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Associate Health Care Analyst ;
i i EGCEIVE
Connecticut Department of Public Health W la U W LS ﬂ
410 Capitol Avenue -
Hartford, CT 06134 MAY = 7 2016
”Offlce of
Dear Steve, HEALTHCARE ACCESS

| am pleased to submit Discovery Practice Management's application for a Certificate of Need to provide
residential treatment for women with eating disorders at 4536 Congress St, Fairfield CT. 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. Center for Discovery operates 10 adolescent facilities and 3
adult facilities for the treatment of eating disorders.

Enclosed you will find the application for a Certificate of Need including printed legal notification that
ran from Tuesday, March 11" - Thursday, March 13" in the Connecticut Post. We look forward to
working with you on the project and are happy to address any concerns or guestions you may have.
Please feel free to contact myself, Tim Davis, at anytime for responses to questions or concerns with the
application. My contact info is included on this page.

Thank you for your time and we look forward to bringing this needed level of treatment to Connecticut.

Dav1s
Busmess Development Manager
Center for Discovery
4281 Katella Avenue, Suite 111
Los Alamitos, CA 80720
714-947-7357 (OFFICE)
714-828-1868 (FAX)
tim.davis@centerfordiscovery.com
www.centerfordiscovery.com

CENTER FOR DISCOVERY

4281 KatellaAve - Suite 111 - Los Alamitos, CA 90720

800-760-3934 - www.centerfordiscovery.com




Application Checklist

Instructions:

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

T

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:

F

Note:

Docket No.:,4315f 13 -CON o o =607 E
OHCA Verified by:_ 7 Bater Bl

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.

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 ohca@ct.qov.

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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AFFIDAVIT

Discovery Practice Management, Inc. dba "Center for Discovery
Eating Disorder Program, Fairfield"

Applicant:

Center for Discovery Eating Disorder Program, I airfield

Project Title:

|,  Dr. Craig M. Brown , CEO
(Individual's Name) (Position Title — CEO or CFO)

of Discovery Practice Management, Inc. peing 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.

Sig nature Date

Subscribed and s to before me on /\P(“ \ Z / ZoiH

I@%blic&ommissioner of Superior Court
02 - B

My commission expires:

RYAN OTT
Commission # 1973652
Notary Public - California 2

Ventura County Z
My Comm. Expires Mar 30, 2016




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
Title: Business Development Manager

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

Contact Person’s
Phone Number:  714-947-7357

Contact Person’s
Fax Number: 714-823-1868

Contact Person’s
Email Address: tim.davis@centerfordiscovery.com

Project Town: Fairfield
Project Name: Center for Discovery, Fairfield
Statute Reference: Section 19a-638, C.G.S.

Estimated Total Capital Expenditure: $0




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

Center for Discovery proposes the opening of a 6 bed residential treatment home for adult
women (ages 18+) who suffer from eating disorders stich as anorexia, bufimia and binge-
eating disorder. Center for Discovery has a propristary program operating throughout the
country that specializes in the freafment of eating disorders. While at the Center, residents
undergo one-on-one therapeutic treatment 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 infensive dietary program
that involves weekly one-on-one meetings with a dietitian, meal prep, food logs, restaurant
outings to deal with high anxiety behaviors, efc. Center foi Discovery fs contracted with

private pay insurers nationwide.

Mission Stafement
Discovery is the process of uncovering and revealing that which had been previously
unknown. We at Discovery choose as our Mission to provide an intensive
therapeutic experience aimed at profoundly and creatively facilitating behavioral,
emotional, and spivitual growth for individuals and their families. In addition,
Discovery combines the finest traditional inpatient approaches with creative,
innovative and individualized interventions at a substantially veduced, cost efficient
fee, and positions our therapeuic experience af the forefromt of eating disorder
freqifment.

Population to be Served
Center for Discovery Residential Eating Disorder Program, Fairfield will be designed to
freat adult women afficted with eating disorders. Our clients have an eating disorder
(anorexfa, bulimia, binge-eating} as their primary diagnosis. Often, our clients have
secondary or co-occurring diagnosis including depression, anxiely, efc.

Program Description

The eating disorder program is designed fo freat female women who suffer from
anorexia, bulimia and binge eating disorders. The program is accredited by the Joint
Commission for Accreditation of Healthcare Organizations. Cfients must be medically
stable as determined by our medical physician in order to be cleared for admission fnto
the treatment program. While our clients are admitted hased 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 treat the client as a whole and
our therapists are trained fo deal with mulfi-level problems and family systems.
Howsver, we do not admit clients with psychotic disorders or & history of aggressive
behavior.

The average length of stay is two fo three months. A client is deemed appropriate
for discharge when the freatment team determines the client able to susfain




treatment gains and maintain current stability and recovery with an outpatient team
consisting of a physician, psychiatrist, dietician and psychotherapist.

The program Is designed fo provide an infermediate level of care between acite
inpatient care and oulpatient care. The National Task Force on Eating Disorders
has identified residential treatment of eating disorders as an efféctive and
necessary level of infervention in the treatment of more severe and treatment
resistant eating disorders. It has been established that eating disorders that
remain unireated result in the premature termination of life and are one of the
feading causes of death for adolescent females.

The team at Center for Discovery consists of a physician, psychiatrist, dietician,
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 consult with the
psychiatrist, physician, and digtitian. Additional treatment components include
psycho-educational group therapy, discharge planning, exercise therapy and
recreational activities, exposure response prevention, and a variety of activities
including arf 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 to promote improved family interactions, social supports along with
personal age appropriate independence including seff-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.

it

The rationale for choosing the proposed service location;

The Connecticut population is underserved by eating disorder specialist centers.

Currently, there are no residential centers for adults in the greater Connecticut area. In

fact, Center for Discovery operates the only residential treatment centers for eating
disorders in the state - which are for adolescents.

The service area towns and the basis for their selection;

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




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

Eating disorders oceur in approximately 10% of the fomale population with thet
number going as high as 30% during college years (age 18-24). (See “Eating Disorder
Stafistics & Research’” in Articles section). 4% of individuals suffering from Anorexia
will die from complications related fo the disease while approximately 3.9% of bulimics
will die. 1-3% of the population will need our level of residential treatment. Currently,
our adolescent faciliies are filled fo capacity with a wait fist that is 3-4 months long.
These facilities are also in the Fairfield area and serve the southern part of
Connecticut and families from the Westchester area of New York. Treatment
professionals in the area have consistently talked about the lack of options for women
over the age of 18, and Center for Discovery would like to offer that freatment that
does nof exist in Connacticut or New York at this time.

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

Currently, the proposed population has no option for residential treatment in the state
of Connecticut. The nearest residential providers for adults are in Boston of
Philadelphia. Adult women with eating disorders in Connecticuf are confined to out-
patient therapy, in-patient psych units, or leaving their region/home for an extended
period of fime. :

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 adult residential freatment:
Renfrew Treatment Center — 475 Spring Lane, Philadelphia, PA 19128
Cambridge Eating Disorder Prograim — 3 Bow Street, Cambridge, MA 02138

In the State of Connecticut:

No current providers of aduft residential eating disorder treatment. Cenier for
Discovery offers two adolescent programs in the area, one in Southport and one in
Faitfield, CT.

vi. The cffect 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 fo a highly
specialized level of care that does not exist for the communily. This offers a great step-

down platform for In-Patient Psych units to refer to as patients are discharged and
offers a higher level of care for out-patient practitioners 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)**

FY 2014 [ FY 2015 | FY 2016 | FY 2017

Residential Treatment for Eating Disorders

Total Clients Per Year | N/A 35 42 149

Total 35 42 49

Footnote — Fiscal year is January [ —December 31. First year is projected to begin January 1, 2015,

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

Projections are conservalive eslimates 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.
For a 6 bed facility with 90% occupancy and 40 day stays, this makes an average census
of 49 which should be achieved affer enough time has elapsed for marketing efforts and
outraach fo take full effect. The projected numbers are actually & conservative estimate of
operation volumes.

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.

As mentioned, we currently have fwo adolescent faciliies in the Stafe of Connecticut that
both run at about 90% occupancy rates. While approximately 1% of adolescents will
require the level of treatment that we provide, that number triples for colfege aged females
and remains at 1% for adulf women olfder than 24. The age range of 18+ will encompass a
much larger pool of individuals who need freatment as compared to the adolescent pool.

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 “Articles” Section

Eating Disorder Statistics & Research — This article discusses the prevalence of eating
disorders within the general community. It goes info 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 sating disorder cases and
also the comorbidity issues that are often refeted fo the eating disorder.
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4. Quality Measures

a. Qubmit  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 Director, who works full-time on-site af the
facility location. The Program Director reports fo the Director of Operations and
communes on a daily basis.
The Program Director leads a multi-disciplinary treatment team for the facility. The
team is composed of a Physician, Psychiatrist, Primary Therapist, Digtitian, and
Facility Administrator. The team convenes on a weelly basis to assess each client
and modify and design unigue treatment plans for each fndividual client.
In addition fo the freatment team, each facility has Registered Nurses, 2-3 diet
techs, and 12-15 counselors on staff.
The facility is monitored 24 hours through rotating shifts of counselors, During
nighttime hours, a counselor is always awake and performing bed checks
throtighout the night.
Staff Descriptions and credentials

o The Program Director is responsible for the supervision of the treatment

program and facility. He/She consulis with the Operations Diractor and the
Chief of Operations on an as needed basis fo ensure the best, most
efficient utilization of program and company resources. The Program
Director closely supervises all services to assure they are delivered in
keeping with the Discovery Mission statement. ~ Masters Degree required.
Two years experience in residential or hospital setting.

o The Physiclan is responsible fo ensure appropriate medical inferventions.
The Physician sees each resident and completes a history and physical
assessment. If indicaled, medications are prescribed, and monitored by
the Physician at least once weekly. The Physician consults with the
treatment team and may affend the treatment planning meetings 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 Society. _

o The Psychiatrist is responsible to consult with the DD, DOO, and COO fo
ensure  appropriafe  psychiatric/pharmacological interventions.The
Psychiatrist sees each resident and complefes a psychiatric assessment.
If indicated, medications are prescribed, and monitored by the Psychiatrist
at least once weekly. In addition, the Psychiafrist consuts with the
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treatment feam and atfends the weekly treafment planning mestings. Must
he a graduate 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 treatment.

The Primary Therapist provides and oversees freatment Services as
defined in the daily schedule and assists with supervision and facility
management. The combined responsibilities of clinical and administrative
supervision/management are key fo the success of the treatment facility.
The Primary Therapist must possess a Masters Degree or Dottorate in an
appropriate field with Licensure. Center for Discovery ulilizes 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 acufe care or residential treatment or closely
related experience.

The Registered Diefitian is responsible fo consuft in a colfaborative fashion
with treatment team to ensure the besf standard of nutrition and dietary
services. The Registered Dietitian is responsible for alf the dietary services
in addition 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 coffaboration with the Program Director fo
provide dietary employee reviews and support. The Registered Dietitian
must have a Master's Degree with appropriate emphasis, stafe registration,
American Dietetic Association certification and Servsafe certffication. The
Registered Diefitian must have five years experlence in dietary education
and managemeht; adolescent experience is required.

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 fo ensure that no problem or trouble may compromise the
resident’s or treatment staff’s efforf. The Counselor is responsible for
contributing insightful, practical, and meaningful information to the
treatment planning process. The Counselor infroduces each new resident
to his/her fellow residents and the treatment staff, orientafes each resident
to the Discovery Treatment Program, orients the resident with the rules,
expectations, intent, and routine of the dafly freatment schedule. The
Counselor must have a Bachelor's degree or sufficient expetience in an
appropriate field and must be willing fo attend alf training, education, and
staff enrichment activities.

The Registered Nurse consufts with the Physician and Psychiatrist fo
ensure appropriate medical inferventions. The RN meefs with each

13




resident and completes a daily nursing progress note and develops a
Nursing Care Plan specific to the identified needs of each resident. The
RN is responsible to carry out any orders received from the Physician and
Psychiatrist and atfends treatment team as indicated. Education:_As
required for Licensure. Experience: Must be experienced in pediatric and
psychiatric nursing, '

o The Diet Technician is responsible to consuff with the registered Dietitian
and the Treatment Team relative 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 Dietitian in preparing meals fo meet each client's dietary needs
and preferences. The Diet Tech acts as an assistani fo the Registerad
Diefitian and assists the weekly dietary group. Current student in a dietary
or Diet Technician training program, DTR prefetred. Prior experience not
required.

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

The region has a large gap in levels of care between In-Patient and Out-Patient care
for adulis with eating disorders. Residential treatment helps to bridge the gap between
patients coming off feeding tubes or medical weight resioration and coniinie the
appropriate weight gain while still providing the 24 hour supervision that an Out-
Patient center cannot provide. Clients are more likely to succeed in ireatment 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
cyeling back and forth between In-Patient and Out-Patient levels.

5. Organizational and Financial Information
a. Identify the Applicant’s ownership type(s) (e.g. Corporation, PC, LLC, etc.).
Corporation

b. Does the Applicant have non-profit status?
[[] Yes (Provide documentation) D<| 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.

Center for Discovery and Adolescent Change currently has two licenses through the
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Department of Children and Families. Please see copies of licenses in “Licenses” section.
d, Financial Statements

Financial Statements for Discovery Practice Management, Inc contain private, confidential
information about the company and its ownership. Center for Discovery is willing to refease
appropriate documentation to the Connecticut Depariment of Public Health or OHCA if a non-
disclosure or confidentiality agreement can be reached.

i. If the 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
staterments, the hospital may reference that filing for this proposal.

ii. H'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.)

e. Submit a final version of all capital expenditures/costs as follows:

Capital Expenditures are N/A because the facility is already owned and operated by Center for
Discovery. Center for Discovery is looking fo move the current business (adolescent cars) fo a
new location and all equipment and capital needs have already been purchased for the facility.

Table 2: Proposed Capital Expendifures/Costs

Medical Equipment Purchase $N/A
Imaging Equipment Puichase
Non-Medical Equipment Purchase
Land/Building Purchase *
Construction/Renovation **

Other Non-Construction (Specify)
Total Capital Expenditure (TCE) S N/A

Medical Equipment Lease (Fair Market Value) #** $ N/A
Imaging Equipment Lease (Fair Market Valug) ***
Non-Medical Equipment Lease (Fair Market Value) *%%
Fair Market Value of Space ***

Total Capital Cost (TCC) 3 N/A
Total Project Cost (TCI. + TCC) 3 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 depreciatioit.

*% Tf the proposal involves construciion/renovations, attach a description of the proposed building work,
including the gross square feet; existing and proposed floor plans; commencement date for the
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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, atiach 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.

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

institution,

Center for Discovery Residential Eating Disorder Program, Fairfield will be funded
by internal operations of Center for Discovery if the need arises. Discovery operates

16 residential facilities across the country that provide cash flow if needed,
Appropriate financial documentation can be provided if a non-disclosure or

confidentiality agreement can be reached.

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** Yearl Year 2 Year 3

_ FY 2014 FY 2015 FY 2016 FY 2017
Medicare*
Medicaid*
CHAMPUS & TriCars
Teotal Government
Commercial Insurers® 98% 98% 98%
Uninsured 2Wo 2% 2%
Workers Compensation
Total Non-Government 100% 100% 100%

Total Payer Mix

* Includes managed care activity.

= New programs may leave the “current” column blank.
wk# 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 of current adolescent population mix. Most of our business
is done through private pay commercial insurers with a Jfew patients coming fo us
without insurance. These ratios are expected to stay relatively consistent for the adult

population,

7. Financial Attachmenis I & 11
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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.

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

For projections for the next three years, please contact Tim Davis at Center for
Discovery (tim.davis@centerfordiscovery.com) about reaching a confidentiality or
non-disclosure agreement regarding Discovery’s financial information.

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.

Financial Attachment II 12.C(ii) can be provided if a non-disclosure or
confidentiality agreement is signed.

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.).

Assumptions:

10 FTE’s: The house employs two full-time therapists, 1 full-time Facility 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 contracior agreements with
Physicians, Nurses, and outside practitioners if needed. Professional services such as
Physicians are only needed for 1-5 hours a week.

Volume Statistics: These are conservative estimates based on similar 6 bed homes we operate
throughout the country including two adolescent homes in Connecticut. Typical clients per year
numbers range from 30-50 based on need in the area. As Connecticut has a high need and no
current providers, we anticipate these numbers being even higher than our projections.

Other Expenses: These are composed of projections for Groceries/Food supplies, auto gas &
maintenance, lawn care, cleaning services, and general maintenance and repair.

Project commencement date: Projected opening is January 1, 2015.

Revenue: Revenue is confidential and subject to non-disclosure.
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Expense % Increases: Expenses ate confidential and subject to non-disclosure.

d. Provide documentation or the basis to suppoit the proposed rates for each of the
FYs as repotted in Financial Attachment II. Provide a copy of the rate schedule
for the proposed service(s).

Rate agreements are confidential

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

To show incremental gains that out earmn inflationary pressures in expenses will require a 30
unit (client days) bump year over year.

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 Residential Eating Disorder Program already has controf of the stbject
property and has a full staff in place ready to operate. Therefors, the costs to open and run an
adulf program are minimal. Residential treatment is meant to fill a gap between In-Patient and
Out-Patient care. Unfortunately, eating disorder palients require a very high level of
supervision and monitoring to fruly alfer their self-harming behaviors stch as starvation or
purging. Individuals that discharge directly fo 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 long-term supervision and support that
hospitals are unable fo offer and provides a structured leaming environment where clients can
learn and practice the healing behaviers they will need fo be successful in an out-pafient and at
home setting. The cost benefit comes in long-term when these clients are able to stop the
endlfess cycle of in-patient and out-patient and have sticcess at fower levels of care.
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experienced ragistered nurse

Viest Haven, CT
jandegfen@live.com - (203) 845 7282

WORK EXPERIENCE

INSTRUGTOR for PATIENT CARE TECHNICIAN
CNA - 20711 t0 2013

MEDICAL/BEHAVIORAL HEALTH SUPERVISOR
STONE ACADEMY - West Haven, OT - 200210 2011

STAFF AND CHARGE NURSING ON A DUAL DIAGNOSIS
VAMEDICAL CENTER -~ West Haven, CT - 198810 2003

HOMECARE PLUS MLFD,, CT. (ASSISTED IN THE DEVELOPMENT, CASE MANAGEMENT, AND
PATIENT CARE OF A NEW DEPT. IN A HOME HEALTR AGENCY, ACCORDING TO STATE AND
MEDICARE REGULATIONS, MY WORIK FOCUSED ON EDUCATING CLIENTS AND FAMILIES AS WELL
AS OVERSEEING STAFF, PATIENT AND FAMILY PROGRESS.)

MEDICAL/PESYCHIATRIC NURSING 1288-2003

Inpatient and Quipatient setiings

VA MEDICAL GENTER WEST HAVEN, CT. { STAFF AND CHARGE NURSING ON A DUAL DIAGNOSIS,
SUBSTANCE ABUSE, AND PTSD UMITS: ASSISTED IN THE DEVELOPMENT AND MANAGED AN OUT-
PATIENT UNIT, MY FOGUS WAS ON SUPERVISING AUXILARY STAFF, PATIENTS, AND EDUCATING
BOTH IN DISEASE PROCESSES AND ASSUMING RESPONSIBILITY FOR WELLNESS.)

