distributions for DSM-1V Anorexia Nervosa

Table 2
Estimated age of onset and persistence of DSM-I V eating disorders and
velated entities

The mean namber of years with anorexia nervosa (1.7 years) was significantly lower than far either bulimia
nervosa (8.3; £ _ 4.1, P_.001), binge eating disorder (8.1; ¢ _ 2.9, P _.006), subthreshold binge eating
disorder (7.2; t __ 2.6, P _.013), or any binge eating (8.7; t _ 2.9, P_ .005) (Table 2). Congistent with these
differences in duration, 12-month persistence, defined as 12-m onth prevalence among lifetime cases, was
lowest for anorexia nervosa (,0%) and higher for bulimia nervesa (30.6%), binge eating disorder (44.2%),
subthreshold binge eating (47.2%), and any binge cating (46.9%).

Cohort Effects

Congistent jnverse associations between cohort {age at interview) and lifetime risk were found in sarvival
analyses of all 5 disorders (Table ). However, the odds ratios in younger (ages 1829, 30—44) versus older
(60_) cohorts were significantly higher for all comparisons only for bulimia nervosa, binge eating disorder,
and any binge eating.

Table 4
Inter-cohort differences in lifetime risk of D8M-1V eating disorders and

related hehavior

Association with Body-Mass index

Individuals with a lifetime diagnosis of anerexia nervosa displayed a significantly lower current BMI —with a
greater prevalence of a current BMI of _ 18.5, and a lower prevalence of a current BMI _ 40—than
respondents without any eating disorder (Table 4). The reverse pattern was found for binge eating disorder,
with a significantly higher prevalence of BMI of _ 40 among individuals with binge eating digorder than
respondents without any eating disorder. Any binge eating was also associated with severe obesity, but this
finding was atirfbutable entirely to cases of binge eating disorder.

Table 4
Difference in BMI categories at the time of interview in lifetime

2} prevalence of DSM-IV disorders and related behavior

Twelve-Month Role Iinpairment

Role impairment was assessed only for 12-month cases; since there were no 12-month cases of anorexia
nervosa, our analysis was limited to the other 4 disorders. The majority of respondents with bulimia nervosgy




hinge eating disorder, or any binge eating reported at least some role impairment (mild, moderate, or gevere)
in at least 1 role domain (53.1%—78.0%), but only 21.8% of respondents with subthreshold binge eating
disorder reported this degree of impahment (Table 5). Severe role impairment was much less common, and
canged from 3.4% in subthreshold binge eating to 16.3% in bulimia nervosa, with no significant differences in
prevalence among groups.

Table s
Impairment in role fanctioning (Sheehan Disability Scales) associated
with 12-month DSM-IV eating disorders and related behavior

Comorbidity

More than half (56.2%) of respondents with anorexia nervosa, 94.5% with bulimia nervosa, 78.9% with binge
eating disorder, 63.6% with sibthreshald binge eating disorder, and 76.5% with any binge eating met criteria
for at least 1 of the core DSM-IV disorders assessed in the NCS-R (Table 6). Hating disorders were positively
related to alinost all of the core DSM-1V mood, anxiely, impulse-control, and substanee use disorders afier
conirolling for age, sex, and race-ethnicity, with 89% of the odds ratios for the association between individual
eating disorders and individual comorbid conditions greater than 1.0 and 67% significant at the .05 level. The
odds ratios were consistenily largest, though, for bulimia nervosa, with 2 median (and inter-quartile range n
parentheses) odds ratio of 4.7 (4.3—-7.5), next highest for binge eating disordey (3.2 [2.6—3.71) and any binge
eating (3.2 [2.4~3.8]), and smaller for anorexia nervosa (2.1 {1.2—2.9]) and subthreshold binge eating
disorder (2.2 [1.1~2.9]). No single class of disorders stood out as showing consistently or markedly higher
comorbidity with eating disorders,

Table 6
"1 Lifetime co-morbidity (OR) of DSM-IV Eating Disorders with other core
NCS-R/DSM-1V disorders and related behaviorst

Treatment

A majority of respondents with anorexia nervosa, bulimia nervosa, and binge eating disorder (50.0%-63.2%)
received treatment for emotional problems at some time in their lives, with the most common site of
treatment being the general medical sector for anorexia nervosa (45.3%) and binge eating disorder (36.3%),
and the mental health specialty sector for bulimia nervosa (48.2% for psychiatrist and 48.3% for other mental
health) (Table 7). However, smaller proportions sought treatment specifically for their bulimia nervosa
(43.2%) orbinge eating disorder (43.6%). Only 15.6% of respondents with 12-month bulimia nervosa and
28.5% with 12-month binge eating disorder received treatment for emotional problems in the 12 months
before interview, with the most common site of treatment being the general medical sector, and similar
proportions received 12-month treatment specifically for their bulimia nervosa or binge eating disorder.