STAFF NURSE
PSYCHIATRIC CHARGE - 1885 fo 1989

CT. MENTAL HEALTH CENTER NEW HAVEN, CT (CASE MANAGED, FACILITATED THERAPY GROUPS,
TAUGHT DISEASE CONCEPRT CLASSES, ASSISTED IN COURT MANDATED COMPETENGY IV"EETINGS)

CARDIAC REHAB INSTRUCTGR
YALE NEW HAVEN HOSPITAL - New Haven, CT - 1982 fo 1985

PROVIDED PATIENT CARE, PRECEPTED NEW NURSES, ASSISTED IN THE DEVELOPMENT AND
TAUGHT CARDIAC REHAB CLASSES TO RECOVERING PATIENTS AND FAMILIES)

STAFF AND CHARGE HURSE ON GENERAL PEDIATRIC UMIT; PROVIDED BACKUP
NURSING TO NEWBORN IGU
ROOSEVELT HOSPITAL - New York, NY - 1880 {o 1582

NYC, NY {STAFF AND CHARGE NURSE ON GENERAL PEDIATRIC UNIT; PROVIDED BACKUP NURSING
TO NEWEORN ICU)
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Cheri Kleiman
| Mew Haven Avenue » Unit 2P« Milford, Connecticet 06460
Cheri. Kleiman@gmail com « 203.823.0029

EDUCATION

Master gf Stience in Marsiage and Family Therapy, 2008
Central Connecticut Siate University — New Britain, CT
Raclielor of Aris in Psychetagy, 2004 — Miner in Spanisi
University of North Flovide — Jacksonville, FL '

EXPERIENCE
Marriage and Family Thevapisi, Collaborative Counseling Group, Fuaipfiald, CT' (5/2013-Current
Pripate Practice -

»  Provide individual, family, and couples therapies within a group private practice sefting

¢  Maintain positive relationships with other community providers in order to facilitate referral Drocessss

Senior Supervising Clinician, Mid-Fairfield Child Gridance Center, Norwalk, CT G820 2-Corrvent
Oirlpaticini Clinic

®  Responsible for providing clinical supervision to marriage and family therapy interns and therapists
working toward licensure
Provide individual and family therapics to clents served in an outpatient treatntent setting
Co-facilitate adolescent and multi-family Diafectical Behavior Therapy groups
Provide Trauma-Focused Cognitive Behavioral Therapy to children and families with histories of frauma
Manage client crises with use of on-call phone services
Lead supervision groups focused on Trauma-Focused Cognitive Behavioral Therapy
Participate in weekly DBT consuliztion team in compliance with the model

g & ¢ 8 5 g

Clinical Therapist, The Clildren's Center of Hamden, Hamden, CT 04/2011- 0872012
Quipusient Subsiance Abuse Treatment Pragram
o  Provided individual and family therapies to adolescents with substance abuse diagnoses
e  Administered case management services in collaberation with the Jjuvenile court system and the
Departinent of Children and Families
o Completed all clinical documenitation in comgliance with Medicaid and agency standards
e  Résponsible for making referrals for aftercare services following discharge

Clinical Therapist, Youth Contimams Inc., North Huven, CT 10/2010- Q8/2612
»  Provided individual and family therapies to adolescent males residing in a therapeutic group home
& Planned and conducted ciinieal and life skills groups that were formulated fo engage residents with various
compiex mental heglth diagnoses
e Courdinated discharge plans to adult serviess or family reunification
Colleborated with mulsidiseip] inary treatment team te crente individualized trestinent plans

Clinieal Therapist, The Children's Camter of Banden, Hamden, CT 10/2008-18/201¢0
Uriipatient Psyehiatric Services and (CARE} Crisis Stabilization Program
o Responsible for providing individual and famiily therapies to clents in the Quipationt Mental Health Clinge
and Crisis Stabilization Program
e Coordinated with outside agencies during assessment, freatment, and in planaing for afiercare
o  Developed crisis plans with families and provided them with Information about community resources

Fdake Coardinater, The Children's Center of Hamden, Hemden, CF G372008-10/2008
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Quipaticnt Psyclidatric Services

Conducted intake interviews and provided comprehensive clinical assessmients of childven and families

-]
refarred to Extended Day Treatment Program and Outpatient Mental Health Clinic
o Evalnated referrals and determined necessity for admission fo Crisis Stabilization Program
o Obtained anthorization for services from insurance companies
Clinical Therapist Intern, The Children's Center of Hamden, Hameden, CT 08/2006-0572008
Exteirded Day Treament Pragram ’
@ Responsible for carrying a client caseload and providing individual, family, and group therapies
o Provided trauma based therapy working mostly with cases with histories of abuse and neglect
e Worked as part of a mulidisciplinary treatment team providing information, strategies, and z clinieal
perspective on treatment of children
o Conducted mulsi-family therapy groups with clients in residential substasce abuse treatment program

CERTIFICATIONS AND SPECIFIC TRAINING

4 B @ Q@

Licensed - Marrizge and Family Therapist (LMFT) by the state of Connectieut, License number: 041386
AAMFT Approved Supervisor candidate

Intensively trained in Trauma-Focused Cognitive Behavioral Therapy model

Completed training in adolescent Dialectical Behavior Therapy through Behavioral Tech, LLC

Trained in the Risking Connections model for treating psychological wauma
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Amber P. Tillman
14 Marie Dr. APT 12
Seymour CT, 06483
{203) 224-0957
amberﬁilmm‘x_@,gahno.com

Eduegfi_qn_: University of New Haven, West Haven, CT Graduated in Angust 2017 with Masters in
soience degree for Criminal Justice with a coacentyation in Victimalogy

Bay Path College, Longnteadow, MA Graduated in May 2010 with Bachelor in science degres in Criminal
Fustice

Norwatk Communisy College Morwalk, CT Gr.aduated i December 2006 with Asscciates in sclence
degree for Criminal fustice. '

Work Exp erience:

The Center of Women and Fawmilivs, Sufe Advacate Fall 2012- Present

e Responsible for providing client intake and advocacy, Hotline coverage, provide support groups
2 3 per week. Advocating with outside system regarding clieat’s needs, agsisting client in
developing safety planning which address client’s particular siinations

o Providing clients with information and referral and regources outside of thie domestie violenée
program and provide victim compensation information and assisting in filing compensation
forms;

o Providing crisis intervention for shelter clients as needed, providing transportation for shelter
clients, medical needs, shopping, education program, cultural activities, efc.

s Updating shelter coordinator and/or en-call staff— phone when appropriate, Ensure positive and
safe environment for shelter wornen and ¢hildren and aitend afl scheduled per diem meefings and
on-going frainings, :

¢  Updating progress plan to assure that residents are actively working on goals. Meet with residents
two times per week to monitor their progress, establish a calendar for planned activities for shelter
residents and responsible for household and food inveniory, weekly grocery shopping

Community Solutions, Inc. AIC Case Manager Fall 2012-Fall 2013

o Respousible for conducting elient orientations, collecting intake data, performing client needs
sssessments and malking recommendations to the supervisor regarding treatment ngeds.

o Déveloping and documenting program plan goals with clionts. Monitoring freatment stipulations,
jab readiness preparation, comm unity resource reférrals. Developing and implementing a
‘discharae plan for clients.

e  Scheduling, conducting and documenting individual connsefing sessions that address client
personal issuss and program performance. Making recommendations to supervisor for corrective
action as reguired and monitoring on an ongoing basis.

o Maintaining client files and ensuring gompliance with agency poliey vegarding confidential
information. ‘

s Comipleting all client-related decumentation and making log entries on all shifts activities.

&Heare, Crisis Advocate Fail 201 1- Fall 2012

» Responsible for delivering supportive services ta domestic violence victims at shelter, such as
domestic violence counseling, safoty planning, shelter orientation to new cliénis, and fransportation
when appropriste.

«  Coordinating sheltering with other domestic violence programs of other facilities in accordance with
CT Coalition prograim standards, providing in persen supportive services as needed at Griffin Hospilal,
catchment avea police stations and sate houses, complete hotline intake for every hotline call received,
complete hotline activity sheet for each shifted worked and establish an on call recourse file so that
client concems can be addressed effectively, performing danger assessment for clients, performing
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LAP program{Lethality asscssment program) with client and police officer.

State of Connecticut Judicial Branch, Frobation Yolunteer Fall 200 1-Spring 2012
o  Similarto my internship this pesition also involved comntunicating with clients to gather infornration
to update their accounis, seiting appointments for clients and docurmenting them , performing

background checks on clients, completing probation forms and paperwork, faxing probation forms to
other offices. Calling other probations offices and halfway houses for client’s information and filing
client’s paperwork. Creating case notes for all client activities and inputting drog test results and status
of treatment programs. '

s Transferring probation clients from ons officer 1o another; writing arrest warranis and police report
summaries, mailing probation foums to ¢lients, creating new restitstion accoudts For clients and
preforming early probation ternination process.

Computer Skilis: Microsoft word, PowerPoint, Exeel, Adébe Photoshap
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8 Old Gate Lane G- 0 203-648-2815
Newtown, {1 05470 ' 7 . o karenschwarlz12@yahoo.com

SURIMARY

Graduate student in Masters Program in Human Nutritlon. Assisted individuals in learning the concept of 2
healthy life style through nutrition and fitness. Great motivator and can adapt to different personalities.
Strong ahility to communicate nutritional advice to people from different backgrounds. Well develeped
computer skills, including the use of Microsoft Offfce applications on both Mac and PC platforms,

WORK EXPERIENCE
Westpork School Disirict, Westport, CF Outober 2013 fo Present
Health Assistant, i€~ 12
Perform initial psychological and physical assessment (take temperature, examine minor wounds and bruises,
view throat, etc.), evaluate demneanor, discuss and analyze syimptoms, and determine if nursing care is
necessary.

Club24 Concept Gyms, Newtown, {T April to September 2013
Assistant Manager

> Acknowledged every member every thimie and responded ta member feadback.

v Created a welcoming and friendly environment for club members and colleagues

¥ Participated in member and staff functions and events

% Held monthly staff meetings with employees to go over the gyms accomplishments and future goals

5 Increased both employee sign ups as well as employee retention

% Answered all customer questions regarding equipment, notrition and exercise

>  Discussed dietetic patterns with individual members aided therm in creating a healthy lifestyle balance

Arlas Air Worldwide Holdings, Purchase, NY 2011 02013
Retiability Analyst

> Performed analysis of aiveraft maintenance program to achieve the highest fevel of safety and economics.
»  Monitored Relizhility Data for the 767 fleet for adverse treads that could affect the ETOPS fleet and
participate in the event investigations process as required. Review, monitar, and evaluate ETOPS related
alerts.

Prepared monthly ETOPS operating summaries and associaied reports.

Communicated with management on the ETOPS fieet reliability at scheduled Reliability Meetings
‘Reviewed and evaluated maintenance discrepancies generated from pilot write-ups, maintenance wiite-
ups, and non-routine cards. nitiate actions on findings that show an adverse trend.

Analyzed effectiveness of proposed and implemented aireraft modifications

Experiencad in maintaining compliance with FAA requirements for 3 Reliability Program

Provided data as required by maintenance to determine causes of adverse reliability trends.

Providad analysis on Malntenance and aircraft problems to the Manager of Maintenance Programs.
Assisted Maintenance and Engineering with data cellection for project justifications.

Performed other duties as directed by the Reliability Manager, or the Director of Quality Assurance /
Quality Controk

v o
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EDLICATION

Currently erirolfed in Masters in Human Nutrition, University of Bridgeport, Bridgeport, CT.
Bachelor of Arts, Businass Administration, concentration in Marketing, Monmouth University, NI
Regeriis University, London, England, Attended junior year abroad.
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KAREN WL SCHWARTZ

8 Old Gate Lane
Newtown, CT 06470

203-648-2815
karenschwarte13@yahoo.com

REFERENCES

Susan Neville, Owner

Susan Neville CPA

830 Post Rd E, Westport, CT 06880
- (203} 227-8101

Susan Maorse, LCSW
1 Washingtan Ave #4, Sandy Hook, CT 06482
{203} 426-4701

Wes Gonzalez, Manager

Club 24 Concept Gyms

290 Pratt 5t, Meriden, CT 06450
{203) 314-3343

Linda Egdahl

Private Pastry Chef

32 Fawnwood Drive, Sandy Hook, CT 06482
{203} 270-8113
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Amy R. Patnode

1443 New Haven Road Naugatuck, CT 06770
203-558-6704 = amny.r.patnode@gmail.com

OBIECTIVE

Seeking a teaching position in the area of Social Studies.

EDUCATION

University of New Haven West Haven, CT
Bachelor of Science, Legal Studies Graduation: May 2011
University of New Haven - West Haven, CT
Bachelor of Science, History Graduation: May 2011
University of New Haven West Haven, CT
Paralegal Certification Graduation: May 2011
University of Bridgeport Bridgeport, CT
Master in Education, Secondary Education Graduation: May 2012

RELEVANT COURSEWORK-Undergraduate

American 60's: Change and Genocide in Modern Times
Turbulence International Relations

American Government & Paolitics Japan-U.S. Relations

American History since 1607 Legislative Process

Civil Procedure Modern Asia

Constitutional Law Modern Politicai Analysis

Equality Under the Law Public Speaking & Group Discussion
Ethics State and Local Government

Europe in the Mineteenth Century Western World in Modern Times
Europe-Renaissance to Enlightenment Women in 207 Century America
Eoundations for Western World U.S. 20 Century

RELEVANT COURSEWORK-Graduate

Civics Reading in Content Area, Secondary
Differentiated Instruction Research& Report Writing

Educating Exceptional Student Teaching with Smart Board

History for Teachers Teaching Social Studies

New Technologies for Learning U.S. History for Teachers

Psychology Foundations far Education

EXPERIENCE

Terence $. Hawkins, Esq. New Haven, CT
Intern June 2009—August 2009
Terence 5. Hawkins, Esq. New Haven, CT
Administrative Assistant August 2009—March 2011
Naugatuck High Schoal Naugatuck, CT
Intern August 2011—June 2012

s |



Naugatuck High School
Student Teacher

Naugatuck Board of Education
Substitute Teacher

Middletown Board of Education
Substituie Teacher

COMPUTER SKILLS
Blackboard

GoTo Meeting

JSTOR

L exisNexis

Microsoft Word
Microsoft Excel

ey

., .._/:

Naugatuck, CT
August 2012-Decemiber 2012

Naugatuck, CT
December 2012- present

Middletown, CT
October 2013~ present

Microsoft PowerPoint
Open Office
PowerSchool

Srnart Board

West Law
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265 Hawley Avenue
Bridgeport, CT 06606
{263) 218-8719
mathelierj i@owls.southernet.edu

7 - 0w nd §hd

JENNIFER MATHELIER [ [ "owicdd o5

e

Summary of Qualifications:

& Graduated in lop tenth percentile in high School

% Strong verbal and writlen communication skills

< Fluent in Bnglish, Creole & French

& Proficient in Microsoft Applications, and Internet Explorer

Psychology, Seminar: Behavioral theory and Praclice.
Professional Experience:
Personal Aid /Companion
& Provides personal care and companionship to clieats in a timely and efficient manner
“ % Accompanies patients Lo doclor’s appointments and other related fun activities
%  Prepares food per diet plan and assists with [eeding as needed
& Maintains records of client progress and services performed, reports changes [0 SUpervisor
Call Center Customer Service Representative
< Provided information about products, entered orders, cancelled accounts, and obtained details of
% Kept records of customer interaclions recording delails of inquiries; complainis, and comments
# Followed company standards procedures and policics al all times
Customer Service/Shoes Specialist/POS Data entry
% Described merchandise and explained use, operation, and care of merchandise 10 CUSLOTIETS
é & Computed sales prices, total purchases, reccived and processed cash or credit cards payment
| & Recommended, selected, and helped locate merchandise based on customer needs and desires
Front Desk Clerk
4 Courleously greeted customers and answered their inquiries in a professional mannper
4 Answered phone and transferred the calls to the appropriatc departments
& Performed other duties ug assigned by supervisor
I Shiftﬁsupewisgr‘ ‘ .
% Responsible for opening, closing the siore, and cash managemont

& ‘Trained and supervised new employoes per company s policies and procedures
& Ensured all customers have a great shopping experience and provided exceilent customer service
Work History:
Companions and Homemalers; Fairfield CT Personal Aid/Companion
| Acrotek Temp-Agency; Norwalk CT Outbeund Sales call Representative

Really Good Stuff Company; Monroe, CT Customer Service Rep

JC Penny; Millerd, CT Customer Service/Shoes Specialist
Fabricare Cleaners; Darien CT Front Desk Clerk

| Payless Shoes; Trumbull CT Shift Supervisor

| Volanteer Worl:

Iﬁvice for Peace volunteer; Bridgeport CT

o —

% Highly-motivated, dependable , and ttardworking professional with excellent  customer service skills
% Effeclive ability to work well independently, as well as in a team environment with minimal supervision

1| Skills: ! f
% Daia Iniry & Well-Organized % Fast Leamer
4 Punciual # Cash Handling %  Trustworthy
%+ Responsible % Safety Conscious 4 Delail-Oriented
% Customer Focus #  Great Leadership Skills
{ Education:
Il Liberal Sludies Southern Connecticut State University New Haven, CT
Minor: Psychology and Wellness minor Expected Graduation Date December 18, 2013 |

Relevant Conrses: Infant and child Psychology, Sectal Psychology, Abnormal Psychology, Cognition and Perception

compiainis |i

2009 — Present
211 — Present
2013 — 2013 }
2012 - 2013
2011 - 2011
2007 - 2011

T

2004 — 2607 l




DANA GARVEY
dana.garveyy@gmail.com
(203) 243-6721

OBIECTIVE

To obtain a position that will contribute to my professional growith, utilize my skills, and be an assetio
Your company.

EDUCATION

HS Diploma Notre Dame Cathalic High School Fairfield, CT
Graduation date: May 2008

Earned Associates Degree —Liberal Arts

University of Hartford West Hartford, CT: pecember 2010

Bachelor's Degree in Communications- University of Hariford West Hartford, CT: May 2012
EXPERIENCE

Trumbuil Smiles Family Dental

Review provider schedules and individual patient charts and assist the care team

in coordinating care for visits and for future healthcare needs.
« Handle non-appointment related calls from patients. Resolve the raason for the
call or route to the appropriate pariy.

o Provide an effective cormmunication link between patient and medical staff,
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including relaying messages from providers, gathering information from patients
for providars, etc.

» Support patients and providers in the medication refili process

o Use registry and other information to nform care team members of preventive
care raquired for each patiznt seen each day.

o Ensyre that all patients are tracked and data entered into systems for follow-up
and reporting.

« Reguiarly review registry information for assigned panel of patients and arrange
for care neaded to proactively coordinate heaithcare needs.

MNov 2011 — Sept 2012

Birmingham Group of Comppanies - Milford, CT

ASST. Manager

Developed efficiency-enhancing workflow

Accounting Services - QuickBooks

Handled busy phone system

Funetioned as primary llaison to customers

Ensured a cansistently positive customer experience

Scheduling Appointments
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Opened & Closed Office

Filing

June 2011-Aug 2011

Office of Commuriications — Intern
Editcriéi Services

Marketing Communications

Media Relations

July 2010 -May 2012,

Women's Educations Leadership Fund-
Communications assistant
Fundraising
NonProfit

v The Women's Education and Leadership Fund was estabiished to foster and support University of
Hartford initiatives to enhance the education of women, Empower women to lead, Enrich the University
community and beyond. Help bring awareness to the fund and administrative work.

Computer Skills

Adobe Photoshop, Adobe Bridge, Hustrator, MS Excel, Word Press ,PowerPoint, Access, outlock, Social
Media, Project management sofiware’s, HTML and CS§, QuickBooks
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FROTESRIGNAY

311 - Pregipt Yok Conslrmn, Roeorgoeated, North Waven, 0T
Program Plregtar, Therapsutic Group Home

Pravide diveot supervision wl oversight for all duy 1o dey opecations of the empeute
group home including: therapsutie erigly intervontion; corbplatiog risk assussmanss foe of-
visk adolessent youth, provide group s Fudividual :hwpy 18 needed ol in the absence
o andd i mrgunseizmx it alintenl theranist, perticipals In weekly payokistrio augzzwmmn
maatmgs, seraening and inkerviowing potential residonts upon matching fron nsosanes
rovipanies, exfensive ease manageineny servises, eoordingts and faciliate nwnthly atalt
sty and quarterly fradatngs Tor all ealf, creats staff sohadule, mufataining
somptance with sfaqmmd{ slinoal therapy Sowts, phyates] slat maintenance,
dorumeniation veguizenaiis, budgeting, cash datiibution, mz;m‘hiy and weekly zepmm;g
requidreimants, payroll and dirset supervigion to shift supervivors and elinielan, partisipate
in cnpolog éﬁgmﬁ}f qua Hiy improvessent, ensuse the grg hore 18 sperating undor the
raguitsrments of varinus regidatosy bediss inchuding BCE, COA and PMMI sandaeds,

2007 Frepent Seathern Connvetions Siats Urdversily, New Ha %m or
Adfunet Professor, Sehosl of Avis & Stlonoes, Payehalogy Deporiment

Coursest Adolescent Payehology, Infint and Child Development & Abnomd
Pevchelogy, Plan lectves fura :ly:s‘xmm wlass of forty students, whieh oftes Includey
gecommadations for students with varions dleshilitles, browss varfous fexts and choose
one that hest suits the subfent and ot with: m;zarei fo ressarch aid crss sxamples,
treate, adiinister and geade quizess, ey, ;:;mgects and papers, sducatd studests onthe
A A givle of wiithig and sitation ue'well 83 provids then with & comprehensive
undeestandiing of the subjest matter using clase leotures, Poiver Point, vipual sids,
sspdotad nfbumation, examples from the DEM-IV TR and small group work, oxlodats
and subyiit sidtern and Hinal gades i o fmely manner, malntadn sourie webstis xad
post lecture nofes, study guides, pertina informatiog and Binks to the webaite sa s

- weekly basls 1o-cocotage studinis 10 taka o active rols I Big/her univarelty eduesation,

2008« 2010 Thie Uhildesn's Contor of Hander, Havatdon, £7
Cltuteal Supervisor, utpnilont Meniof Heolth (OPME) Clivie & -
Epopram Supgrvisor: Cltid & ddolssuent Beogpite avid Bvaluarion QAR I Progran

Provide divect supervision to botl elinial and wilisy st meintain both rmggmm wiih
fespsact to DCE, JCARO and Medisald wegulitions, provide divent ofisios] care Sy up o 8
voisth on the CARE oull sgee 7418, covrdinats treatment plaoning, overses sl olinfeal
previder z&is&tmgs, cormplets various pryvell wnd steffing eoordineion tasks, condust
weslly malrtenynne cheaks to iduiity pusdile safery sohnéme dn the unit, 4 umpiét&
tnfarle, uddinissions and dispharges for the CARE snd OPMHM programs and all
HeonpAnying P Wﬁtk complits visk amorsmants and mental satug sstang Ei‘ii at tisk

ey fasabidic 2ee [ | WETERESU SO A TR, AL S | S0 ST O .o MUURGRNUUUN S GUNPUIPRUTL 55 PO { 1 SFRIPN Jp
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sedow reposts, gmf(; s 8 mermber of the professionst suff dfganization involved in
idenriifying tainfog nonds end otganizing/selhiedaling irainines on an s npeded bagls,
grest vriting for the agensy, orfontation ond Waining of néw employecs/iterns, eonduat
mivnthly sef muetings, ensure trastas vengtlve Samewsrk for sl freatment,

216 - 2008 The Childron®s Copter of Huanlen, Husden, O
Cliniced Thevapist, iatensinr Quipgtiont Freogra & Extended Day Freamiant Progrin

Portorm dadly groop/milied therapy, fodividusl therapy and favnily therapy to caseload of
i fo ten udolescent clients o the I0P god BEDTP ldvals af oy, extausive paye
numwpentent servicay involving sl ecaiment providers Sxchuding, bui ot fmited tiy
DOF, IFE, VICAPS, verlous systorme of cove, commsunity sgeneler and the CTIED,
Ciiatatn anvhorizations fr eatment o all lsursece providens, soondinaie care thvaugh
case eouferandes, ieduent tatr tmestings and weskly suparvision, Disgnose vlists md
develop ineament plans o the M-IV TR, Intarface with the songultig pavehiatristy
anad the trewbment doarm w0 best serve the elients snd plan fur vass econdination and
appropriste diseharps plaming. Provids peer supervision aod millen steff supervision s
i weeldy basis to eduente steff absut disgriosss, dathare wmechusdemy and extonaive
frvana Jiistories of the Hents. Frovide bath home snd sehoal wisfts w obasrve offerts In
ather euvizongnsnts and In the vommulty, Serve ns & member of the eulture] compstency
eirnites to enoure that the agency Is beiug cultually pensttive fo the poplation §
Ve

EDUCATION

2003 - 2063 Sandhetn Comneetiont Hats Unlversity, Now Saven, T
Moster of Mirrlgge sed Reanily Therapy :

Intaen ak SCSU Fanly Clinie; individual therpy, couples therspy, supervised visiation,
anget managsment group for sdult males, Taily therayy, viso monagetent servioes
Intern ot Nangatvek: Youth Seivioes; individual, conples and famtly therapy

Tntorn =t Nangaiek High School; individunl therapy with adolesennts

1394 - 2003 - Bowthern Connestions Stute University, New Baven, €7
. Huwur's Collsge
Bartwlay of dvts, Mewied Healih Psochelogy, Co Eoude

Tagsia title “The Effeste of Parenting Steles ou Adoleseent Delaking Beldviors®

Avard for Buccesshl Completion aned DefSnge of Thests
Theta Chi Upsilon, Algha Chapter

ICRNSURE

Licenyed us a Martial and Pamily Theraplet, Btate of Comectiout
License Nuwmbse: 001243

PROPESIONAL

=

EROVESSIONAL CERTIRCATION

CRR & First Al 82011
Certifled Risking Connestions Toatuer 1 142008
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Jessica Anne Morrison
78 Grand View Streat
Providence, Rl 02006

JessAMorrison@gmail.com
(484) 678-3199

Ambitious, cutgoing; herdwarldng, charismatic individual with strong-interpersonal skills, Works welfin
group activities and individually. Productive worker who is dependable and resourceful. Well educated, and always

eager fo feam.

Edueation

1992-2004

2008

© Waest Chastér University of Pennsylvania, West Chestar, PA 19380

Bachelor of Arfs in Psyehology, Minor in Music

Professionat Association of Therapeutic Horsemanship terhational
Cerlified Therapautic Riding Instrictor

Expetlence

Jan. 2612
Present

May 2011~
Sap. 2011

June 2810-
May 2011

The Providence Center - Providence, Rl
intake Specialist— Respect Frogram

2

Triage all tefephone calls dirécted to RESPECT from a variely of referral sources including
hospitals, consumers, familles, police, ele,

Gather demographic and CNOM information, check £DS on ali non-insured clients

-Gather presenting clinical concerns, risk factors, ASAM and diagnostic criteria when

avallable, and leve) of care request

Make deterrinations of level of care-based on clinical information provided by the caller,
inclting medical/élinicat necessity

Investigafe and problam solve clinical and/or placement issues fo completion

Data enter informafion into client record system, and utllize data from system in erder to
make apprepriate refarrals or faciitate transfer

Rasewood Canters for Eating Disorders - Wickenburg, AZ
Regional Ouftedch Manager - East Coast

o

-3

Reeruit, maintain and manage referral retafionships with current and new customers,
meefing benchmaiks for admissiohs on a quaiterly basls

Create, coordinate educational apporiuniies within the noriheast on a quarierly basis
Promole and represent company programs and services within the healthcare, business,
and recovering ealing disarder community

Cemplete monthly activity reports that include daify marketing visits, foliow up
comespondance, visits; calls and networling functions

Assist clinical tear with referrals

Regers Memorial Hospital - Oconemowos, W
National Oufreach Representative
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o Collaburate with other members of the markeling deparivisent, program managers and
. physicians to plan and execute projects within all residertial programs with a main focus

on eating disorder services.

« Research and anzlyze qualily of programs, services, pricas, strengihs-and weaknesses of
national competitos’ programs

o Deveiop new refermal contacls

o Moritor and follow admissions for eéting disorder services, idently al referral spurces and
potential ieads at a national level '
Develop ditact marketirig and outreath relationship tactics with key referents in the nation
Construct and maintain annual eating disorder setvices hudgets
Providé leadeiship and direction with manager in the strategic planning and devefopment
of national events, workshops and conferences
Assist Rogers Foundation with fundraising campaighs and events
1dentify and parficipate in riew business developiment digeussions at a national fevel

April 2009~ Rogers Memorial Hospital - Qconomewoe, Wi
June 2016 Regional Ouireach Representafive
o Research and analyze quality of programs, services, prices, strengihs &nd weaknesses of
competitors' programs in the reglon
o Collshorate with.other members of the marketing deparfment, program managers and
physlcians to plan and execufe projects within all residential programs with a main focus
on eating disorder services and the chemical dependency residential progeam
s Monitor and follow adiissions, identify all teferfal sources and potential leads within the
tegion
o Develop direct markefing and outreach refationship tactics with key referents in the region
s |dantify and participate in new business development discussions at a vegional level
Assist Rogers Foundafion with fundraising campaigns and events-
o Provide leadership and direction with manager in the strategic planning and development
of regional svents, werkshaps and conferenices

October 2007-  Rogers Memoarial Hospital - Oconomowoc, Wi
April 2009 Community Oufreach Representafive
s Support Senior National Quireach Representative
s Colaborate with other members of the marketing department, program managers and
physicians to plan and execute projects within all residential programs withi a mainfocus
an child and adolescent residential programs
o Moriitor and follow admissions for child and adolescent residential programs, ideniify all
reforral sources and make inftial contact
o Assist Rogers Foundation with fundraising campaigns and events
Agsistin mainitenance of child and adolescent residential program budgels
e Assistin the strefegic planning and development of evertts, workshops and eonfereices

Trainings received from 2007-2008 include:
o HMS Sequel Help/Systemns

August2006-  Rogers Memorial Hospital - Milwaukee, W
Qctohar 2007 Infeke Spécialist
: o Perform duties of patient admission
o Collaborate with members of the health care team to promote continuity of care ant cost
effective praclice patiems
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o  Coortinate admission of patients for eafing disorder pém‘él hospitalization program

Jarnary 2005-  Holcomb Behavioral Health Systems - Exton, PA
July 2006 Intake Counselos/Clinical Support Sarviges

e Process new referrals, secure and verify insurance fror both commercial and
governmental funded sourpes

¢ Transmit all refércal infofmafion fo the approprigte parsen or service wikhin the agency’

o Maintain accurate daily, weekly; and monthiy service activity informetion and data osi
mary daiabases,

Trainings received from 2005-2006 include:
e TBISTD, HIVIAIDS, and Confidentialily In Addiction training from Mimmont Treafment
Ceanler
= Clinfcal Dosumentation; Clinician's Deskiop Database software, Mierosof Ofiice

Diher Experlence

Sep.2011-  Greenlock Therapeutic Riding Center ~ Rehaboth, MA
Pressnt Ceriifisd Therapeisic Riding Instrudtor

o Insfruct 8 group lessons per week 7
o Train and exereize therapy horses once a week if appropiiate
e  Assistin fundraising campaigns and evenis

May 2008- LifeStriders Therdpeutic Riding Center— Delafield, Wi
June 2041 Cevrlified Therapeufic. Riding Instructor

o [nstruct 2-3 lessons per week from 2008 - June 2010

o Substitute ieacher from June 2010 - June 2041

= Train and exettise therapy horses once a week if appropriate
o  Consfruct lesson plans en a weekly hasls

Activities and Infetesis

= Former Yiolist and Board of Directors chair member for the Main Line Symphony Orchesira - Davon, PA,
First Soprano for the Bef Canfo Choir - Milwaukes, Wi, aiid the West Chester University Woman's Choi;
Violist for the West Chester University Stiing Ensemblfe, West Chester University Symphony Orchestra, and
member of the West Chester Universify Equestrian Club (President, spring 2000-2003, Vice President , fall
2000)

Refarefices:

Avgiiabie upon raguest
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AzARIA DRAKEFORD k\( 0 whi< Sap

176 Butler Avenue New Haven; CT 06511 *adrakefo@ibeidgeport. cciu * 860 3272111
PROFESSIONAL PROFILE

Encraetie, dedicated youth specialist with strong interpersonal skitls. Re‘;pnnd well to diffiouli situations and skilled af Junglmg
mump!b responsibilities. Proven ability to work effetively with people of various ages, cultural backgrounds, and snclo-economic
statuses. Lagg-time i interest in youth empowerment and leadership. Well-developed problem solvingand communication skills.

EDUCATION

Untversity of Bridgeport, Bridgeport, CT
Master of Counscling - Carelidate, May 2015
Congentration - Clinieal Mental Health

Southern Cennecticut State University, New Haven, CT
Buchelor of Seciolegy, May 2012

RELEVANT COURSEWORK
Child and Adolescent Therapy Socio Cultural Foundattons of Counseling
Career and Lifestyle Development Helping Relationships

EXPERIENCE SUMMARY

Acadeinic Advisor December 201 1-Present

Yale-Bridgepart GEARUP

Mew Haven, CT

°  Facititate an early college awareness and social development currienlum tailored to first year high school students and graduating
seniors,

°  Assist students develop academic progress plans and assist students in meeting high school requirements and exploring career
nteissts.

*  Connect students with available acadernic and social support systems, as well as locatisig other Tesources.

s Coordinate and exccote field trips and college tours for students

®  Maintained reeords and reporis on each student.

@ Demonstvate as 2 role model and resource for all first year students and graduating sentors

Residence Hall Advisor 372009 - 1272011

Southern Comeciicut State Universily

MNew Haven, CT

*  Extebsive iniergction with University visitors including students, erapioyers, Reuity and staff.

= Coordinated and executed programs focusing on issues and concerns of residents,

e Giided new residents en rules and procedures and respeaded to guestions,

®  Became a mediator and helped resolve giievanices and responded to-complaints.

Orientuiion Ambassador 672011 - 772011

Southern Connecticu! State University New Student Orieniation :

Mew Haven, CT i

*  Fachitated programs and workshops to promote academic excellence, co-currienlar involvement, and living a healthy and well-
adjusted Iife in coilege.

+  Provided individual and group advisement, guidance and support to over 1200 freshmen through multiple New Student Orientation
sessions.

» Eswablished continued suppoit (o freshmen throughout their academic caveers.

COMMUNITY INVOLVEMENT

Woman | A, Inc. New Haven, CT-Seeretary

Sigma-Gamma Rio Sorority, Incorporated-Member

Nalional Associaion for the Advancement of Colored Pedple, SCSU Chapter-Membey
The Open Hearth Association, Haviford, CT-Vaolunteer

TECHMNICAL SKILLS
MS Ward, PowerPoint, Excel
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Nicole M Ferri, RE, CD-N

(208} 507-6613
nicole forri@@hoimail com 16 Ashford Conr Wallingford, CI06492
. EDUCATION :

Keeie State College, Keens, NE _ May 2011

Bachelor of Science: Healiii Sciende, Nutrition Opfian GPA: 3,82

Minor: Paychology ' Honors Program
DETETIC INTERNSHIE . .
The Cleveland Clinic Foundation, Cleveland, GH August 2071-Taly 2012

- 1800 hours of supervized pricrice comapleted: 28 weeks. clinicaf, 7 weeks fiod service, 3 weeks conunupity, 3 wesle
gales/marketing, 2 waeks vésearch ‘

- Axeas of care include heart Saifuve, liver/Gl, cardiclogy, nearolopical ICU, pediatrics, natrition suppord, coloreetal,
oncology, lung tranaplant, inteatinel rebabilifation management, and renal nuteition <

CENTERFOR DISCOVERY

Registered DietiSon Fall 2012wt :
Provide nutsition counzeling and education to adolescents with cating disorders; facilitate nursition groups as well a3
individual zessions to iclp promets healthy bebaviors, beliof, and attitudes towards food,
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Eating disorders studies, statistics and research are surprisingly difficult to find. Occasionalty you will find
websites and articles that reference a few key studics, but they are fow and far between outside of university or
clinical journals and papers. We’ve put together some of the key statistics on eating disorders here for our
readers.

Anorexia Nervosa Statistics

Anorexia Prevalence
o [tis estimated that 1.0% to 4.2% of women have suffered fiom anorexia in their Tifetime. [
Anorexia Mortality Rates

o Anorexia has the highest fatality rate of any mental illhess.t?!
e Itis estimated that 4% of anorexic individuals die fiom complications of the discasel’]

Aecess to Anorexia Treatment

e Only one third of individuals struggling with anorexia nervosa in the United States obtain treatrment. [
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Bulimia Nervosa Statistics
Bulimia Prevalence
o It is 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 treatmentl "],

Binge Eating Disorder Statistics

Binge Hating Prevalence

ize 2 4

Renfraw Center W
FIRST 1¥t EATI NG A AERBERT -
o

4 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(S],

Binge Eating Disorder Mortality Rates
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o 5.2% ofindividuals suffering from eating disorders not otherwise specified,”] the former diagnosis that
BED, among other forms of disordered eating) was included in under the DSM-IV) die from health

complications.

Access to Binge Eating Treatment
® Close to 43% of individuals suffering from Binge Eating Disorder will obtain treatment.[10]

General Statistics on Eating Disorders

o Eating disorders are a daily struggle for 10 million females and 1 million males in the United States.[!1]
o Four out often individuals have either personally experienced an eating disorder or know someone who

12
has.[ ]

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

Female Eating Disorder Prevalence Rates

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

Male Eating Disorder Statistics

e 3% of men will struggle with anorexia
o 5% of men will struggle with bulimia
o 2% of men will struggle with binge eating disorder [13]

Prevalence Rates of Eating Disorders in Adolescents
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The National Tnstitute of Mental Health reports that 2.7% ofteens, ages 13-18 years old, struggle with an
14]

eating disorder.[

Student Eating Disorder Statistics

50% of teenage girls and 30% of teenage boys use unhealthy weight control behaviors such as skipping
meals, fasting, smoking cigarettes, vomiting, and taking laxatives to control their weight.ﬂs]

) ) . ..y, 16
25% of college-aged women engage in bingeing and purging as a method of managing their wexght.[ ]

Prevalence of eating disorders among athletes

13.5% of athletes have subclinical to clinical eating disorderst*2
42% of female athletes competing in aesthetic sports demonstrated eating disordered behaviors! 1]

Dieting Statistics and Prevalence

Over 50% of teenage girls and 33% ofteenage boys are using restrictive measures to lose weight at any
given time.[17]

46% of 9-11 year-olds are sometimes, or very often, on diets, and 82% of their families are sometimes,
or very ofien, on diets).[18]

91% of women recently surveyed on a college campus had attempted to control their weight through
dieting, 22% dieted often or ahzvays.[lg]

95% of all dieters will regain their lost weight in 1-5 years.[zo]

35% of normal dieters progress to pathological dieting, Ofthose, 20-25% progress to paitial or full-

syndrome eating disorders.

25% of American men and 45% of American women are on a diet on any given day. [21]

Ifyou need treatment, find an cating disorder center and talk to a professional

44



References

1.

10.

11.
12.
13.

14,

15.
16.

17.
18.

19.

20.

The Renfrew Center Foundation for Eating Disorders, Eating Disorders 101 Guide: A Summary of Issues,
Statistics and Resources, 2003.

Sullivan, P. (1995). American Journa) of Psychiatry, 152 (7), 10731074,

Crow, S.J., Peterson, C.B., Swanson, 8.A., Rayimond, N.C., Specker, S., Eckert, ED., Mitchell, 1.E,
(2009) Increased mortality in bulimia nervosa and other eating disorders. American Journal of
Psychiatry 166, 1342-1346.

Hoek and van Hoeken,2003. Review of the prevalence and incidence of eating disorders. International
Journal of Eating Disorders, 386-396.

The National Institute of Mental Health; Eating Disorders: Facts About Fating Disorders and the Search
for Solutions. Pub No. 01-4901. Accessed Feb. 2002,

hitp//www.nimb.nif, gov/publicat/medspdisorder.cfin.)

Crow, S.I., Peterson, C.B., Swanson, S.A., Raymond, N.C., Specker, 8., Eckert, E.D., Mitchell, L.E.
(2009) Increased mortality in bulimia nervosa and other eating disorders. American Journal of
Psychiatry 166, 1342-1346.

The Nattonal Institute of Mental Health: Eating Disorders: Facts About Eating Disorders and the Search
for Solutions. Pub No. 01-4901. Accessed Feb. 2002.

hitp//wwww,nimh. nih. gov/publicat/nedspdisorder.cfin.)

Hudson JI, Hiripi E, Pope HG, Kessler RC. The prevalence and correlates of eating disorders in the
National Comorbidity Survey Replication. Biological Psychiatry. 2007; 61:348-58.

Anorexia Nervosa and Related Eating Disorders, Inc. website. Accessed Feb. 2012.
hitp//www.anad.org/get-information/about-eating- disorders/eating- disorders-statistics/

The National Institute of Mental Health: Eating Disorders: Facts About Eating Disorders and the Search
for Solutions. Pub No. 01-4901. Accessed Feb. 2002.

http//www.nimh.nib. gov/publicat/nedspdisorder.cfin.)

Crowther et al., 1992; Fairburn et al., 1993; Gordon, 1990; Hoek, 1995; Shisslak et al., 1995

Global Market Insite Study @ NEDA, 2005

The National Institute of Mental Health: Eating Disorders: Facts About Eating Disorders and the Search
for Solutions. Pub No. 01-4901. Accessed Feb. 2002.

hitp/www,nimh.nih. gov/publicat/nedspdiscider.cim.)

Merikangas KR, He J, Burstein M, Swanson SA, Avenevoli 8, CuiL, Benjet C, Georgiades K,
Swendsen J. Lifetime prevalence of mental disorders in U.S. adolescents: Results from the National
Comorbidity Study-Adolescent Supplement (NCS-A). J Am Acad Child Adolesc Psychiatry. 2010
Oct;49(10):980-989.

Neumark Szainer, D. (2005). I'm, Like, SO Fat! New York: The Guilford Press. pp. 3.

The Renfrew Center Foundation for Eating Disorders, Fating Disorders 101 Guide: A Summary of Issues,
Statistics and Resources, 2003.

Neumark Sztainer, D. (2005). I'm, Like, SO Fat! New York: The Guilford Press. pp. 3.
Gustafson-Larson, A.M., & Terry, R.D. (1992). Weight-related behaviors and concerns of fourth-grade
children. Jowrnal of American Dietetic Association, 818-822. |

National Eating Disorders Association website. Statistics: Eating Disorders and Their Precursors.
Accessed f£b.2012 http/www.nationaleatingdisorders.orgfuploads/statistics tmp.pdl’

Grodstein, F., Levine, R., Spencer, T., Colditz, G.A., Stampfer, M. J. (1996). Three year follow up of
participants in a commercial weight loss program: can you keep it off? Archives of Internal Medicine. 156
(12),1302.

45




21. Shisslak, C.M., Crago, M., & Estes, L.S. (1995). The spectrum of eating disturbances. International
Journal of Eating Disorders, 18 (3), 209219.

2. Sundgot-Borgen J, Torstveit MK. (2004). Prevalence of eating disorders in elite athletes is higher than in
the general population. Clin J Sport Med., Jan;14(1):25-32.

Jacquelyn Ekern, MS, LPCJacquelyn Ekern founded Bating Disorder Hope in 2005, driven by a profound
desire to help those struggling with anorexia, bulimia and binge-eating disorder. This passion resulted Fom her
battle with, and recovery from, an eating disotder. As president, Jacquelyn manages Ekern Enterprises, Inc. and
the Fating Disorder Hope website.

Axticle; last updated on April 21, 2014[Published on Eating Disorder Hope — April 20, 2012

{0 conments... add one now }

I eave a Comment
Name *
| B-mail

Website

2 trackbacks }

» Worth | Underwater, Shedding My Mind
o Have a Heart: Help Fight Eating Disorders | Inspiring Generosity

46




- . %  NIH Public Access
L ?@@%‘ Author Manuseript
U, D A ccenred for publicetiog 1 a pesr reviewsd journs
et Accepred for publication i g peer reviewsd jouraal
Ahout Authar manuscripts P Submit 2 manuscript

Biol Psychiatry. Author manusdcript; avallable in FMC Feb 1, 2008, PMGID: PMC1892232
Published in final edited form as: NIHMSID: NIHMS 19542
Biol Psyghigtry. Fel 1, 2007; 61(3}: 348-358.
Published online Jul 3, 2006. doi: 10,1016/ biopsych.2006.03.040

The Prevalence and Correlates of Eating Disorders in the National Comorbidity
Survey Replication

James 1. Hudson, Eva Hiiipi, Harison G. Pope, Jr., and Ronald C. Kessler

Copyright hotice and Disclaimer

The publisher's final edited version of this articte is availabls at Biol Psychiatry,
This article has been corrected. See the correction in volume 72 cn page 164,

See ather articles in PMC that cite the published article.

Absiract Go o

Background

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

Methods

Prevalence and correlates of eating disorders from the National Comorbidity Replication, a nationally
representative face-to-face household survey (n _ 9282), conducted in 20012003, were assessed using the
WIO Composite International Diagnostic Interview.

Resulis

Lifetime prevalence estimates of DSM-1V anorexia nervosa, bulimia nervosa, and binge eating disorder are
9%, 1.5%, and 3.5% among women, and .3% .5%, and 2.0% among men. Survival analysis based on
retrospective age-of-onset reports suggests that risk of bulimia nervosa and binge eating disorder increased
with successive birth cohorts. All 3 disorders are significantly comorbid with many other DSM-1V disorders.
Lifetime anorexia nervosa is significantly associated with low current weight (body-mass index18.5), whereas
lifetime binge eating disorder is associated with current severe obesity (body-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 criteria for 12-month prevalence), only a
minority of cases ever sought freatment.

Conclusiens

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

Keywords: Anorexia nervosa, hinge 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 entites in the
Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-1V) (American Psychiatric
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Association 1994); a third category, binge eating disorder, is proposed in DSM-IV as a possible new diagnostic
entity. However, data are incomplete on the prevalence of these g disorders in the general population. The
prevalence of anorexia nervosa 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 et al
2004). The lifetime prevalence among adult women has been reported as .5%—.6% in 2 large population-
based surveys in the United States (Walters and Kendler 1095} and Canada (Garfinkel ef al 1096); the latter
study found a prevalence of anorexia nervosa among adult men of .1%. The lifetime prevalence of bulimia
nervosa in adult women has been estimated as 1.1%—2.8% in 3 large populationbased surveys in New Zealand
(Bushnell et al 1900), the United States (Kendler et 2l 1901), and Canada (Gaxfinkel et al 1995). 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 1690h). 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 (Kinzl et al 1960a) and .8% among men (Kiuzl
et al 1q99gh). Other studies of binge eating disorder have been limited to specific populations (e.g., young
women) or were based only on questiotinaires, rather than personal interviews (Streigel-Moore and Franko
2003; Favaro et al 2004).

Population-based interview data are needed to ascertain the prevalenece 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 effects—whether the incidence of
eating disorders has changed in recent decades. Also of interest is the association of eating disorders with
other mental disorders, with measures of disability, and with history of mental health treatment. Finally,
population-based data may be useful in examining alternative definitions of eating disorder syndromes in
order to determine which definitions are most meaningful as markers of psychopathology. To address these
questions, we analyzed data from the recently completed National Comorbidity Survey Replication (NCS-R).

RMathads 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 Fnglish-speaking adulis ages 18 and older between February 2001 and December
2003 (Kessler and Merikangas 2004). The response rate was 70.9%. The sample was based on a multi-stage
clustered avea probability design. Recruitment 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 1694). Respondents were given a $50
financial incentive for participation. The Human Subjects Committees of both Harvard Medical School and
the University of Michigan approved these recruitment and consent procedures. ‘

The survey was administered in 2 paris. Part I included the core diagnostic assessment and was administered
to all respondents. Part T assessed additional disorders and correlates of disorders. Part I1 was administered
to a subset of 5692 respondents consisting of all those who met lifetime-criteria for a Part 1 disorder plus a
probability sample of other respondents. Disorders of secondary interest were administered to probability sub-
samples of the Part 11 sample. Eating disorders were among the latter disorders.