Table7
Age-of-onset priority of DSM-IV eating disorders and related behavior

with comorbid DSM-1V disorders

Supplemental data are available with the electronic version of this article and online at

www . hep.medharvard.edu/nes/eating.php.

Pisoussion Go to:

In a population-based suxrvey of American households—the first nationally representative study of eating
disorders in the United States—we found estimates of lifetime prevalence for eating disorders that are bloadly




consistent with earlier data. However, we found a surprisingly high proportion of men with anorexia nervosa
and bulimia nervosa (representing approximately one-fourth of cases of each of these disorders). By contrast,
clinical and case vegistry studies (Faivburn and Beglin 1090; Hoelc and van Hoeken 2003) report that fewer
“than 10% men among cases of these disorders, and population-based studies report a 15% proportion of men
for anorexia nervosa (Garfinkel et al 1006) and 8%-10% of men for bulimia nervosa {(Bushnell et al2000;
Garfinkel et a] 1005). Note, however, that estimates from population-based studies, including gurs, are
unstable because they involve small numbers of men with eating disovders (no more than 5 men with either
disorder in any study).

Our findings provide unique data regarding the lifetime duration of eating disorders, and the onset and
duration of binge eating disorder, together with extensive information on sociodemographic features of
individuals with all 5 disorders. Also, our study provides support for the common impression that the
incidence of bulimia nervosa has increased significantly in the second half of the twentieth century (Kendlex
et al 1001; Hoek and van Hoek 2003), and it provides the first data showing a similar trend for binge eating
disorder. Nevertheless, there are some data suggesting that the incidence of bulimia nervosa may be leveling
off in recent years (Currin et al 200%). Whether the incidence of anorexia nervosa has increased over thine is
unclear and subject to debate. We failed to find a significant increase, but had little power to detect such a
trend; case vegistry study data have yielded conflicting findings and interpretations (Fambonne. 1694; luncas
et al 100y; Hoek and van Hoeken 2003; Currin et al 2005).

We found that lifetime anorexia nervosa is associated with a low current BMI, a finding consistent with
follow-up studlies of clinical samples of individuals with anorexia nervosa showing that low weight often
persists after resolution of the disorder (Steinhausen 2002). By contrast, binge eating disorder was found to be
strongly associated with current severe obesity (BMI _ 40)—a finding also consistent with earlier reports (de
Zwaan 2001; Streigel-Moore and Franko 2003; Hudson et al 2006). Although the cansal pathways
responsible for this latter association are unclear, shared familial factors {such as shared genes or shared
family environmental exposures) are likely af least partly responsible {Hudson et al 2006).

We also assessed role impairment in all disorders except anorexia nervosa, where analysis was precluded
because no 12-month eases were identified, While the majority of respondents with bulimia riervosa, binge
eating disorder, or any binge eating reported at least some role ipairment i atleast 1 role domain, only
21.8% of respondents with subthreshold binge eating disorder reported any role impaihent. Severe role
impairment was uncorimon in all conditions. [t is important to note, though, that participants may possibly
have under-reported role impairment due to factors such as minimization, shame, secrecy, or lack of insight
stemming from the ego-syntonicity of symptoms.

Less than half of individuals with bulimia nervosa or binge eating disorder had ever sought tweatment for
their eating disorder (a measure not assessed for anorexia nervosa), although the majority of individuals with
all 3 disorders had received treatment at some point for seme emotional problem. This finding, coupled with
the observation that physicians infrequently assess patients for binge eating (Crow et al 2004) and oftén fail
to recognize bulimia nervosa and binge eating disorder (Johnson et ai 2001), highlights the importance of
querying patients about eating problems even when they do not include such problems among thefr
presenting complaints,

We found a high prevalence of lifetime comorbid psychiatric disorders in individualg with all disorders except
subthreshold binge eating disorder, although this finding was less pronounced for anorexia nervosa. These
vesults are again generally consistent with those reported in previous population-based studies for anorexia
nervosa (Garfinkel et al 1096), bulimia nervosa {Kendler et al 1091; Bushnell et al 1904; Garfinlkel et al 1095;
"Rawe et al 2002), binge eating behavior (Vallrath et al 1092; Angst 1088; Bulik et al 2002), and regular binge
eating without compensatory behaviors (Reichborn-Kiennerud et al 2004h), as well as in previous studies of
clinical populations for anorexia nervosa, bulimia nervosa, and binge eating disorder (Hudsou et al 1687;
Halmi et al 1901; Johnson et al 2001; Godart et al 2002; Kaye et al 2004; McElroy et al 2005). The cause fois
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