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 weighted 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 2004b}.

Dizgnostic Asssssment
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NCS-R diagnoses were based on Version 3.0 of the World Health Organization Composite International
Diagnostic Interview (CIDI) (Kessler and Ustun 2004), a fully struciured layadministered diagnostic
interview that generates diagnoses according to both ICD-10 and DSM-IV 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 disorders 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
detailed elsewhere (Kessler ef al 20044, 2005), good concordance was found between these core CIDI
diagnoses and diagnoses based on the Structured Clinical Interview for DSM-IV (SCID) (First et al 2002) in a
probability sub-sample of NCS-R respondents who were administered clinical reappraisal interviews. The area
underx the receiver operator characteristic curve was in the range of .65—.81 for anxiety disorders, .75 for
major depressive cpisode, .62—.88 for substance disorders, and .76 for any anxiety, mood, or substance
disorder. No clinical reappraisal interviews were carried out for the impulse-control disorders, as these were
not core NCS-R disorders.

For the present study, questions from the CIDI were used to assign diagnoses of anorexia nervosa, bulimia
nervosa, and binge eating disorder based on DSM-IV criteria. The full diagnostic algorithms for all 3
disorders, together with a sensitivity analysis using alternative, narrower definitions of bulimia nervosa and
binge eating disorder, are presented as supplemental material available online with the electronic version of
this article and at www.hep.medharvard.edu Jnes//eating.php; the corresponding CIDI questions used to
operationalize the criteria are available at www hen.med harvard.edu/nes.

Most of the CIDI questions closely paralleled the DSM-IV criteria, but to meet criteria for binge eating
disorder, DSM-TV requires a minimum of 6 months of regular eating binges, whereas the CIDI asked only
whether the 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 as having binge eating disorder in our
algorithm, but not in DSM-TV. 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 disorder requires marked
distress regarding binge eating; these items were assessed in the CIDI by a series of questions about attitudes
and behaviors that ave indicators of loss of control and of distress, rather than by direct questions.

Tn addition to the 3 eating disorders, 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 oceurring solely during the course of anorexia nervosa, bulimia nervosa, or binge eating disorder.
Thus, subthreshold binge eating disorder did not require DSM-IV criterion B (3 of 5 features associated with
binge eating) or C (marked distress regarding binge eating for binge eating disorder). The second was “any
binge eating,” also defined as a) binge eating episodes (again, not requiring DSM-IV criteria B and C), b).
occurring at least twice a week for at least 3 months, but ¢) lacking the hierarchical exclusion criterion if the
individual simultaneously exhibited another eating disorder. In other words, any binge eating was diagnosed
regardless of whether or not the individual sinultaneously 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 disorder, 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.hepaned.harvard.edu/nes// eating.php.

In summary, we examined a total of 5 conditions—2 official DSM-1Y disorders (anorexia nervosa and
bulimia 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. Althongh in the following text we vefer to these 5
conditions collectively as “disorders” for simplicity, the reader should bear in mind that they vary in texms of
their level of general acceptance.
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As indicated above, our criteria allowed that individuals could display more than one lifetime diagnosis of an
eating disorder. We nsed data from the CIDI regarding time of onset and recency (i.e., the fime when the
disorder was last present) to apply diagnostic hievarchies, so that bulimia nervosa, binge eating disorder, and
subthreshold binge eating disorder were not diagnosed in the presence of anorexia nervosa; and so that binge
eating disorder and subthreshold binge eating disorder were not diagnosed in the presence of bulimia nervosa.
Because the CTDI 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-secking. Respondents with 12-month prevalence (that is, individuals
who met criteria for the eating disorder at any time within the 12 months before interview) were additionally
administered the Sheehan Disability Scales (Leon et al 1997) to assess the severity of recent episodes and were
asked about treatment in the past 12 months.

Statistical Analysas

Cross-tabulations were used to estimate prevalence, disability, and ireatment. The actuarial method (Wolter
1985) was used to estimate 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) was used to
estiinate cohort effects. Logistic regression was also used to study socio-demographic correlates and
comorbidity. Logits and their 95% confidence intervals were converted into odd ratios by exponentiation for
ease of interpretation. Standard errors and significance tests were estimated using the Taylor series
linearization method (Wolter 1085) 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 iype I error rate.

Results Prevalence

Lifetime prevalence estimates of anorexia nervosa, bulimia nervosa, binge eating disorder, subthyeshold binge
eating disorder, and any binge eating were .6%, 1.0%, 2.8%, 1.2%, and 4.5% (Table 1). Lifetime prevalence
was consistently 1% to 3 times as high among women as men for the 3 eating disorders (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 i2-month
cases 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
cumulative lifetime risk by age 80, based on reirospective 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.

— Figure 1
= Age-of-onset distributions for DSM-TV eating disorders

Table 1
Lifetime and 12-month prevalence estimates of DSM-IV eating disorders
and related behavior
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Age of Onset and Persistence

Median age of onset of the five disorders ranged from 18—21 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 those 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-TV eating disorders and

related entiiies

The mean number of years with anorexia nervosa (1.7 years) was significantly lower than for either bulimia
nervosa (8.3; £ _ 4.1, P_ .001), binge eatfing disorder (8.1; f _ 2.9, P__.006), subthreshold binge eating
disorder (7.2, £ _ 2.6, P_.013), or any binge eating (8.7; t _2.9, P _ .005) (Lable 2). Consistent with these
differenees in duration, 12-mouth persistence, defined as 12-month prevalence among lifetime cases, was
Jowest for anorexia nervosa (.0%) and higher for bulimia nervosa (30.6%), binge cating disorder (44.2%),
subthreshold binge eating (47.2%), and any binge eating (46.9%).

Cohort Effects

Consistent inverse associations between cohort {age at interview) and lifetime risk were found in sarvival
analyses of all 5 disorders (Table 3). However, the odds ratios in younger (ages 18—29, 30—44) versus older
(60_) coborts were significantly higher for all comparisons only for bulimia nervosa, binge eating disorder,
and any binge eating.

- B PR Table 4

F ” ,, r ; 1 Tuter-cohort differences in lifetime risk of DSM-IV eating disorders and
S related behavior

Association with Body-Mass ndex

[ndividuals with a lifetime diagnosis of anorexia nervosa displayed a significantly lower current BMI —with a
greater prevalence of a cuirent 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 disorder than
respondents without any eating disorder. Any binge eating was also associated with severe obesity, but this
finding was attributable entirely to cases of binge eating disorder.

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

prevalence of DSM-IV disorders and related behavior

Twelve-Mionth Bole Impairment

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 nervosa,




binge eating disorder, or any binge eating reported at least some role imparment (mild, moderate, or severe)
in at least 1 vole domain (53.1%—78.0%), but only 21.8% of respondents with subthreshold binge eating
disorder reported this degree of impairment (Table 5). Severe role impaivment was much less common, and
vanged from 3.4% in subthreshold binge eating 10 16.3% in bulimia nervosa, with no significant differences n
prevalence among groups.

Table 5
Tmpairment in role functioning {Sheehan Disability Scales) associated

with 12-month DSM-1V eating disorders and related hehavior

Comorbidity

More than half (56.2%) of respondents with anorexia nervosa, 94.5% with bulimia nervosa, 78.9% with binge
cating disorder, 63.6% with sitbthreshold binge eaiing disorder, and 76.5% with any binge eating met ¢riteria
for at least 1 of the core DSM-IV disorders assessed in the NCS-R (Table 6). Eating disovders were positively
relafed to almost all of the core DSM-1V mood, anxiety, impulse-control, and substance use disorders after
controlling for age, sex, and race-ethnicity, with 89% of the odds ratios for the association beiween individual
cating disorders and individual comorhid conditions greater than 1.0 and 67% significant at the .05 level. The
odds ratios were consistently largest, though, for bulimia nervosa, with a median (and inter-quartile range in
parentheses) odds ratio of 4.7 (4,3-7.5), next highest for binge eating disorder (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 hinge 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-1V Eating Disorders with other core
NCS-R/DSM-IV disorders and related behaviors®

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 nexvosa
(43.2%) or-binge eating disorder (43.6%). Only 15.6% of respondenis with 12-monih 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 ireatment specifically for their bulimia nervosa or binge eating disorder.

LTI Age-of-onset priority of DSM-IV eating disorders and related behavior
with comorbid DSM-IV disorders

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

www.hep.medharvard.edu/nes/eating.php.
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In a population-based survey of American households—the first nationally representative study of eating
disorders in the United States—we found estimates of lifetfime prevalence for eating disorders that are broadly
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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 registry studies (Fairbuwrn and Beglin 1990; Hock 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 (Gaxfinkel et al 1906) and 8%—10% of men for bulimia nervosa (Bushnell et al 1990;
Carfinkel et al 1005). Note, however, that estimates from population-based studies, including ours, are
unstable because they involve small numbers of men with eating disorders (no more than 5 men with either
disorder in any study).

Our findings provide unique data vegarding 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 (Kendler
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 beleveling
off in recent years (Currin et al 2005). Whether the incidence of anorexia nervosa has increased over time is
mnclear and subject to debate. We failed to find a signiticant increase, but had litle power to detect such a
trend; case registry study data have yielded conflicting findings arid interpretations (Fombonne. 1695; Lucas
et al 1009; Hoek and van Hoeken 2003; Currin et al 2005).

We found that lifetime anorexia nervosa is associated with a low cuyrent BMI, a finding consistent with
follow-up studies of clinical samples of individuals with anorexia nervosa showing that low weight often
persists after resolution of the disorder (Steinhausen 2002). By confrast, binge eating disorder was found to be
strongly associated with current severe obesity (BMI _ 40)—a finding also consistent with earlier repoits (de
Zwaan 2001; Streigel-Moore and Franko 2003; Hudson et al 2006). Although the causal pathways
responsible for this latter association are unclear, shared familial factors (such as shared genes or shared
family environmental exposures) are likely at 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 cases were identified. While the majority of respondents with bulimia nervosa, binge
eating disorder, or any binge eating reported at least some role impairment in at least 1 role domain, only
21.8% of respondents with subthreshold binge eating disorder reported any role impairment. Severe role
impairment was uncomimon in all conditions. It 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 treatment 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 some emotional problem. This finding, coupled with
the observation that physicians infrequently assess patients for binge eating (Crow et al 2004) and often fail
to recognize bulimia nervosa and binge eating disorder (Johnson et al 2001), highlights the importance of
querying patients about eating problems even when they do not include such problems among their
presenting complaints.

We found a high prevalence of lifetime comorbid psychiatric disorders in individuals with all disorders except
subthreshold binge eating disorder, although this finding was less pronounced for anorexia nervosa. These
results are again generally consistent with those reported in previous population-based studies for anorexia
_nervosa (Garfinkel et al 1096), bulimia nervosa (Kendler et al 1693; Bushnell et al 1994; Garfinkel et al 1995;
Rowe et al 2002), binge eating behavior (Vollrath et al 1092; Angst 1988; Bulik et al 2002), and regular binge
eating without compensatory behaviors (Reichborn-Kiennernd et al 2004b), as well as in previous studies of
clinical populations for anorexia nervosa, bulitnia nervosa, and binge eating disorder {Hudson et al 1987;
falmi et al 1001° Johnson et al 2001; Godart et al 2002; Kaye et al 2004; MecElroy et al 2005). The cause for
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the high levels of comorbidity is not known, although there is evidence that the co-cccurrence of eating
disorders with mood disorders may be caused in part by common familial (Mangweth et al 2003) or genetic
factors (Walters et al 1092; Wade et al 2000).

Several findings in this study are particularly noteworthy. First, we found that anorexia nervosa displayed a
significantly shorter lifetime duration and lower 12-month persistence, as well as lower overall levels of
comorbidity, than either bulimia nervosa or binge eating disorder. These findings contrast with previons
studies (Steinhausen 2002) that have conceptualized anorexia nervosa as a chronie and malignant condition.
This discrepancy may be due to the fact that our population-based method identified individuals with milder
cases of anorexia nervosa who might have been missed in previous follow-up studies, which were based
largely on clinical samples. Alterntatively, our population-based method might have missed more severe cases
of anorexia nervosa, either because they were unavailable, unreachable, hospitalized, or unwilling to
participate in an interview about emotional problems. Parenthetically, we would note that while we found no
cases of current anorexia nervosa in our study, 15.6% of the individuals with a lifetime diagnosis of anorexia
nervosa still had a current BMI of less than 18.5 at the time of interview. Indeed, these individuals (3 cases)
were all below 85% of ideal body weight, thus meeting our operationalization for DSM-IV criterion A for
anorexia nervosa. However, all of these individuals failed to meet at least one of the other criteria for anorexia
nervosa currently—although our data did not permit an analysis of which specific criteria were lacking in
individual cases. Nevertheless, these data suggest that a minority of individuals with past anorexia nervosa
may continue to maintain an abnormally low body weight, even though they no longer meet full eriteria for
anorexia nervosa.

Our findings also provide further evidence for the clinical and public health importance of binge eating
disorder. In contrast to some earlier studies suggesting that binge eating disorder might be a relatively
transient condition (Cachelin et 21 1999; Fairburn et al 2000), the present findings, together with those from
another recent study (Pope et al, in press), suggest that this disorder is at least as chronic and stable as
anorexia nervosa ot bulimia nervosa. Binge eating disorder also appears more common than either of the
other two eating disorders, exhibits substantial comorbidity with other psychiatric disorders, and is strongly
associated with severe obesity. Collectively, these findings suggest that binge eating disorder represents a
public health problem at least equal to that of the other 2 better-established eating disorders, adding support
to the case for elevating binge eating disorder from a provisional entity to an official diagnosis in DSM-V,

Subthreshold binge eating disorder, by conirast, was found to be associated with sach low impairment and
comorbidity that it likely does not merit consideration for inclusion as a DSM disorder, Tt should be recalled,
in this connection, that the main difference between subthreshold binge eating disorder and binge eating
disorder is that the former lacks the criterion of distress (see Appendix Table 1 in Supplement 1). These
findings suggest that the criterion of distress may be important for defining clinically meaningful forms of
hinge eating.

Appendix table 1
Lifetime prevalence estimates of DSM-TV eating disorders and related

behavior by age and sex

Note that subthreshold binge eating disorder may be defined in different ways. For example, relaxing the
frequency criteria to less than the average of 2 days per week for 6 months required by DSM-TV identifies
groups with characteristics similar to the full disorder (Sixiegel-Moaore et al 2000; Crow et al 2002). We were
unable, however, to evaluate these definitions due the nature of the CIDI questions, and instead defined
subthreshold binge eating disorder by relaxing criteria other than frequency of binges. Thus, while our
definition of subthreshold binge eating disorder does not appear to identify a clinically meaningful entity,
other definitions may well do so.

Unlike subthreshold binge eating disorder, the entity “any binge eating” is associated with severe obesity,
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modest levels of impairment, and high levels of comorbidity with other mental disorders. These features
appear to be accounted for cases of bulimia nervosa or binge eating disorder within the “any binge eating”
group, given that such features are not shared by those with subthreshold binge eating disorder, and
individuals with anorexia nervosa contribute only a small number of cases. The findings for any binge eating
are interesting to consider in the light of {indings from twin studies of binge eating. These studies have
suggested that there are genetic influences on binge eating (Bulik et al 1998) and on binge eating without
compensatory behaviors (Reichborn-Kiennerud et al 2004a). On the basis of our findings here, it is tempting
to speculate that the heritability of binge eating behavior may be atiributable primarily to cases of bulimia
nervosa and binge eating disorder—both of which have been shown to be familial {Strober et al 2000;
Hudson et al 2006)—rather than to cases of subthreshold binge eating disorder within the group.

Several limitations of the study should be considered. First, some CIDI questions did not precisely mirror the
DSM-TV criteria for the various eating disorders, as illustrated by in the diagnostic algorithms discussed in our
methods section. Perhaps the most important inconsistency is that, in order to have parallel duration
requirements for bulimia nervosa and for binge eating disorder, we required only 3 months of illness for a
diagnosis of binge eating disorder, in contrast to the 6 months required by DSM-1V. Thus, it is possible that
we may have overestimated the prevalence of binge eating disorder by including some cases with a duration
of only 3 to 5 months.

Second, diagnoses were based on unvalidated, fally structured lay interviews where lifetime information was
assessed retrospectively. These may be important considerations, given that an earlier version of the CIDI
was found to underdiagnose eating disorders (Thoraton et al 1998), possibly because some individnals
minimized or denied symptoms. Version 3.0 of the CIDI was designed to reduce this sort of under-reporting
by using a number of techniques developed by survey methodologists to reduce embarrassment and other
psychological barriers to reporting (Kessler and Ustun 2004)—but these changes necessitated indirect
assessments of loss of control and distress, as noted above. In any event, pending validation studies, it would
seem prudent to think of the NCS-R estimates as lower bounds on the true prevalence of eating disorders.

Third, in our analyses of the associations between eating disorders and body weight, we possessed only
current BMI, rather than maximum or minimum adult BMI, or BMI at the iime of the disorder. Thus, we
likely underestimated the magnitude of these associations.

Fourth, because recall of earlier experiences may diminish with age, our retrospective assessments may have
overestimated the magnitude of cohort effects (Giuffra and Risch 1994). Since cehort effects and age effects
are confounded, and no prospective studies have been performed over the period under study, it is not possible
to assess the magnitude of this potential bias. Prospective studies will be useful to track possible cohort effects
in the future,

Fifth, our results are based on the assumption that any exiting from the population available for sampling
was non-informative and that there was no selection bias (in the form of non-response bias) due to sampling
from available subjects; these limitations are discussed elsewhere (1Iudson el al 2005). For example, the
validity of our results would be threatened if the development of eating disorders rendered individuals less
Tikely to be available for sampling, which might oceur if there were a high mortality due to eating disorders,
or a significant proportion of cases hospitalized at the time of sampling. Although some clinical follow-up
studies have suggested substantial mortality for anorexia nervosa (Sullivan 1995; Steinhausen 2002; Keel et
al 200%), data from a community case registry study (Iacovino 2004) did not find excess mortality.

Another possible threat to validity would be bias in sampling of available individuals, in that individuals with
eating disorders might be more or less likely to participate. However, we carried out a non-response survey to
deal with this problem, which offered a larger financial incentive ($100) to main survey nonrespondents for a
short (15-min) telephone interview that assessed diagnostic stem questions. Very liitle evidence was found
that survey respondents and non-respondents differed on stem question endorsement for the NCS-R core
anxiety, mood, impulseconirol, or substance use disorders ( Kessler et al 2004b). Thus, it is likely that non-

55




response bias for eating disorders was minimal.

Sixth, while we examined 2 provisional entities in addition to those for which criteria weve provided n DSM-
IV, we did not examine many other possible entities that lie within the category of Eating Disorder Not
Otherwise Specified {Fairburn and Bohn, 2005)—such as subthreshold forms of anorexia nervosa and
bulimia nervosa, alternative definitions for subthreshold binge eating disorder (discussed above), purging
without either bulimia nervosa or anorexia nervosa {Keel et al 2005), and night eating syndrome (Stankard
et al 2005)— because the questions in the CIDI did not permif evaluation of these conditions.

In conclusion, the lifefime prevalence of the individual eating disorders ranged from 0.6—4.5%; these
disorders displayed substantial comorbidity with other DSM-IV disorders and were frequently associated with
role impairment, These patterns raise concerns that such a low proportion of individuals with these disorders
obtain treatment for their eating problems. As it turns out, though, a high proportion of cases did receive
treatment for comorbid conditions. Thus, detection and treatment of eating disorders might be increased
substantially if treatment providers queried patients about possible eating problems, even if the patients did
not include such problems among their presenting complaints.

- . Cohort-specific age-of-onset distvibutions for DSM-IV Bulimia Nervosa

. Figure 4
‘ Cohort-specific age-of-onsef distributions for DSM-IV Binge-Eating
N =+ | Disorder

Appendix table 5
Twelve-month prevalence estimates of DSM-IV eating disorders and

related behavior by age and sex

: Appendix table 3
. 2= "] Estimated age-of-onset and persistence of DSM-IV eating disorders by

lifetime treatment status

Appendix table 4
Cross-sectional socio-demographic profile of respondents with lifetime
DSM-1V eating disorders and related behavior'

Table 8a
Lifetime and 12-month treatment of DSM-IV eating disorders

Table 8b
Lifetime and 12-month treatment of DSM-1V eating disorders for
females

Table 8¢
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Lifetime and 12-month treatment of DSM-IV eating disorders for males
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PROGRAM OVERVIEW

Discovery offers two distinct treatment options for residential
eating disorder care: Center for Discovery Adolescent Eating
Disorder Program and Center for Discovery Adult Eating Disorder
Treatrment for Women,

Residential treatment at Discovery occurs in a well-structured,
closely supervised, nurturing, and personalized treatment
environment. Our homes are warm and spacious settings
providing a restful place for residents to begin recovery. At
Discavery we provide individualized treatment aimed at
effecting psychological, behavioral, emotional, social, and
spiritual growth for residents and their families.

Center for Discovery has an unparalleled national reputation
based in part on our research-based treatment approach which
has produced consistent and effective results for almost two
decades. Our dedication to utilizing proven treatment modalities
provides successful outcomes for our residents and their families.
Discovery is continuously seeking to substantiate our treatment
and provide families with the best experience possible. Discovery
is JCAHO accredited and state licensed.

ADMISSION INFORMATION

We realize that making the decision to seek residential treatment
can be a time of great turmoil. We are here to support you by
guiding your efforts to find the best care for your loved one.

Our admissions team will provide you with a complimentary
insurance benefits check, take you through the admissions

4
A

process, and provide you with any additional resources you may
require. Each case is evaluated very closely to determine the most
appropriate treatment approach and level of care. A preferred
treatment provider since 1997, Discovery is contracted witha (¢

-

number of insurance providers and may obtain a single case
agreement should your insurance require it.




ADOLESCENT EATING DISORDER
TREATMENT

The adolescent Eating Disorder Program at Center for Discovery
is designed to help male and female adolescents, ages 10-19
(age range varies by location), who struggle with Anorexia,
Bulimia, Binge Eating, and co-occurring issues such as self-
injurious behaviors, trauma, mood and anxiety disorders, severe

family discord, and addictive disorders.

Discovery eating disorder treatment utilizes a family systems
approach combined with an intensive "hands on” nutrition
program, comprehensive medical assessment, personally tailored
behavioral interventions, and a caring home-like environment

to support re-nourishment and long-term recovery for residents.
Residents meet with their individual therapist two to three times
per week, dietitian one to two hours per week, psychiatrist once
each week, primary care physician once each week, and are
involved in family therapy a minimum of one time per week.
Residents are also involved in various therapeutic groups which
include Dialectical Behavioral Therapy, hands-on food experiences,
nutrition education, communication skills training, recreational
activities, body image group, creative arts therapy, movement
therapy, exercise support, relapse prevention, and continuing
care/discharge planning. In addition to the comprehensive daily
treatment schedule, residents continue their academic studies

with the support of an academic liaison.

Center for Discovery families are engaged in the progress of their
child's treatment through the Discovery Parent Portal. The Parent
Portal is another way that Center for Discovery is unigue among
treatment providers. The secure site offers insights, education,
and support both during treatment and after discharge, assisting
parents to ensure the transition back home is seamless and
effective. This aspect of Center for Discovery keeps families
closely engaged in the therapeutic process by allowing an
increased level of participation throughout the treatment
experience and throughout the continuum of care.







|

EATING DISORDER TREATMENT
FORADULT WOMEN

The Eating Disorder Program for adult women at Center for
Discovery is designed to treat women 18 and over who struggle
with Anorexia, Bulimia, Binge Eating, and co-occurring issues such
as self-injurious behaviors, trauma, mood, anxiety and addictive
disorders. At Center for Discovery we recognize that each adult
client comes to us with a unique history and a specialized set of
requirements. Because of our small treatment milieus, we are able
to offer structure and support, while at the same time providing
increasing freedom and flexibility, and exposure to more “real life”

situations.

In addition to the regular programming components offered at
Discovery's eating disorder programs, Center for Discovery adult
eating disorder treatment is able to work with chronic clients,
or those who have experienced multiple treatment episodes.

It is an unfortunate reality that many people with eating
disorders relapse and may require more than one experience

in residential treatment. At Discovery we offer the hope that
recovery can happen at any stage in life, even after many years
of struggling. We work with clients to understand their life
history and to find the courage to move forward into recovery,
equipped with better skills and support. We do not view any
client as hopeless, but instead work intensively with the client
and family to uncover the root causes of the eating disorder,
identify the function of the eating disorder for the client, and
offer alternative ways to cope and communicate. We strive to be
firm but compassionate when confronting unhealthy behaviors
and assisting clients in changing long-standing patterns.

The nutrition program at Discovery's adult eating discrder
program offers more practical, independent living applications.
Residents participate in hands-on learning situations, where they
are exposed to, and gradually become comfortable with, a healthy
well-rounded relationship with food and eating. Residents
participate in daily dietary challenges, learn how to safely and
enjoyably shop for food, eat at restaurants, and prepare meals for
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themselves and their families. Discovery re-creates normal activities
for our residents that the eating disorder has often robbed them
of enjoying. At Discovery we realize that all of these activities

can be challenging and at times frightening for our residents.

Our compassionate and experienced tearn works tirelessly with

——— ——x

each client to find the balance between providing a safe,
supportive environment and encouraging the client to take on
the kinds of challenges that will allow them to thrive after they
leave our residential centers.

Center for Discovery clinical teams pride themselves on
constructing creative and challenging treatment assignments
and experiences that are individualized for each client.




NUTRITION PROGRAM

At Center for Discovery we believe that all foods fit in balance,
variety and moderation.

Discovery’s nutrition program promotes active participation in
the kitchen. As they progress, residents will be involved in
menu planning, grocery shopping, food preparation, and daily
cooking while in treatment. On a weekly basis, residents attend
an off-site restaurant challenge and learn to manage the stress
and emotions involved in various public settings. Individually
resident’s will participate in the Discovery Therapeutic Family
Meal where the dietitian, primary therapist, and select family
members eat together in order to develop skills which promote

supportive family meal experiences.

e i




FREQUENTLY ASKED QUESTIONS

Does Discovery take insurance?

Yes, Discovery is contracted with many insurance providers. If a
contract is not in place, we can assist you in obtaining a single
case agreement with your insurance provider.

Do adolescents continue their schoel while in treatment?
Yes, residents that are still enrolled in school will be allotted time
for their academic studies daily. Each resident will work with a
counselor who will liaise with their school to maintain credits and
communication appropriately.

Are Discovery programs based in a hospital?

No, Discovery programs are residential treatment programs
based in home-like settings in neighberhoods throughout the
country.

What does JCAHO accredited mean? 4 ,
Center for Discovery is accredited by The Joint fg’? d e
Commission. This means that our facilities are &
rigorously inspected to meet the vision of The Joint
Commission... “All people always experience the safest, highest
guality, best-value health care, across all settings.” This process
is voluntary and Discovery prides itself at maintaining excellence
and continually improving the care we provide.




RESIDENTIAL CENTERS

Discovery is privately owned and operated by two long time

friends who are also husbands and fathers. Treating adolescents

and adults since 1997, Discovery continues to grow and seek '
opportunities to support families and communities throughout

the country. Each Discovery treatment center is selected carefully,

ensuring the location and building provide a warm and thera-

peutic atmosphere where residents and families can be comforted
throughout the treatment process.

Discovery is here to help you.

New England

= Bellevue, WA

; Menlo Park, CA

Fremont, CA )

Lakewood, CA




Downey, CA

Edmonds, WA
La Habra, CA
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Chicago, IL “
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FOR MORE INFORMATION
call: 866.804.2239
or visit: www.centerfordiscovery.com



Greer, Leslie

From: Greci, Laurie

Sent: Thursday, June 05, 2014 10:19 AM

To: tim.davis@centerfordiscovery.com

Cc: Riggott, Kaila; Greer, Leslie

Subject: 14-31913-CON Center for Discovery in Fairfield CT

Attachments: 14-31913 Completeness Letter.docx; Completeness Letter to email 31913.pdf

Dear Mr. Davis,

Attached you will find two files. The first is a copy of the completeness letter that | tried to fax to you yesterday. It
failed to go through due to a busy line. The second file is the Word version so that you may easily copy the questions
into your response.

Upon receipt, would you please let me know that you received this email?
Thank you,

Laurie

Lawrie K. Gueci

Associate Research Analyst
Department of Public Health
Health Care Access

(= laurie.greci@ct.gov

860 418-7032

860 418-7053




STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH
Office of Health Care Access

June 4, 2014
VIA FAX ONLY

Tim Davis

Business Development Manager

Discovery Practice Management, Inc. d/b/a Center for Discovery
4281 Katella Ave., Ste. 111

Los Alamitos, CA 90720

RE: Certificate of Need Application; Docket Number: 14-31913-CON
Establishment of a 6-bed Residential Treatment Home for Women in Fairfield
Certificate of Need Completeness Letter

Dear Mr. Davis:

On May 7, 2014, the Department of Public Health (“DPI”), Office of Health Care Access (“OHCA”)
received the Certificate of Need (“CON”) application from Discovery Practice Management, Inc. d/b/a
Center for Discovery™ ™ ("Applicant"} proposing to establish a 6-bed residential treatment home in
Fairfield for women aged 18 and older with eating disorders.

OHCA has reviewed the CON application and requests the following additional information pursuant
to Connecticut General Statute §19a-639%a(c). The page numbers given in the questions refer to the
submitted initial CON application.

1)  The Applicant states on page 15 that it considers its financial information to be confidential.
Under Connecticut General Statute §19a-639(4) the Applicant must demonstrate how the
proposal will impact the financial strength of the health care system in the state or that the
proposal is financially feasible for the Applicant. Under Connecticut General Statute §19a-
639(5), the Applicant must satisfactorily demonstrate how the proposal will improve quality,
accessibility and cost effectiveness of health care delivery in the region. Therefore, please
provide:

a. Audited financial statements for the most recently completed fiscal year or other
financial documentation; and
b. Financial Attachment I (attached).

2)  Provide a brief history of Discovery Practice Management, Inc. and provide an organizational
chart.

3}  Provide a list of the Discovery Practice Management Inc.'s/Center for Discovery's eating disorder
facilities currently in operation. Include the name of the facility, street address, town and state.

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




Discovery Practice Management, Inc. d/b/a Center for Discovery
Docket Number: 14-31913-CON

4)

3)

6)

7

8)
9

10)

11)

12)

Provide a description of the Center for Discovery and how its proprietary treatment will benefit
Connecticut residents.

Provide by town name the proposed service area for the new facility.

Develop the need for the proposal based on population incidence by geographical area (e.g.
town) Estimate the number of adult women within each listed town that need the proposed
service. Provide documentation that supports the statements that develop need.

The proposal included two articles in the initial CON application. Please address each of the
following:

a. What is the source for the first article that begins on page 417
b. Explain how information in the second article beginning on page 47 was utilized in the
application.,

Provide a discussion that supports the number of beds proposed on page 8 for the facility.

Concerning the Applicant's child care facilities in Connecticut, please address each of the
following:

a. The amended first provisional license for the Congress St. location was effective for a
period of 60 days and expired on April 26, 2014. Was the license renewed? If yes, please
provide a copy. If no, explain why it was not renewed. Describe the services provided at the
facility during the period the license was in effect.

b. The copy of child care facility license on page 63 lists the facility's address as 1320 Mill
Road. Please confirm that this is the correct and full address for the facility. Does the
Applicant expect that this facility's license will be renewed by or on the expiration date of
November 19, 20147 If not, please provide an explanation.

Explain how the proposal will improve quality, accessibility and cost effectiveness of health care
delivery in the region, including but not limited to (1) provision of or any change in the access to
services for Medicaid recipients and indigent persons and (2) the impact upon the cost
effectiveness of providing access to services provided under the Medicaid program.

Provide a discussion on the Applicant's private pay agreement with clients that are uninsured or
underinsured. Does the Applicant provide these clients with a sliding fee schedule?

If the proposal fails to provide or reduces access to services by Medicaid recipients or indigent
persons, provide explanation for good cause for doing so. Note: good cause shall not be
demonstrated solely on the basis of differences in reimbursement rates between Medicaid and
other health care payers.

June 4, 2014
Page 2 of 4



Discovery Practice Management, Inc. d/b/a Center for Discovery June 4, 2014
Docket Number: 14-31913-CON Page 3 of 4

13) Which license(s) is the Applicant seeking to obtain from the State of Connecticut, Department of
Public Health in relation to the proposal?

14) The program description on page 8 of the initial CON application states that the average length of
stay is two to three months, However, the volume projections on page 11 are based on an average
length of stay of "just over 40 days". Please revise the relevant sections of the initial CON
Application to be consistent for the average length of stay. (See pages 8 and 11). Include volume
projections for number of bed days for each projected fiscal year.

15) Page 17 states that the volume statistics are conservative estimates based on similar 6-bed homes.
Please explain how the projections can increase higher than 50 clients based on 40-day average
length of stay with a fixed capacity of 2,190 bed days (365 days * 6 beds).

16) Please explain what is meant by a "30 unit (client days) bump year over year" given in response
to Question 7e on page 18.

17y Page 13 states that the psychiatrist to be on staff at the new facility must be experienced in
adolescent psychiatry and treatment. Please amend the description to include the experience that
will be appropriate for freating adult women.

18) Provide supporting documentation to support the statement made on page 18 concerning high
levels of relapse when a client steps down from acute care directly to an outpatient program.

19) Does the Applicant have relationships with other Connecticut providers that provide a referral
base for the proposed facility?

20) Explain how clients discharged from the proposed inpatient program will obtain outpatient care
in their community.

21) Provide a list of existing providers in Connecticut that have outpatient treatment programs for
eating disorders.

22) Provide documentation demonstrating that the Applicant has a transfer agreement or procedure in
place in anticipation that a client may encounter the need for emergency care. Discuss the
procedures to be followed and the anticipated roles of the program director, the physician(s),
psychiatrist(s) and the acute care hospital.

23) Who is the owner of the building(s) and land where the facility will be located? What is the
relationship of the owner to the Applicant?

24) Demonstrate how this proposal will impact the financial strength of the health care system in the
state or that the proposal is financially feasible.

In responding to the questions contained in this letter, please repeat each question before providing
your response. Information filed after the initial CON application submission (e.g., completeness
response letter, prefile testimony, late file submissions and the like) must be numbered sequentially




Discovery Practice Management, Inc. d/b/a Center for Discovery June 4, 2014
Docket Number: 14-31913-CON Page 4 of 4

from the Applicant’s document preceding it. Paginate and date your response (i.e., each page in its
entirety) beginning with Page Number 64. Please reference “Docket Number: 14-31913-CON.”

Submit one (1) original and four (4) hard copies of your response. Fully paginate each copy. In
addition, please submit a scanned copy of your paginated response, including all attachments, on CD in
Adobe format (.pdf) and in MS Word format (.docx).

Pursuant to Section 19a-639a(c) you must submit your response to this request for additional
information no later than sixty days after the date that this request was transmitted. Therefore, please
provide your written responses to OHCA no later than August 3, 2014, otherwise your application will
be automatically considered withdrawn. If you have any questions concerning this letter, please feel
free to contact me at (860) 418-7032.

Sincerely,
A K ‘ E/jl

Laurie K. Greci
Associate Research Analyst
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STATE OF CONNECTICUT
DEPARTMENT OF PUBLIC HEALTXL
OFFICE OF HEALTH CARE ACCESS

FAX SHEET
TO: Tim Davis, Business Development Manager
FAX: 714-828-1868

Discovery Practice Mianagement, Inc. d/b/a Center fox

AGENCY: Discovery
FROM: Lauyxie Greci
DATE: June 4, 2014
Number of Pages: &

(Frecludiveg tramsgminal sheet
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Commenis:

Completeness Letter for 14-31913-CON, Certificate of Need
Application for the establishment of a 6-bed residential
treatment home for women in Fairfield, CT

PLEASE PEHONE IF THERE ARE ANY TRANSMISSION FPROBLEDNLS.

Phone: (860) 418-7001 Fax: (860) 418-7053

410 Capitol Ave., MSH#IIHCA
P.O.Box 340308
Hartford, CT 06134



Greer, Leslie

From: Greci, Laurie

Sent: Thursday, June 05, 2014 2:25 PM

To: Greer, Leslie

Subject: FW: 14-31913-CON Center for Discovery in Fairfield CT

Would you please add this file? Thank you.

From: Tim Davis [mailto:tim.davis@centerfordiscovery.com]
Sent: Thursday, June 05, 2014 2:21 PM

To: Greci, Laurie

Subject: Re: 14-31913-CON Center for Discovery in Fairfield CT

Hi Laurie,

| received your email. | will review the items and respond.
Thanks,

Tim

Sent from my iPhone

OnJun 5, 2014, at 10:19 AM, "Greci, Laurie" <Laurie.Greci@ct.gov> wrote:

Dear Mr. Davis,

Attached you will find two files. The first is a copy of the completeness letter that | tried to fax to you
yesterday. It failed to go through due to a busy line. The second file is the Word version so that you
may easily copy the questions into your response.

Upon receipt, would you please let me know that you received this email?
Thank you,

Laurie

Lawiie K. Greci
Associate Research Analyst
Department of Public Health
Health Care Access

= laurie.greci@ct.gov

860 418-7032

860 418-7053

<14-31913 Completeness Letter.docx>
<Completeness Letter to email 31913.pdf>



CENTER FOR DISCOVERY

July 3, 2014
Ms. Laurie Greci DEGELIY £
Associate Research Analyst _
Department of Public Health JUL -8 2014
Health Care Access

. OHi
410 Capitol Avenue HEALTHCA%%E?GGESS
Hartford, CT 06134
Dear Laurie:

Thank you for taking the time to review Discovery Practice Management's initial CON application to
provide residential treatment to women suffering from eating disorders. Enclosed you will find our
responses and supplementary information to answer the questions you put forth on June 5, 2014.

I hope that the enclosed responses are sufficient to answer any questions or concerns about our
proposed project that you may have. However, in the event that you have additional questions or
concerns, please do not hesitate to contact me at any time.

Thank you for taking the time to review our request, and | look forward to hearing from you soon.

Best regards,
Pl S /

Tim Davis

Business Development Manager
Center for Discovery

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

i

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

800-760-3934 - www.centerfordiscovery.com




The following pages are in response to the Department of Public Health's Completeness Letter sent on
June 41, 2014 in response to Discovery Practice Management's application for a CON io establish a 6-bed
residential freatment home for women in Fairfield.

Docket Number: 14-31913-CON

1) The Applicant states on page 15 that it considers its financial information to be confidential, Under
Connecticut General Statute §19a-639(4) the Applicant must demonstrate how the proposal will
impact the financial strength of the healith care system in the state or that the proposal is
financially feasible for the Applicant. Under Connecticut General Statute §192-639(S), the
Applicant must satisfactorily demonstrate how the proposal will improve guality, accessibility and
cost effectiveness of heaith care deiivery in the region. Therefore, please provide;

a. Audited financial statements for the most recently completed fiscal vear or other

financial documentation; and

b. Financial Attachment | (attached).

See Attached Appendix A

The Independent Auditor’s statement is included along with the 2013 company balance sheet. Please refer

to the cash figure of $871, 605 which will more than suffice to cover necessary expenses for the proposed
facility.

Financial Attachment | is included. Please note that no actual results are included since the proposed
facility does not yet exist until the CON is granted. Three years of projections are given and are counted as
incremental gains since they will not occur without the grant of a CON,

2)  Provide a brief history of Discovery Practice Management, Inc. and provide an organizational
chart.

Organizational charts are found in Appendix B: Two charts are included: one is the organization chart for
the treatment home, while the other chart depicts Discovery Practice Management.

Discovery Practice Management, aka, Center for Discovery has been providing residential treatment for
women and teens for over 15 years. At Center for Discovery, we provide residential freatment for women
with eating disorders, teens with eafing disorders, teens with mental health disorders, and teens with
substance abuse issues. Each of our locations is dedicated solely to one of our specialized treatment
programs. By keeping each location specialized to one of our treatment programs, we are able to provide
the most effective and efficient freatment for our residents. We provide residential freatment via home-like
residential treatment centers located in residential neighborhoods. Our locations provide treatment for a
small number of residents at one time fo maintain an intimate setting and a low resident to staff rafio.
Treatment within a residential neighborhood also allows our residents to feel more comfortable in a familiar
surrounding as well as providing greater transferability and internalization of the treatment experience o life
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after treatment. Our locations do not look, fee! or smell fike a hospital and we strive to provide an
environment where residents feel like and are treated like people, never patients.

Center for Discovery has been dedicated to providing successful residential treatment for years, and over
that time we have developed a proprietary treatment modet that has helped us create a legacy of success.
Our proprietary program allows for one-of-a-kind freatment to be provided to every client to support their
healing, growth, and recovery. Each resident is personally involved in creating their treatment program and
treatment is individualized for each resident to specifically address the issues and situation they are dealing
with. At Center for Discovery, we know that treatment is not only about the diagnosed issues, it is about the
contributing factors that underlie those conditions. We understand that while the symptoms may be similar,
the underlying factors are unique to each of our clients.

Our team of renowned experis helps guide clients and families to recovery, well-being and a healthy life. It
is our firm belief at Center for Discovery that families are critical to the solution. Research has shown that
family involvement is instrumental in providing for successful treatment outcomes. At Center for Discovery,
it is never about blame. We focus on where you and your family go from here and how you get there.
Family is a primary source of support for our residents and is ciosely involved in the treatment process.

Each of our locations is accredited by the Joint Commission as a residential treatment center and maintains
the highest state licensure. JCAHO accreditation is a nationally recognized symbol of quality and reflects
our deep commitment to the highest professional and treatment standards. Center for Discovery is trusted
by the leading dactors, clinicians, dietitians, and insurance organizations in the counfry and many of our
residents are referred to us through medical and therapeutic professionals.

3)  Provide a list of the Discovery Practice Management Inc.'s/Center for Discovery's eating disorder
facilities currently in operation. Include the name of the facility, street address, town and state.

See Attached Appendix C

4)  Provide a description of the Center for Discovery and how its proprietary treatment will benefit
Connecticut residents.

See response to question {2) for description of Center for Discovery.

See Attached Appendix D that depicts Center for Discovery’s empirical results for the treatment
- of eating disorders over the past several years in a residential setting. As you can see,
residential treatment is incredibly effective in altering the life-threatening habits of individuals
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with eating disorders such as binging, purging, and restricting. Center for Discovery hopes to
offer this life saving level of care to the adult women of Connecticut who do not have access to
residential treatment in the state.

5) Provide by town name the proposed service area for the new facility,

The service will be provided in Fairfield, CT. The address of the proposed facility is 4536 Congress St.,
Fairfield, CT.

The service area wilt primarily be Fairfield County with some clients expected from neighboring Connecticut
counties and Wesichester, NY.

6)  Develop the need for the proposal based on population incidence by geographical area {e.g. town)
Estimate the number of adult women within each listed town that need the proposed service,
Provide documentation that supports the statements that develop need.

See attachment E for Fairfield County population metrics.

Based off statistics presented in the original CON application and attached Fairfieid County metrics, 1% of
the adult women between the ages of 18-65 will require our level 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 treatment, we
are still left with 891 women in Fairfield County and 3,512 women in Connecticut who require treatment for
an eating disorder at the residential level.

7}  The proposal included two articles in the initial CON application. Please address each of the
following: |

a. What js the source for the first article that begins on page 417

The source is: http://www.eafinqdisorderhoae.Cam/information!statéstécs-studies_

Their sources and references can be found at the end of the article and include the American
Journal of Psychiatry; International Journal of Eating Disorders; National Institute of Mental
Health; and others.

b. Explain how information in the second article beginning on page 47 was utilized in the |

This article was meant to reinforce the statistics found in Article 1 and to highlight the eating disorder
prevalence in adult women and the high degree of eating disorder onset in women in their late teens
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and early twenties.

8)  Provide a discussion that supports the number of beds proposed on page 8 for the facility.

We have zoning approvai for a 6 bed facility and have cleared fire and life safety requirements for
housing six individuals in the residential home. In addition, Discovery likes to keep the treatment
setting small o allow for more 1 on 1 therapy with the clients and a more conducive healing
environment.

9)  Concerning the Applicant's child care facilities in Connecticut, please address each of the
following;

a. The amended first provisional license for the Congress St. location was effective for a period
of 60 days and expired on April 26, 2014. Was the license renewed? If ves, please provide a
copy. If no, explain why it was not renewed. Describe the services provided at the facility
during the period the license was in effect.

See Attachment E.

The license was renewed. The facility opened in February, 2014 and will be on conditional licenses
for 6 months to 1 year with periodic reviews. The facility provides residential eating disorder
treatment to adolescents.

b. The copy of child care facility license on page 63 lists the facHity's address as 1320 Mill Road.
Please confirm that this is the correct and full address for the facility. Does the Applicant
expect that this facility's license will be renewed by or on the expiration date of November
19, 2014° lf not, please provide an explanation.

The full address of the facility is 1320 Mill Hill Road, Southport, CT 06824. Discovery fully expects
the license to be renewed on or before the expiration date in November.

10) Explain how the proposal will improve quality, accessibility and cost effectiveness of health care
delivery in the region, including but not limited to (1) provision of or any change in the access to
services for Medicald recipients and indigent persons and (2) the impact upon the cost
effectiveness of providing access to services provided under the Medicaid program.

Center for Discovery is not contracted with Connecticut State Medicaid. However, we do take single case
agreements for Medicaid clients. In addition, Discovery has utilized sliding fees to accommodate individuals
whose insurance doesn't cover a large portion of treatment. Discovery has also launched a non-profit
scholarship in the Connecticut region that sponsors individuals who qualify for treatment but are unable to
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provide any compensation. The fund will sponsor several individuals every year to address indigent care.

11)  Provide a discussion on the Applicant's private pay agreement with clients that are uninsured or
underinsured, Does the Applicant provide these clients with a sliding fee schedule?

We offer sliding fee schedules based on the proportion of care that insurance can cover and the individual
is able to pay. We also have a non-profit scholarship that will cover several individuals every year who are
unable to pay for ireatment.

12)  If the proposal fails to provide or reduces access to services by Medicaid recipients or indigent
persons, provide explanation for good cause for doing so. Note: good cause shalf not be
demonstrated solely on the basis of differences in reimbursement rates between Medicaid and
other health care pavers.

While Genter for Discovery is not contracted with Medicaid, we are still willing to accept clients within the
Medicaid system on individual case agreements, sliding fee schedules, or scholarships.

13)  Which license(s) is the Applicant seeking to obtain from the State of Connecticut, Department of
Public Health in relation to the proposal?

Discovery seeks to obtain licensure as a Private Freestanding Mental Health Residential Living Center
under Sec. 192-495-551 of the Connecticut Department of Public Health regutations.

14) The program description on page 8 of the initial CON application states that the average length of
stay is two to three months. However, the volume projections on page 11 are based on an average
length of stay of "just over 40 days". Please revise the relevant sections of the initial CON

Application to be consistent for the average length of stay. (See pages 8 and 11). Include volume

projections for number of bed days for each projected fiscal vear.

The Program Description on Page 8 details an incorrect length of stay. Our adolescent programs see an
average length of stay of 2-3 months; however, our aduilt programs average just over 40 days. Inputs on
page 11 are consistent with 40 day stays.

15) Page 17 states that the volume statistics are conservative estimates based on similar 6-bed
homes. Please explain how the projections can increase higher than 50 clients based on 40-day
average length of stay with a fixed capacity of 2,190 bed days (365 days * 6 beds).

The conservative part of the estimate is the time expected to reach 90% capacity, or 49 clients per year.
The projections are conservative in that 90% capacity is not reached until year 3 of operation, in contrast,
our adolescent facifities in Connecticut reached 90% capacity within 6 moniths of opening.

16) Please explain what is meant by a "30 unit (client days) bump year over year" given in response to

Question 7e on page 18.
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1 unitis equal to 1 client for 1 day. A 30 unit increase per year over the projected opening year valuss
would maintain stable profitabiiity in the face of inflation and rising wages. This would be based on
projections of only serving 35 clients in the first year. '

17) Page 13 states that the psychiatrist to be on staff at the new facility must be experienced in
adolescent psychiatry and treatment. Please amend the description to include the experience that
will be appropriate for treating adult women.

See Attachment G : Psychiatrist must have experience in adult psychiairy, preferably at least one year of
experience with adult women with eating disorders.

18) Provide supporting documentation to suppott the statement made on page 18 concerning high
levels of relapse when a client steps down from acute care directly to an outpatient program.

See attachment D which contains the following excerpt and references. Please note, this is a preliminary research
report containing internal and external stalistics that has not yet been published. Its sources of readmission rates are
based off of peer reviewed scientific journals.

“Since Center for Discovery began treating eating disorders in 1999, we have treated almost 2000 clients at the
residential fevel. Of those clients, less than 14% have needed fo readmit anytime in the 15 years. This readmission
rate is significantly lower than those typically found for a higher level-of-care for eating disorders, which can range
from 45% to 77.5%.5.1%

*Steirhausen, H., Grigorolu-Serbanaescu, M., Boyadjieva, S., Neumarker, K, & Metzke, . W, {2008). Course and predictors of rehospitalization in adolescent
anorexfa nervosa in a multisite study. intemational Journal of Eating Disorders, 4 (1), 28-36.

Lay, B., Jennen-Steinmetz, C., Reinkard, ., & Schmidt, M. 5. {(2002). Characteristics of inpatient weight gain in adolescent anarexia nervosa: Relation to spesd
of relapse and re-admission. Ewropean Eating Disorders Review, 10{1), 22-40.

19) Does the Applicant have relationships with other Connecticut providers that provide a referral
base for the proposed facility?

Yes, referrals come from local Mental Health out-patient therapists in Connecticut, Yale New Haven
Hospital system, and local physicians and psychiatrists. In addition, many clients seek eating disorder
treatment at Long Island Jewish Hospital, New York Presbyterian Outlook Program, and Eating Disorder
180 PHP/OP in Long Island. These programs are currently serving adults in both Connecticut and New
York and currently refer adolescents to our adolescent residential programs.

20} Explain how clients discharged from the proposed inpatient program will obtain outpatient care in
thelr community.
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In general, clients step down to an Intensive Outpatient {IOP) leve! of care after residential treatment.
Center for Discovery recently opened an 10P in Greenwich, CT which will be available to all discharging
clients. If the focation of our Greenwich fagility is not conducive for certain clients, our team will locate the
nearest lOP center and provide a referral. In other cases, clients will be referred back to fheir original
outpatient therapist or one that we refer them to in their local area.

21) Provide a list of existing providers in Connecticut that have outpatient treatment programs for

eating disorders.

Center for Discovery has an IOP located in Greenwich, CT.
Renfrew Eating Disorder Treatment has an 10P in Greenwich, CT.
Walden Behavioral Health has an lOP located in Hartford, CT.

22)  Provide documentation demonstrating that the Applicant has a transfer agreement or procedure
in place in anticipation that a client may encounter the need for emergency care. Discuss the
grocedures to be followed and the anticipated roles of the program director, the physician(s),
psychiatrist(s} and the acute care hospital.

See attachment H

23) Who is the owner of the building{s} and land where the facility will be located? What is the
relationship of the owner to the Applicant?

The owner of the facility is Valley Forge Financial Group (VFFG). VFFG is a stakeholder in Center for
Discovery and Discovery Practice Management, They help purchase facilities and offer long-term leases
(~15-20 years) to Discovery.

24) Demonstrate how this proposal will impact the financial strength of the health care system in the

state or that the proposal is financially feasible,

The proposal is financially feasible for the following reasons:

- Discovery already operates the property and has made the capital improvements necessary for
meeting applicable fire, zoning and health codes.

- The facility is already fumished and ready for operation, so capital costs going forward are zero.

- Discovery already has insurance contracts with the major providers in Connecticut due to the
existence of our residential programs for adolescents.

- Please refer to financial attachments | and Il for expected revenues and profitability.

- Discovery Practice Management has sufficient funds and cash flow from its other operations to
support the facility in case of a revenue shortfall,
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HOLTHOUSE
CARLIN &
VAN TRIGTws

Independent Auditor's Report

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

Report on the Consolidated Financial Statements

We have audited the accompanying consolidated financial statements of Behavioral Health Holdings i, Inc.
and subsidiary (collectively, the "Company”), which comprise the consalidated balance sheet as of
December 31, 2013, 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 fo 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 invoives 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 overal 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, 2013, and the resuits 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, Glympic Boulevard, 11th Floor, West Los Angeles, CA 90064 « 4550 £. Thousand Qaks Boulevard, Suite 100, Wastiake Village, CA 91362

100 Ocesangate, Suite 800, Long Beach, CA 90802 » 117 East Colorado Boutevard, 6th Floor Pasadena, CA 91108
555 Anton Baulevard, Suite 700, Costa Masa, CA 92626 = 15760 Ventura Boulevard, Suite 1700, Encino, CA 91436
400 W. Ventura Boulevard, Suite 250, Camarillo, CA 93010 » 115 West 2nd Street, Suite 204, Fort Worth, T™X 93010 74




independent Auditor's Report
(Continued)

Report on the Supplemental Information

Our audit was conducted for the purpose of forming an opinion on the consolidated financial statements as a
whole. The accompanying consolidating balance sheet as of December 31, 2013, 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, 2013 are presenied 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 reconeiling such information
directly to the underlying accounting and other records used to prepare the consolidated financial
statements or to the consolidated financial statements themselves, 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.

Hotthmse. Cnbin & Vam igt 119

{ong Beach, California
Aprit 4, 2014

75



BEHAVIORAL HEALTH HOLDINGS II, INC. AND SUBSIDIARY

CONSOLIDATED BALANCE SHEET
DECEMBER 31, 2013

ASSETS

Current assets:
Cash and cash equivalenis
Accounts receivable, net
Prepaid expenses and other current assets
Deferred income taxes
Total cumrent assets

Property and equipment, net
Deferred financing costs, net
Goodwill

Intangible assets, net

Other assets

Total assets

LIABILITIES AND SHAREHOLDER'S EQUITY

Current liabflities:
Revolving line of credit
Agcounts payabie
Accrued expenses and other current liabilities
Current portion of long-term debt
Total current lighilities

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

Commitments and contingencies (notes 5, 8, 7 and 8}

Shareholder's equity:
Common stock, $0.0001 par value, 1,000 shares authorized,
101 shares issued and outstanding
Additienal paid-in capital
Retained eamings
Total sharsholder's equity

Total liabilities and shareholder's equity

See accompanying notes fo consolidated financial statements.

3

3

871,605
5,807 432
433,229
125,647
7,337.913

1,250,875
244,448
6,922,000
12,554,286

711,279
__29,020601_

600,000
485,888
872,133
1,235,765
3,203,786

19,745,943
606,520

23,556,249

1
4,512,431
951,920

5,464,352
29,020,601
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13.Bi.  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 folfowing reporting format;

FY
Actual
Description Resuits

NET PATIENT REVENLUE
Non-Government

Medicare

Medicaid and Other Medica$ Assistance
Other Government

Total Nat Patient Patient Revenue $0

Other Operating Revenue
Revenue from Operations $0

OPERATING EXPENSES
Salaries and Fringe Benefits
Professional / Confracted Services
Supplies and Drugs

Bad Debts

Other Operating Expense

Subtotal $0
Depreciation/Amortization

Interest Expense

Lease Expense

Total Operating Expenses 0

Income {L.oss) from Operations %0

Nor-Operafing Income
Income before provisicn for income taxes $0

Proviston for income faxes

Net Ilncome 50

Retained earnings, beqinning of year
Retained eamings, end of year 30

FTEs
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FY FY FY FY FY FY FY FY FY
Projected Projected  Projected Projected Frojected Projected Projected  Frojected Projected
Wiout CON Incremental With CON Wiout CON |ncremental With CON Wiout CON Incremental  With CON
30 $1,432,000 $1,432,000 $0 $1,646,800 $1,646,800 30 $1,893,820 $1,893,820
30 50 $0 $0 $0 $0 $0 50 80
0 30 30 §C 50 $0 50 $0 30
30 30 [i¢) $0 $0 $0 $0 §0 30
0 $1,432,000 $1,432,000 30 $1,646,800 $1,646,800 %0 $1,893,820 $1,893,820
30 $0 $0 3o 0 $0
$0  $1,432,000 $1,432,000 $0 $1,646,800 $1,646,800 $0 $1,893,820 $1,893,820
30 $504,000  $504,000 50 $524,160  $524,160 30 $645,126  $545,126
30 $123,750 $123,750 30 $128,700  $128,700 ) $133,848 $133,848
30 $40,800 $40,800 50 $42,432 $42,432 $0 $44,129 $44,129
30 56 30 $0 %0 80 $0 0] $0
$0 $61,200 $61,200 $0_ $63,648 $63,648 30 $66,194 $66,194
%0 8726750 8729,750 $C 5758940  $758,940 $0 $789,268  $789,228
30 50 $0
30 30 $0
30 $125000  $125,000 $125.000  $125,000 $125000  $125000
30 $854,750  $854,750 30 $883,940  $883,940 30 $914,298  $914,298
36 $577,250  $577,250 30 $762,860 §762,860 $0 5979522  §979,522
50 $0 $2
30 $577,250 $577,250 $0 $762,860 $762,860 $0 $979,522  $979,522
$202,038  $202,038 $287.001  $267.001 $342,833  $342,833
$0 $375,213  $375.213 $0 $495,859  $495,859 30 $636,890  $636,690
$0 30 30 $0 $375,213  $375,213 0 $871.072  $871,072
30 $375,213  $375,213 $0 $371,072  $871,072 %0 $1,507,761 $1,507,761
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12.C(if). Please provide three years of projections of incremental rev

Type of Service Description Residential Eating Disorder Treatment for Women

Type of Unit Description: GClient Days

enue, expense and volume statistics attributable fo the proposal in the following reporting format:

# of Months in Operation 12

FY {1 2) (3 @ (5 & @] 8 )] (1%

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

Total Incremental Expenses: $864,750 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§-Col.7 Cal 4/ Col 4 Total

Payer Category:

Medicare 1] 30 30 $0 $0

Medicaid $0 0 $0 $0 $0 $0

CHAMPUSTriCare $0 0 $0 $0 30 30

Total Governmantal 0 50 $0 30 30 $0 30 $0

Commericiai Insurers $1,000 1,328 §1,328,000 $1,328,000 $792,673 $535,327

Uninsured $1,300 &0 $104,000 $104,000 $62,077 $41,923

Total NonGovernment 50 1,408 $1,432,000 $0 $0 30 $1,432,000 $854,750 $577,250

Total All Payers $0 1,408 $1,432,000 $0 $0 30 $1,432,000 $854,750 $577,250
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Connecticut House Organization Chart

Program
Director
[ I I
Facility Primary
Dietitian . Physician Psychiatrist
Administrator Therapist ¥ Y

Counselors

Nurses

Diet
Technicians
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CENTER FO

Facility Address Service Client License & JCAHO #'s
(Ages)

Center for 16305 SE 37" Street Adult Family Home
Discovery, Bellevue, WA 98008 RTC, PHP Adult - Female Only | Lic-752239, NO Expiration
Bellevue, King Co. Eafing Disorders | {ages 16+) 6 Bd JCAHO-483514, Exp. 4/10/16
Center for 3737 Lawson Road Child Welfare Agency & Group
Discovery, Glenview, IL 60026 RTC, PHP Adolestent Home

Chicago, Cook Co.

Eating Disorders

(ages 11-21) 8 Bd

Child Welfare Agency Lic:524264-02
Group Home:Lic-527214, Exp 9/10/17
JCAHO-551681, Exp. 3/26/16

Center for 9844 Pangborn Congregate Living

Discovery, Dewney, CA 90240 RTC, PHP Adolescent Lic-980001583, Exp 11/04/14
Downey, Los Eafing Disorders | (ages 10-19)6 Bd | JCAHO- 150084, Exp. 2/8/16
Angeles Co.

Center for 7511 176 Sirest SW Children's Agency

Discovery, Edmonds, WA 98026 RTC, PHP Adolescent Lic-436020, Exp, 10/20/15
Edmonds, Eafing Disorders | (ages 11-18) 6 Bd 1 JCAHO-493514, Exp. 4/10/16
Snohomish, Co,

Center for 4536 Congress St. Chitd Care Facility & Group Home
Ciscovery, Fairfield, CT 06824 RTC, PHP Adolescent

Fairfield, Fairfield, Ealing Disorders | {ages 10-18)6 Bd | Lic-CCF/IGH 137 ex 5/25M4
Co ‘
Center for 4688G Rancho Higuera Congregate Living

Discovery, Rd RTC, PHP Adult - Female Only | Lie-550001930, Exp 5/16/14
Frement, Alameda Fremont, CA 94539 Eafing Disorders | (ages 16+) 6 Bd JCAHO-150964, Exp. 2/8/16
Co.

Center For 7 Riverville Road TBD

Discovery, Suite 2A IOP Adolescent

Greenwich, Fairfisld | Greenwich, CT 06831 Ealing Disorders | Ages: TBD

Co

Center for 2115 Las Palomas Congregate Living

Discovery, La Habra, CA 90631 RTC, PHP Adolescent Lic-550001575, Exp 04/13/14
La Habra, Orange Eating Disorders | (ages 10-19)6Bd | JCAHO- 150864, Exp.2/8/16
Co.

Center for Center for | 4136 Ann Arbor Road, RTC, PHP Adolescent Congregate Living

Discovery, Lakewood, CA 90712 Eating Disorders | (ages 10-19)6Bd | Lic-980001602, Exp. 11/04/14
Lakewood, Los JCAHO-150064, Exp. 2/8/16
Angeles Co.
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Center For 1000 Quail Street
Discovery, Suite 260 Business License;
Newport Beach, Newport Beach, CA 1OP Adolescent and BT30046281
Orange Co 92660 Eafing Disorder | Adult (10+)
Center for 1895 Alfschul Ave RTC, PHP Adolescent Congregate Living
Discovery, Menlo Park, CA 94025 Eafing Bisorders | {ages 10-19)6Bd | Lic-550000127, Exp. 2/26/15
Menlo Park, San JCAHO-150984, Exp. 2/8/16
Mateo, Co.
Center for 30175 Avenida Tranquilla Congregate Living
Discovery, RP.V., CA 90275 RTC, PHP Adult - Female Cnly | Lic-980001355, Exp, 03/23/14
Rancheo Palos Eating Disorders | {ages 16+) 6 Bd JCAHO-150964, Exp.2/8/16
Verdes, Los Angefes
Co.
Center for 3013 Woaodford Dr. Congregate Living
Discovery, La Jolla, CA 92037 RTC, PHP Adolescent Lic-550000153, Exp. 5/21/14
San Diego, San Eating Disorders | (ages 10-19)6Bd | JCAHO-150964, Exp. 2/8/16
Diega Co.
Center for 1320 Mil! Hill Road Child Care Facility & Group
Discovery, Southport, CT 06824 RTC, PHP Adolescent Home
Southport, Fairfield Eating Disorders | (ages 10-18)6Bd | Lic-CCF/GH132, Exp. 11/19/14
Co. JCAHO-532443, Exp. 9/9116
Center for
Discovery, 5343 Summit Drive
Virginia, Fairfax Fairfax, VA 22030

RTC, PHP Adolescent Children's Residential Treatment

Eating Disorders

{ages 10-18) 8 Bd

Center
Lic#2240-14-004 Exp. 6/15/14
JCAHO-553983, Exp. 5/2214
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Treating eating disoro{érs
since 1997, Center for
Discovery has a strong
commitment to a research
based approach. To that:
end, the follovvmg data vere
om,or!ed from a'revie

PERCENT OF IDEAL
BODY WEIGHT

than that of lower weight gains.”

CENTER FOR DISCOVERY"

TABLE 1: Adult AN clients, who entered treatment extremely mainourished, with an
average percent of ideal body weight (IBW) in the low 70s, had significant increases of
approximately 7.5 percentage points on average. For adolescent clients with AN-Restricting
Type, the mean percent of IBW increased by 13.58; for adolescent clients with AN-Purging
Type, mean percent of IBW increased by 11.61. These increases represent an improvement
from medically compromising averages of between 76.5% and 79.5% IBW at intake to
above 90% at discharge. Reaching the benchmark of 90% IBW for developing adolascents
is important for a number of reasons including a marked reduction of symptoms of mal-
nutrition? and the evidence that psychopathological symptoms can persist for years when
weight restoraticn is incomplete®. Furthermore, leading eating disorder 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 rise in psychological inertia. Because persistence

of low body weight predicts poorer long-term ocutcome? and approximately 20-25% of
individuals with AN will become chronlcally iae, Center for Discovery is committed to
aggressive werght restoration, : -
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Adolescent AN- Adolescent AN- Adult AN- Adult AN- ;
Restricting Type (n=239) Purging Type (n=58) Restricting Type (n=41) Purgang Type (n 21)

TABLE 2 The mean body weight of adolescent clients with AN- Restnctlng Type

increased by 16.01 Ibs from intake to discharge; for clients with AN-Purging Type mean

‘weight increased by 14.20 fbs. For adults, mean weight increased by 9.87 lbs for clients

with AN-Restricting Type and by 8.71 Ibs for clients with AN-Purging Type. During their

length of stay (adolescent AN-R m=57.5 days; adolescent AN-P m=52.5 days; adult AN-R
“m=36.5 days; adult AN-P m=27.6 days), Center for Discovery clients gained 1.95 Ibs per
week on average, which is well above the benchmark of 1.76 Ibs per week that outcome

research suggests provide dlients significantly less clinical deterioration following treatment
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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.

The process of treatment

Center for Discovery collects intake and discharge data on clients with eating disorders and has recently
teamed with North Shore LIJ and The Feinstein Institute for Biomedical Research to begin to analyze this
de-identified data. We are especially interested in the outcome of residential treatment and factors that
may correlate with need of residential treatment, with treatment success, and with need for readmission.
In the interim of the external data analyses, we have run preliminary analyses. The following results are
from data collected from clients who received treatment at Center for Discovery between January 2006
through April 2014 (N = 1730).

Graph 1: Adult clients with active' anorexia (AN), who entered treatment extremely malnourished, with
an average percent of ideal body weight (IBW) in the mid-70s, had significant increases of approximately
9.1 percentage points on average. For adolescent clients with active AN-Restricting Type (AN-R), the
mean percent of ideal body weight (IBW) increased by 13.7; for adolescent clients with active AN-
Purging Type (AN-P), mean percent of IBW increased by 12.3. These increases represent an
improvement from medically compromising averages of between 77.3% and 78.9% IBW at intake to
above 90% at discharge. Reaching the benchmark of 90% 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 cating disorder 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 rise in psychological inertia.

Graph 1: Weight Restoration
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Turning to weight in pounds, during their length of stay (adolescent AN-R, m = 59.1 days; adolescent
AN-P, m = 56.6 days; adult AN-R, m = 43.0 days; adult AN-P, m = 46.1 days), Center for Discovery
clients with active AN gained 1.92 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 i11*®, Center for Discovery is committed to timely weight restoration.
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Graph 2: Center for Discovery provides the necessary structure for a swift cessation of purging
behavior, a symptom often difficalt to extinguish in lower levels-of-care. On average, adolescents and

adults with either AN-P or BN, who were exhibiting purge behaviors upon admission, were able to reduce

these behaviors by 99%. Furthermore, during an average length of stay (adolescent AN-P, m = 50.2 days;
adolescent BN, m = 41.4 days; adult AN-P, m = 39.3 days; adult BN, n1 = 33.1 days), the vast majority of
clients were able to stop purging completely.

Graph 2: Reduction in Purging Behavior
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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 Beck Anxiety Inventory (BAI) at the time of intake and discharge for adult and adolescent
clients with a diagnosis of either AN or BN. On average, our adolescent clients entered 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 the mild range of depression and anxiety at the time of discharge, a vast
improvement in mood and related functioning, and an improvement that strengthens lasting recovery.

Graph 3: Meod Improvement
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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,
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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 Discovery’s eating disorder residential treatment.

® 95.6 % of clients engaged in aftercare within 7 days of discharge (i.e., 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 as having maintained their waight

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

®  81.0% of clients 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 gr 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 1 0 -1 2

Examining the first question, the vast majority of parents reported that their child is doing much better
since before they began treatment at Center for Discovery. 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 structurs of
Center for Discovery. However, the data suggests that not only are improvements maintained, but that
Center for Discovery clients actually continue to get better following their discharge. In fact, 84% of
parents reported their child is better or much better since discharging from Center for Discovery.

Graph 4: Parents' Report of Post—Discharge Progress
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In summary, 6 months to 1 year after discharge, clients who had received treatment from Center for
Discovery were not only maintaining the improvements they had made in treatment, but had actually
continued to improve, with over % 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.

The need for readmission:
Since Center for Discovery began treating eating disorders in 1999, we have treated almost 2000 clients at
the residential level. Of those clients, less than 14% have needed to readmit anytime in the 15 years.

This readmission rate is significantly lower than those typically found for a higher level-of-care for eating
disorders, which can range from 45% to 77.5%.>'°

Through all of our research endeavors, Center for Discovery hopes to enhance our program, give
confidence to families and clients even before they step through our doors, afford insurance companies
incentives for authorizing the necessary length of treatment, and enrich the field’s understanding of eating
disorder treatment. However, it is only with the help of our clients and their families that our research is
possible — this collaboration fuels our ability to continue helping in the fight against eating disorders.

If you or a leved is saffering, please call 866-407-2876.

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

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

*strober, M., & iohnson, C. {2012). The need for complex ideas in Anorexia Nervosa: Why biclogy, environment, and Psyche all matter, why

therapists make mistakes, and why dlinicaf benchmarks are needed far managing weight corraction, International Journal of Eating
Disorders, 45(2), 155-178.

“Steinhausen, H.C. {2002}. The outcome of Ancrexia Nervosa in the 2g% century. American Journal of Psychiatry, 159, 1284-1293.

®lund, B. C., Hernandez, E. R, Yates, W. R., Mitchell, ). R., McKee, P, A, & Johnson, C. L. {2009}, Rate of inpatient weight restoration predicts
outcome in Anorexia Nervosa. international lournal of Eating Disorders, 42, 301--305.

"\rrricel, )., Bossy, C., Galusca, B., Kadem, M., Germain, N., Nicolaw, A., et al. (2005). Restrospective study of Anorexia Nervosa: Reducad
martality and stable recovery rates. La Presse Médicale, 34, 1505-1510.

“Lund, B. C,, Hernandez, E. R., Yates, W. R, Mitchell, J. R., McKee, P_ A. & Johnson, C. L. {2008}, Rate of inpatient weight restoration predicts
outcerne in Ancrexia Nervosa. international fournal of Eating Disorders, 42, 301-305.

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

*Steinhausen, H., Grigoroiu-Serbaneseu, M., Bayadjieva, 5., Neumirker, K., & Metzke, C. W. {2008). Course and predictors of rehospitalization in
adolescent anorexia nervosa in a multisite study. frternational Journal of Eating Disorders, 41(1), 29-36.

1"La\«r, B., lennen-Steinmetz, C, Reinhard, |., & Schmidt, M. H, {2002). Characteristics of inpatient weight gain in adolescent ancrexia nervosa:
Relation to speed of relapse and re-admission. European Eating Disorders Review, 10(1), 22-40.
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State & County QuickFacts

Fairfield County, Connecticut

People QuickFacts

Fairfield

County Connecticut

Population, 2013 estimate
Population, 2012 estimate
Population, 2010 (April 1) estimates base

.. vouc._mmo:_. percent change, April 1, 2010 to ..E_< A,. 2013
_uouc_mﬁ.mo.:_ percent change, Aprit 1, 2010 to July L_, 2012
Population, 2010 _
Persons under 5 years, percent, 2012
Persons under 18 years, percent, 2012
Persons 65 years and over, percent, 2012

Female persons, percent, 2012

White alone, percent, 2012 {a) .

939,904

933,733

916,829
2.5%

8%
916,829
5.9%

24.1%
14.0%
51.3%

3,596,080
3,591,765

3,574,007

0.6%
. 05%
3,574,097
5.4%

2%

._.L...mﬂxu
51.3%

92



Black or African American alone, percent, 2012 (a)
~American Indian and Alaska Native alone, percent, 2012 (a)
Asian alone, nmq.nmjﬁ.w.mo‘_..m (a) ‘
‘Native Hawaiian and Other Pacific Islander alone, percent,
2012 (a) _

Two or More Races, percent, 2012

Hispanic or Latino, percent, 2012 (5)

<§:m. muo:.m. not _._mmumae or rm__m__:o._ percent, 2012

rms.:m in same house 1 year m over, percent, moom-mo;m.
_mom.mﬁu bom persons, um_.o.m.:r moom-mc\_‘m |
Language other than English spoken at home, pct age m+.
2008-2012 .
._.._Er school mﬂmucm._ﬁm or higher, percent of persons age 25+,
. 2006-2012 | o
Bachelor's degree or higher, percent of umao:m age 25+,
2008-2012 _
Veterans, 2008-2012 .
Mean #qm{m_ time 1o éo_‘x (minutes), workers m.wm 16+, moow-
2012 ‘
Housing units, 2013 .
Homeownership rate, 2008-2012 o
I.ocmm_._@. c:_wm in multi-unit mﬁEmE.ﬂmm._.. percent, 2008-2012
Emamm: value of owner-occupied :ocmm.:m units, mo.nmamoﬁ
Households, 2008-2012 .
Persons per household, 2008-2012 _

Per capita money income in past \_.m months (2012 dollars), |

2008-2012 - .
Median household income, Noom-mo,u..m: -
Persons below poverty level, percent, 2008-2012

Business QuickFacts

mmw.o_._\.a .

44.6%
43,159

28.1
362,457
 69.7%
35.3%
$447,500

332,968
- .m.wo‘

$48,900

$82,614
Fairfield

11.2%
0.5%
4.2%

0.1%
2.1%
14.2%
70.3%

... Bl9%

13.5%
21.2%
 88.0%

36.2%

228,291

248
1,487,982

68.3%

34.5%
$285,900
1,360,184

2.54

$37,807

569,519

10.0%

County Connecticut

Private nonfarm establishments, 2012
Private nonfarm employment, 2012

_u.}_mwm :omﬂm:,_,_ employment, percent change, 2011-2012

26,814

88,210’

405,226 1,463,732
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Nonemployer establishments, 2012
Total number of mq..ﬂm... 2007
m“mo.x.oé.:ma firms, percent, 2007

American Indian- and Alaska Zmﬂm(@-oélwa m:ﬁm., .uma.mq.ﬁ

2007

Asian-owned firms, percent, 2007

z%mcw Hawaiian and O.%m_. Pacific Islander-owned firms,
percent, 2007

Hispanic-owned firms, percent, 2007

éoam:-oézm.a firms, percent, 2007

Manufacturers shipments, 2007 ($1000)

 Merchant wholesaler sales, 2007 (§1000)
Retail sales, 2007 ($1000)
Retail sales per capita, 2007 .
Accommaodation and food m.minmm sales, 2007 .a\._‘ooou
Building _.uqu:w.. 2012 .. ‘

Geography QuickFacts

1.7%
87,297
108,910
47%

0.4%
3.3%

F
5.9%
28.6%

20,028,377

78,881,637

15,702,222
$17,661

1,861,946
2138

Fairfield

 1.5%!
261,922
332,150
4.4%

05%
3.3%

0.0%
4.2%

58,404,898
107,917,087
52,165,480
$14,953
19,138,437
4,669

County Connecticut

Land area in square miles, 2010

._ummwozm. per square mile, 2010

FIPS Code .
§m¢mvm_:m: or _smoq.ouo_:w: Statistical Area

1: ncludes data not distributed by county.

{a) Includes persons reporting only one race.

624.89

1,467.2
001
Bridgeport-
Stamford-

Norwalk, CT
Metro Area

{b) Hispanics may be of any race, so also are included in applicable race categories.

D: Suppressed to avoid disclosure of confidential information
F: Fewer than 25 firms

FN: Footnote on this item for this area in place of data

MNA: Not avallable

484236

738.1
09
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DEPARTMENT of CHILDREN and FAMILIES

Maling a Difference for Chilidren, Frmilies and Connmunaities

Joette Katz Dannel P. Mailoy
Comimissioner Governor
May 5, 2014

Craig M. Brown, Ph.D, Chief Executive Officer
Discovery Practice Management, Inc.

4281 Katella Avenue, Suite 111

Los Alamitos, CA 90720

Re: Second Provisional License-Center for Discovery and Adolescent Change- Fairfield
Dear Dr. Brown,

Enclosed you will find the Second Provisional License for the Center for Discovery and Adolescent
Change located at 4536 Congress Street, Fairfield, CT. This licensed is issued effective Aprii 27, 2014
for a period of time not to exceed sixty days. The Department may issue up to six provisional licenses
during this initial licensing period. The Center for Discovery and Adolescent Change program will
remain on a provisional license until the Depariment has verified that all regulatory requirements have
been met. Should you have any questions regarding this license or the licensing process please do not
hesitate to contact me at 860-550-6310 or via email at tom.cuchara@ct.gov.

Sincerely,

. fz\ S AS S
Tom Cuchara, Regulatory Consultant

DCF Licensing Unit

STATE OF CONNECTICUT
www.et.gov/def
An Equal Opportunity Employer
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o The Psychiatristis responsible fo consult with the DD, DOO, and COO to ensure
appropriate psychiatric/pharmacological interventions. The Psychiatrist sees each resident
and completes a psychiatric assessment. If indicated, medications are prescribed, and
monitored by the Psychiatrist at least once weekly. In addition, the Psychiatrist consults
with the treatment team and attends the weekly freatment planning meetings. Must be a
graduate of an approved medical schoo! and licensed in the state. Must be efigible for
membership in the locaf branch of the State Medical Society. Must be experienced in adult
psychiatry and treatment. Preferably minimum 1 year of experience with eating disorders.

99



100



BRIDGEPORT

HospitaL
YaLe New Haven HealtH

February 19, 2014

Tim Davis

Business Development Manager
Center for Discovery

4281 Katella Avenue, Suite 111
Los Alamitos, CA 90720

RE: Transfer Agreement

Dear Mr. Davis:

This letter is in reference to a transfer agreement between Bridgeport Hospital and Center for
Discovery — New England effective October 13, 2012, pursuant to which the parties agreed on
the form and protocol for patient transfers from Center for Discovery - New England to
Bridgeport Hospital (the “Transfer Agreement™).

I understand that Center for Discovery — New England has added a new site in Fairfield, CT
(“Center for Discovery — Fairfield™), and wishes to add this new site to the “Transfer
Agreement.” This letter hereby amends the Transfer Agreement to add Center for Discovery —
Fairfield, effective on the date of your signature below. All other terms and conditions of the
Transfer Agreement remain in effect. Please sign where indicated below to indicate your
agreement with the foregoing amendment to the “Transfer Agreement,” and retwrn 2 signed copy
of this letier to me.

Very truly yours,

Norman G. Roth
Executive Vice-President & COO

Understood and agreed:
CENTER FOR DISCOVERY
By: /—f\-

Name: ~7jr  Dauls

Title: Busiaees ?bwﬁ.&_nmm! N&\mrzcr
Date: G?J/(‘é(/{b/

267 Grant Street

PO. Box 5000

Bridgeport, CT 06610-0120
203.354.3000
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TRANSFER AGREEMENT
BETWEEN
BRIDGEPORT HOSPITAL
AND
THE CENTER FOR DISCOVERY - NEW ENGLAND

This Transfer Agreement (“Agreement” is effective this A5 day of Crress e , 20/2,

by and between The Center for Discovery - New England, (“Transferring FACILITY”) and Bridgeport
Hospital (“Receiving Hospital™).

RECITALS

WHEREAS, Transferring FACILITY is a properly licensed intensive residential treatment

program for adolescent females and males between the ages of 10 to 19 years old located in Southport,
CT.

WHEREAS, Receiving Hospital is a properly licensed general acute care hospital in Bridgeport,
CT

WHEREAS, Transferring FACILITY recognizes that at times its patients may require
emergency and non-emergency medical services available at the Receiving Hospital.

WHEREAS, the parties desire to enter into this Agreement to address arrangemertts under which
patients under the care of Transferring FACILITY may be transferred to the Receiving Hospital
pursuant to the terms and conditions set forth herein.

ARTICLE I - PATIENT TRANSFERS

1.1 Patient Transfers. When a patient transfer is necessary for CMErgency or non-emergency
medical services which are not available at Transferring FACILITY, Transferring FACILITY shall
make a concerted effort to transfer the patient as soon as is practical, and Receiving Hospital agrees to
accept the patient, provided that afl applicable conditions for transfer and admission are met and

appropriate facilities and qualified personnel are available to accommodate and provide care to meet the
patient’s needs.

1.2 Advance Notification. Prior to transferring the patient, Transferring FACILITY must
receive confirmation from the Receiving Hospital that it can accept the patient. The purpose of the
advance notice is to determine if the Receiving Hospital has available space and qualified personnel to
treat the patient. Each party agrees to notify the other party of the names or classifications of individuals

who may arrange for or accept transfers. A patient shall only be transferred to Receiving Hospital upon
the written order of the patient’s attending physician.

1.3 Transfer Congent. Transferring FACILITY shall have responsibility for obtaining any
required consent from the patient or the legally responsible person acting on the patient’s behalf prior to

the transfer. If such consent is not possible, the consent of the patient’s physician shall be obtained by
Transferring FACILITY.
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1.4 Transportation of Patient. Transferting FACILITY shall be responsible for effectuating
all transfers with quelified personnel and any wansportation equipment medically necessary for safe

patient iransfer. In all patient transfers from Transferring FACILITY to Receiving Hospitai,
Transferring FACILITY shali be solely responsible for, and shaj] indemnify and hold Receiving
Hospital harmless from, any and all injuries, damages or Josses te the patient or the patient's personal
property arising out of or ig any way connected with any actions or activit i

during said transfer of the patient from Transferring FACILITY unti] the g
Hospital’s building and in flon-emergency cases, the Receiving Hospital’s authorized personnel accept
responsibility for such patient in writng.

1.5 Transfer Protocol. Transferring FACILITY and Receiving Hospital shall follow the
fransfer protocol set forth in Exhibit A with respect 1o the responsibilities of Transferring FACILITY
and the decumentation to be provided by Transferring FACILITY.

1.6 Patient’'s Personal Effects. Transferring FACILITY shali make arrangements for
transferring with the patient, or i the case of ag CMEIZENCy, as s00m as is practicable after the patient’s
transfer, appropriate and hecessary personal property of the patient.

1.7 Payment for Services. Charges for services performed by either facility under this
Agreement shall be collected by the facility rendering the services. Such collection shall come directly

from the patient, third-party payors or other sources normally billed by that mstitution, and neither
facility shall have any liability to the other for such charges, except to the extent that such liabilities
would exist separate and apart from this Agreement with other healtheare facilities

ARTICLE Il ~ TERM AND TERMINATION

2. Term. Subject to each party’s right of termination &s set forth below, this Agreement
shall be for a term of ope ( 1) year from the date first set forth above and shall be renewed autornatically
for successive one (1) vear periods.

-

22  Termination. Notwithstanding anyvthing herein to the contrary, this Agreement may be
terminated at any time as follows:

2.2.1 Mutual Agreement. Whenever Transferring FACILITY and Receiving Hospital
shall mutually agree to the termination in writing.

2.2.3  Without Cause. Withowt cause by either party upon at least ten {10) days wriiten

noiice given by either party to the other party in which case the Agreement shall terminate on the dare
specified in such notice.
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224 Loss of Licensure. immediately upon written notice should ejther party have its

license to operate suspended or revoked of otherwise fail 1o be licensed 10 operate by the appropriate
state agency.

ARTICLE 111 - MISCELLANEOUS

31 Non-Exclusivity, Nothing in this Agreement shall b
Iequiring sither party 1o transfer its patients o the other party’s facility.
be free to transfer jts patients to other general acute care hospitals.

32 Independent Contractor Statys. Both parties to this Aereement are acting as independent
contwactors.  This Agreement is for the sole purpose of facilitzting the transfer of patients and

mformation between the parties. It is not intended and shall not be construed 10 create any other
relationship between the parties. Neither party is authorized 10 act as the agent of the other party.
Nothing contained in this Agreement shall be construed as implying that either party endorses or
sanctions the quality of care rendered by the other.

¢ construed or interpreted as
Transferring FACILITY shal

35 Inosurange. Both parties agree 10 majntain general and professional |

iability insurance
during the term of this Agreement.

3.4 Goveming Law. This Agreement shall be govemed by the laws of the State of
Connecticut as to interpretation, construction and performance.

3.5 Assignment No assignment of this Agresment or
shall be allowed without the prior written consent of both parties, &
Agreement 1o a successor, subsidiary or 10 an affiliated entity unde

the rights and obligations thereunder
Xcept that either party may assign the
I COMIMON control,

IN WITNESS WHE

REOQF, the parties hereto have executed this Agreement effective as of the
date first set forth above.

TRANSFERRING F ACILITY
Cegiz A, /)/.(c‘ao'c;g -~ A e f-:/o/&,, e

By ) /__75,{4%_(_:@/? e
Name: J:-‘u*rcf 7o _fi?ua‘th—/:/ﬂ:/

Title: S CTiarcn dfyzc;'&x/

RECEIVING HOSPITAL BRIDGEPORT HOSP}"I;AL

Name: Nonpan Roth
Title: Chief Operating Officer
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Center for Discovery Approved By: Origination Date:03/15/97

Policy and Procedure Manual Goveming Board Approval Date: | Revision Date: 07/02/03
10/01/03

Subject: Resident Transfer Chapter: 14
Policy number. 14.6

Policy

The Discovery Adolescent Program recognizes that a resident/client may need a higher or more intense
fevel of treafment than is within the scope of our treatment services. A systematic, orderly transfer to an
appropriate lavel of care is followed in such instances.

Purpose

To ensure that each resident/client participates, is educated to the reasons, and intent of a transition to !
another leve] of ireatment, that the resident/client has the opportunity to provide input in the decision i
making process. 7

Procedure/Responsibility

The Director of Clinical Setvices
Alf reatment Staff

Under nomal circumstances each resident/client is discharged in accordance with the CTP and its'
criteria for discharge. Each resident/client in a collaborative approach with the treatment team plans for
discharge throughout the treatment experience. All required appropriate agencies and persons are
notified at least seventy two hours in advance of the actual discharge date. Such persons or agencies
include but are not limited to family, parents, guardian, probation dept., courts, state, county, and local
agencies, third party payers, and referral sources. Each member of the resident's freatment team
educates the resident to the discharge plan, aftercare, and post discharge referrals.

In the event an emergency discharge is indicated, the above procedures apply and in addition, the
following procedures are initiated: -

s All treatment and Administrative staff are nofified

The freatment teams meets to discuss the best therapeutic approach

A twenty four hour probation or “cool down” pericd may be initiated

During this period, all appropriate persons and agendies are notified

Should the resident/client require a higher more intense level of care, discharge occurs within six
hours

Al referring agencies, persons, and sources are educated to this procedure upon admission.
The Discovery Adolescent Program will provide fransportation if necessary

e The residenticlient is kept abreast of all events as they occur and input is taken form him/her.

@ © 8 O

2 @
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Food Refusal

Center for Discovery follows a planned, defined protocol when determining the appropriateness of
fransferring a client to a higher tevel of cara. To assure that any possible transfer is properly screened and
evaluated prior to the actual physical transfer, itis necessary for the facility physician to be notified in the
event of food refusal.

It is staff responsibility to notify the Dietitian when a client is refusing food and boost supplementation.
Center for Discovery is held medically responsible for each cllent's medical stabilization and food refusal s
closely monitored and assessed to ensure that each client remains medically stable urder our care. When
alient refuses their planned meallsnack and their boost supplemendation, the Digfitian is to be notified.

The Dietitian is responsible for communicating with the Program Director and the Facility Physician to
determine the appropriate care for each client on an individual basis. Vitals are tc be manitored closely by
milieu staff, as weli as any beverage and food intake. Itis the responsibifity of milieu staff to effectively
communicate this informafion to the Dietitian, whether in person or over the phone if not during normal
business hours.

Through communication with the Diefitian, Program Director, and Physician, the milisu staff will be notified
ifthe client is a candidate for bed rest. [fa client is put on bed rest, they are to remain on bed rest until the
physician gives approval, which is generally until she client begins to eat consistently and appropriately to
maintain medical stabilization. A client on bed restis to be resting in their bed, with no movament, and
closely moritored by a staff member sitting in their room with them. When it is time for a meat or snack, the
client's meal or snack is to be brougit to them in their toom. One staff member is to eat snack or meal in
the client’s room with the client.

The physician will make a decision on whether the client needs transport for medical stabilization before
refurning back to Center for Discovery. This usually ocours after 72 hours of refusal or sooner if a client is
seen as medically unstable.,
The following guidelines are to serve as general parameters by which the determination to transfer
a client to a higher level of care are assessed. It is understood that these are general guidelines
and will possibly vary from case to case.

o Acute refusal of all food and liquids for a period of 72 hours

o Acute refusal for <72 hours if vitals become orthostatic (lying fo standing pulse changs >30) or
resting supine heart rate becomes bradycardic (<50)

o Acute food refusal with syncope
e Low caloric intake (~<500 kealiday) with development of orthostasis or bradycardia
Ultimately, the decision to transfer to a high level of care rests on the shoulders of the accepting physictan

of the hospital where admission is sought, but hospital admission is generally sought when the above
criterig are present
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Greer, Leslie

From: Greci, Laurie

Sent: Thursday, August 07, 2014 12:02 PM

To: Greer, Leslie

Subject: FW: Question on 14-31913-CON, Application for Center for Discovery in Fairfield, CT

Leslie, would you please add this email to the docket for this CON application?
Thank you!

From: Timothy Davis [mailto:tim.davis@centerfordiscovery.com]

Sent: Thursday, August 07, 2014 11:51 AM

To: Greci, Laurie

Subject: RE: Question on 14-31913-CON, Application for Center for Discovery in Fairfield, CT

Hi Laurie,
Thanks for reaching out and | hope the below response answers your question.

Center for Discovery does not typically have standing contracts with Medicaid like we do with other insurance providers.
For instance, in the state of Connecticut, we might have a standing contract with Aetna or Cigna that specifies a daily
payment rate, utilization review schedules, medical criteria for stay in our program, etc. Even though we are not
contracted with state Medicaid, we do still accept clients who are covered by Medicaid. Often, we receive calls from an
individual’s Medicaid case manager who would like to refer their client to our program. In this case, we initiate a single
case agreement which specifies daily payment rates, utilization schedules, etc., just for that particular client and their
stay in our program. Payment may be different for various single case agreements based on the individual’s coverage,
needs, etc. Single case agreements are handled through our admissions and contracting teams and we can generally
turn them around in just a few days to help individuals receive care as quickly as possible.

Please let me know if this answers your question or if you need additional information.

Best regards,
Tim

From: Greci, Laurie [mailto:Laurie.Greci@ct.gov]

Sent: Thursday, August 7, 2014 8:31 AM

To: tim.davis@centerfordiscovery.com

Cc: Riggott, Kaila

Subject: Question on 14-31913-CON, Application for Center for Discovery in Fairfield, CT

Dear Mr. Davis,

| have a simple question concerning the responses to the completeness questions that you provided to OHCA on July 8,
2014.

On page 67 and then again on page 68, you state that CFD takes individual or single case agreements for Medicaid
clients. Would you please explain what an individual or single case agreement is for Medicaid? Also, include a brief

description of how a CFD an agreement is made and what is the typical payment arrangement.

You may provide your responses as a reply to this email.



Thank you and best regards,

Laurie

Lawiie K. Greci

Associate Research Analyst
Department of Public Health
Health Care Access

= laurie.greci@ct.gov

860 418-7032

860 418-7053

£ UUEEU This email is free from viruses and malware because avast! Antivirus protection is active.
i



Greer, Leslie

From: Greci, Laurie

Sent: Tuesday, August 12, 2014 12:03 PM

To: Timothy Davis

Cc: Riggott, Kaila; Greer, Leslie

Subject: 14-31913-CON Deemed Complete
Attachments: Deemed Complete Letter for 14-31913.pdf

Dear Mr. Davis,

| attempted to fax the attached letter to you, but was unsuccessful. The purpose of the letter is to inform you that the
CON application for the establishment of an eating disorder residential treatment center for women in Fairfield, CT has
been deemed complete.

If you have any questions concerning the letter or the CON application process please do not hesitate to contact me.

Best Regards,
Laurie

Lawiie K. Greci

Associate Research Analyst
Department of Public Health
Health Care Access

= laurie.greci@ct.qov

860 418-7032

860 418-7053




STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH
Office of Health Care Access

August 11, 2014

VIA FACISIMILE ONLY

Tim Davis

Bsuiness Development Manager
Center for Discovery

4281 Katella Avenmue, Suite 111
Los Alamitos, CA 90720

RE:  Certificate of Need Application, Docket Number 14-31913-CON
Discovery Practice Management, d/b/a Center for Discovery
Establishment of a 6-bed Residential Treatment Home for Women in Fairfield

Dear Mr. Davis,

This letter is to inform you that, pursuant to Section 19a-639a (d) of the Connecticut General
Statutes, the Office of Health Care Access has deemed the above-referenced application
complete as of August 11, 2014.

If you have any questions regarding this matter, please feel free to contact me at (860) 418-7032.

Sincerely,

Hawnie K Quen

Laurie K. Greci
Associate Research Analyst

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



¥ x % COMMUNICATION RESULT REPORT ( AUG. 12, 2014 9:26AM ) x x x

TRANSMITTED/STORED : AUG. 12. 2014 9:05AM
FILE MODE OPTION ADDRESS
5560 MEMORY TX 917148281868 £-2)2)2)2)2)

N FOR ERROR

E—1) HANG UP OR LINE FAIL E—2) BUSY

E—3) NO ANSWER E—4) NO FACSIMILE CONNECTION

STATE OF CONNECTICUT
DEPARTMENT OF PUBLIC HEALTE
OFFICE OF HEALTH CARE ACCESS
FAX SHEET

TO: Tim Davis, Business Development VMianager
FAX: 714-828-1868

AGENCY: Discovery Practice Management, d/b/a Ceunter for Discovery

FROM: Laurie Creci

DATE: 8/11/2014

NUMEBER OF PAGES: 2

including rransmittal sheest

-, T e e T s —

Comments:
Re: Certificate of Need Application, 14-31913
Residential Treatment Center for Women in Fairfield, CT

PLEASE PHONE IF THERE ARE ANY TRANSMISSION PROBLEMS.

Phorne: (860) 418-7001 Fax: (860) 418-7053

410 Capitol Ave., NOSHI ST A
P.O.Box 340308
Hartford, CT 06134



Greer, Leslie

From: Greci, Laurie

Sent: Wednesday, September 03, 2014 3:08 PM
To: Riggott, Kaila

Cc: Greer, Leslie

Subject: FW: 14-31913-CON Center for Discovery

Kaila, Here are the answer to the Commissioner’s questions.

From: Timothy Davis [mailto:tim.davis@centerfordiscovery.com]
Sent: Wednesday, September 03, 2014 2:57 PM

To: Greci, Laurie

Subject: RE: 14-31913-CON Center for Discovery

Hi Laurie,
Thank you for sharing your concerns and | hope the below response answers your questions.

1. Isthe adolescent residential treatment program still located at 4685 (4536) Congress St., Fairfield?
Yes, there is currently an active adolescent residential treatment program at 4536 Congress St.

2. Has a new location been found?
Yes, we have purchased a new location and are currently working to make renovations and locate
staff for the new facility.

3. If a new location has been found for the adolescent program, provide the address.
The address is 615 Mine Hill Rd., Fairfield CT

4. Report the date that the adolescent program moved or in the alternate, the date it will be moved to a
location that has not yet been identified.
Our anticipated date of transition is December 15" of this year.

5. Please confirm that the proposed program for women will be the only program housed at 4685 (4536)
Congress Street.
The proposed program for women will be the only program housed at the Congress St. address. We
will not “open the doors” for the women’s program until we have completely moved the
adolescent population to its new location.

Please let me know if you have any questions or require additional information.

Best regards,
Tim

Tim Davis

Business Development Manager
Center for Discovery

4281 Katella Avenue, Suite 111
Los Alamitos, CA 90720
714-947-7357 (OFFICE)
806-438-3505 (CELL)



714-828-1868 (FAX)
tim.davis@centerfordiscovery.com
www.centerfordiscovery.com

CENTER FOR DISCOVERY

From: Greci, Laurie [mailto:Laurie.Greci@ct.gov]
Sent: Wednesday, September 3, 2014 11:33 AM
To: tim.davis@centerfordiscovery.com

Subject: 14-31913-CON Center for Discovery

Dear Mr. Davis,

Concerning the location of the proposed residential treatment center for women with eating disorders, it states on page
15 of the application that the property and staff are in place. It also states you are looking to move the adolescent
program to a new location. Would you please update OHCA as to the current status of 4685 Congress St. by answering
the following questions?

Is the adolescent residential treatment program still located at 4685 Congress St., Fairfield?

Has a new location been found?

If a new location has been found for the adolescent program, provide the address.

Report the date that the adolescent program moved or in the alternate, the date it will be moved to a
location that has not yet been identified.

10. Please confirm that the proposed program for women will be the only program housed at 4685 Congress
Street.

L N

Thank you for your time and | appreciate your help.

Regards,
Laurie

Lawrie K. Qreci
Associate Research Analyst
Department of Public Health
Health Care Access

= laurie.greci@ct.gov

860 418-7032

860 418-7053

£ EIIA"EEI,{E;H This email is free from viruses and malware because avast! Antivirus protection is active.
i




STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH
Office of Health Care Access

September 10, 2014
IN THE MATTER OF:

An Application for a Certificate of Need filed Notice of Final Decision
Pursuant to Section 19a-638, C.G.S. by: Office of Health Care Access
Docket Number: 14-31913-CON

Discovery Practice Management, Inc, Proposal to Establish a 6-Bed Mental
d/b/a Center for Discovery Health Residential Living Center for
Women with Eating Disorders

To:  Tim Davis
Business Development Manager
Discovery Practice Management, Inc. d/b/a Center for Discovery
4281 Katella Ave., Ste. 111
Los Alamitos, CA 90720

Dear Mr. Davis:

This letter will serve as notice of the Final Decision of the Office of Health Care Access in the
above matter, as provided by Section 19a-638, C.G.S. On September 10, 2014, the Final
Decision was rendered as the finding and order of the Office of Health Care Access. A copy of
the Final Decision is attached hereto for your information.

VNN

Kifnberly R. Martone
Director of Operations

Enclosure
KRM:lkg

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




Olejarz, Barbara

From: Timothy Davis <tim.davis@centerfordiscovery.com> .
Sent: Wednesday, September 10, 2014 7:38 PM

To: Olejarz, Barbara

Subject: RE: Final Decision

Thank you so much! We look forward to moving forward with the project.

Best regards,
Tm

Tim Davis

Business Development Manager
Center for Discovery

4281 Katella Avenue, Suite 111
Los Alamitos, CA 90720
714-947-7357 (OFFICE}
805-438-3505 (CELL}
714-828-1868 (FAX)
tim.cavis@centerfordiscovery.com
‘www.centerfordiscovery.com

. . g .
CENTER FOR DISCOVERY'

From: Olejarz, Barbara [mailtg:Barbara.QOlejarz@ct.gov]

Sent: Wednesday, September 10, 2014 2:03 PM

To: tim.davis@centerfordiscovery.com

Cc: Martone, Kim; Riggott, Kaila; Greci, Laurie; Greer, Leslie; Foreman, Rebecca
Subject: Final Decision

9/10/14
Mr. Davis,

_A'_ttached is the final decision for DN; 14-31913-CON. | was unable to send it to you by fax.

Barbara K. Olejarz

Administrative Assistant to Kimberly Martone
‘Office of Health Care Access

Department of Public Health

410 Capito! Ave., MS#13HCA

Hartford, CT 06134

Phone: 860 418-7005




Office of Health Care Access
Certificate of Need Application

Final Decision

Applicant: Discovery Practice Management, Inc.
d/b/a Center for Discovery

Docket Number: 14-31913-CON

Project Title: Proposal to Establish a 6-Bed Mental Health Residential
Living Center for Women with Eating Disorders

Project Description: Discovery Practice Management, Inc. d/b/a Center for Discovery
(“Applicant”) seeks authorization to establish a 6-bed mental health residential living
center for women with eating disorders at 4536 Congress Street, Fairfield, Connecticut.

Procedural History: The Applicant published notice of 1ts infent to file the Certificate of
Need application in the Connecticut Post (Bridgeport) on March 11, 12, and 13, 2014. On
May 7, 2014, the Office of Health Care Access (“OHCA™) received the Certificate of
Need application from the Applicant for the above-referenced project. On August 11,
2014, OHCA deemed the Certificate of Need application complete. OHCA received no
responses from the public concerning the Applicant’s proposal and no hearing requests
were received from the public pursuant to Connecticut General Statutes (“Conn. Gen.
Stat.”) § 19a-639a(e). Deputy Commissioner Davis considered the entire record in this
matter.




Discovery Practice Managements d/b/a Center for Discovery Page 2 of 11
Docket Number: 14-31913-CON .

Findings of Fact and Conclusions of Law

To the extent the findings of fact actually represent conclusions of law, they should be so
considered, and vice versa. SAS Inst., Inc., v. § & H Computer Systems, Inc., 605 F.Supp.
816 (Md. Tenn. 1985).

1.

Discovery Practice Management, Inc. d/b/a Center for Discovery ("Applicant™)

provides residential tfreatment for women and teens with eating disorders, teens with.

mental health disorders and teens with substance abuse issues. Ex. A, pp. 7, 14 and Ex.
C, p. 64.

The Applicant has treatment locations in California, Connecticut, Illinois, Virginia
and Washington. Each location is accredited by The Joint Commission. Ex. A, p. §;
Ex. C, pp. 63, 83.

Each of the Applicant's locations is dedicated solely to one of its specialized
treatment programs. Each program is located in a residential neighborhood. The
Applicant will treat a small number of residents at one time to maintain an intimate
home-like setting having a low resident-to-staff ratio. Ex. C, p. 64.

The Applicant currently operates the following facilities or programs in
Connecticut:

Table 1: Locations of Applicant’s Connecticut Facilities

Address Services Provided License
Category
45:"76 Conggess St., res1d'ent?al treatment gnd pa_mal Child Care Facility
Fairfield hospitalization for eating disorders for
and Group Home
adolescents ages 10 to 18
1320 Mill Hill Rd., residential treatment and partial . o
Fairfield hospitalization for eating disorders for gﬁ%ﬁfe I];imhw
adolescents ages 10 to 18 p Hiome

Ex. C,pp. 2, 3.

Each facility listed in Table 1 is licensed by the State of Connecticut Department of

Children and Families ("DCF") and has a bed capacity of six beds. Ex. A, p. 63 and Ex.
C, pp. 83, 84.

The Applicant is currently seeking licensure as a Mental Health Residential Living
Center under Sec. 19a-495-551 of the Regulations of Connecticut State Agencies.
Ex. C, p. 68.

The Applicant proposes to establish a 6-bed residential treatment facility for adult
women, ages 18 and older, who suffer from eating disorders, including anorexia
nervosa, bulimia nervosa and binge-eating disorder. The proposed program is to be
located at 4536 Congress Street, Fairfield, Connecticut. Ex. A, p. 8 and Ex. C, p. 66.
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10.

11.

12,

13.

14.

5.

16.

17.

18.

The proposed program is designed to provide an intermediate level of care between
acute inpatient care and outpatient care. Residential treatment helps to bridge the
gap between patients coming off feeding tubes or medical weight restoration and
continue weight gain under 24-hour supervision. Ex. A, pp. 9, 14.

The National Task Force on Eating Disorders has identified residential treatment as
an effective and necessary level of intervention in the treatment of more severe and

. treatment-resistant eating disorders. Ex. A, p. 9. .

There are no existing providers of adult residential eating disorder treatments in
Connecticut. Ex. A, p. 10.

The Applicant has existing relationships with local mental health outpatient
therapists, physicians and psychiatrists through its adolescent facilities. The
Applicant also receives referrals from the Yale-New Haven Hospital as well as
hospitals in New York. Ex. A, p. 9 and Ex. C, p. 69.

Clients served by the proposed program will have a primary diagnosis of anorexia,
bulimia or binge-eating and will often have co-occurring diagnosis, including
depression and anxiety. Clients with psychotic disorders or a history of aggressive
behavior will not be admitted. Ex. A, p. 8.

The average length of stay for the Applicant's adult programs is 40 days. Clients
may be discharged once they are able to sustain treatment gains and maintain
currently stability and recovery with an outpatient team consisting of a physician,
psychiatrist, dietician and psychotherapist. Ex. A, pp. 8, 9 and Ex. C, p. 68.

The Applicant’s program includes:

° One-on-one therapeutic treatments 3 to 4 times each week;
e Over 30 therapeutic group meetings per week;

° Weekly checks with a physician and a psychiatrist; and

e  Dietary program.
Ex. A, p. 8.

The Applicant’s dietary program includes one-on-one meetings with a dietitian,
meal preparation, food logs, and restaurant outings. Ex. A, p. 8.

Lifetime prevalence estimates of anorexia nervosa, bulimia nervosa and binge
eating disorder are (0.9%, 1.5% and 3.5%, respectively, among women. Lifetime
anorexia nervosa is associated with low current weight whereas lifetime binge
cating disorder is associated with severe obesity. Ex. A, p. 47.

Eating disorders have the highest mortality rate of any mental iliness. Ex. A, pp. 9, 41.

Four percent of women with eating disorders will die from complications related to
their disease. Ex. A, pp. 41, 42.
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19.

20.

: 21'..

22.

23.

24.

25.

26.

27.

Eating disorders are frequently associated with other psychopathology and role
impairment, and are frequently under-treated. Ex. A, p. 47.

Persistence of low body weight predicts poor long-term outcomes and :
approximately 25% of individuals with anorexia nervosa will become chronically
ill. Slow and low weight restoration is dangerous and results in the risk of bone
disease and relapse. Ex. C, p. 87.

The Applicant is dedicated to restoring weight, reducing purge behavior and
improving client mood and ensuring that clients have a lasting recovery by
monitoring post-discharge progress. Ex. C, p. 89.

The Applicant collects intake and discharge data on its clients to support its
research-based approach to treatment. The Applicant’s clients gain an average of
1.92 pounds per week. Ex. C, pp. 86, 87.

In terms of the Applicant’s adolescent clients, six months o one year after
discharge, three-quarters of those with a history of purging ceased this behavior and
approximately 90% of clients with anorexia nervosa maintained their weight within
a healthy range. Ex. C, p. 90.

Additional treatment components of the Applicant's program include psycho-
educational group therapy, discharge planning, exercise and recreational therapy,

exposure response prevention and a variety of activities including art and music. Ex.
A p. 9.

The Applicant's program is designed to provide an intermediate level of care
between acute inpatient care and outpatient care. Ex. A, p. 9.

The Applicant’s treatment program is overseen by a program director who works
full-time on-site. The program director leads a multi-disciplinary treatment team for
the facility including:

° A physician;

° An experienced adult psychiatrist;

. A primary therapist with a master degree or doctorate;
° Registered dietitian;

¢ Counselors;

° Registered nurse; and

. Diet technicians.

Ex. A, p. and Ex. C, p. 69.

Eating disorder clients require a high level of supervision and monitoring to alter
their behaviors. The program provides 24-hour supervision that an outpatient center
cannot provide. Ex. A, p. 14, 18.
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28.

29.

30.

31.

32.

33.

34.

35.

Clients that are discharged directly to an outpatient program from an inpatient
hospital stay have high levels of relapse. Residential care provides long-term
supervision and a structure leamning environment where clients can learn and
practice the behaviors they will need to be successful in an outpatient program and
the at-home setting. Ex. A, p. 18.

The Applicant has a transfer agreement with Bridgeport Hospital when a client

needs emergency.or.non-cmergency medical services that are not available atthe. .. . . .

facility. Ex. C, pp. 101-104.

The service area for the proposal will primarily be the towns within Fairfield
County with some clients also expected from other Connecticut towns and
neighboring towns in Westchester County, New York. Ex. C, p. 66.

The Applicant estimates that only one-third of women in need will actually seek and
receive treatment. The Applicant estimates that 891 women from Fairfield County
and 3,512 from Connecticut may be served by the proposal. Ex. C, pp. 66, 92.

The Applicant projects that during the first year of operations it will provide
services to 35 clients. With six beds and 365 days per year and an average length of

stay of approximately 40 days, the maximum number of clients in one year is 54.

Table 2: Projected Number of Clients

Fiscal Year (Jan 1 to Dec 31)
2015 2016 2017

Number of Clients 35 42 49
Average Length of Stay, bed days 40 40 40
Number of Bed Days 1,400 1,680 1,960
Maximum Number of Bed Days

based on 6 beds 2,190 2,190 2,190
Percent of Capacity 64% 7% 89%

Ex. A,p. 11 and Ex. C, p. 63.

The Applicant's child care facility, currently in operation on Mill Hill Rd. in
Fairfield, has a 90% utilization rate throughout the year. With marketing and
outreach, the projected census for the proposed adult program of 49 persons should
be achieved by 2017. Ex. A, p. 11

There are no residential centers for adults with eating disorders in the greater
Connecticut area. The closest providers are Renfrew Treatment Center in
Philadelphia, Pennsylvania and the Cambridge Eating Disorder Program in
Cambridge, Massachusetts. Ex. A, p. 10.

There are three existing providers in Connecticut for intensive outpatient treatment
for eating disorders :
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36.

gy

38.

39.

40.

1) Center for Discovery, 7 Riversville Rd., Greenwich

2) Renfrew Eating Disorder Treatment, 1445 East Putnam Ave., Greenwich and
3) Walden Behavioral Health, 2400 Tamarack Ave., South Windsor.

Ex. C,p. 70.

The Applicant’s proposal contributes to the quality of health care delivery since it
will fill the existing gap between acute inpatient care and outpatient care. Ex. A, p. 14.

The Applicant’s proposal has no capital expenditures. The operating start-up costs
will be minimal since the Applicant already has the property and staff in place. The
Applicant is moving the existing adolescent program to a new location and all

equipment and capital needs have already been purchased for the facility. Ex. A, p. 15.

The Applicant projects that the patient population mix, which has been based on the
current adolescent population mix at the two existing locations, will consist of 98%
commercial insurers and 2% uninsured. Ex. A, p. 16.

The facility will bave two full-time therapists, one full-time facility administrator,
and three to four full-time counselors along with other counselors, diet technicians
and staff. Ex. A, p. 17.

The Applicant projects incremental gains from operations in each of the proposal's
first three fiscal years.

Tahle 3: Applicant's Projected Incremental Gain from Operations

Fiscal Year (Jan 1 to Dec 31)
Net Patient Revenue 20156 2016 2017
Non-Government $1,432,000 $1,646,800 $1,893,820
Medicare 0 0 0
Medicaid & Other Medical Assistance 0 0 0
Other Government 0 0 0
Revenues from Operations $1,432,000 $1,646,800 $1,893,820
Total Operating Expense 854,750 883,940 914,298
Incremental Gains from Operations $ 375,213 $ 871,072 $ 1,507,761

Ex. C,p. 77.

41. The Applicant has sufficient funds and cash flow from its existing operations to

support the facility. Ex. C, p. 70.

42. The Applicant’s projected pattent population mix by payer for the proposal is as

follows:
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43,

44.

45.

46.

47,

48.

49.

50.

51.

52.

Table 4: Applicant’s Patient Population Mix by Fiscal Year

Fiscal Year (Jan 1 tc Dec 31)
Bescription FY 2015 FY 2016 FY 2017
Medicare 0.0% 0.0% 0.0%
Medicaid 0.0% 0.0% 0.0%
CHAMPUS &TriCare 0.0% 0.0% 0.0%
Total Government 0.0% 0.0% 0.0%
Commercial Insurers 98% 98% 98%
| Uninsured ... . 2% | 2% ) 2%
Worker's Comp 0.0% 0.0% 0.0%
Total Non-Government 98% 98% 98%
Total Payer Mix 100% 100% 100%
Ex. A, p. 16.

The Applicant's patient population mix is based on its adolescent mix where most
clients have commercial insurance. Ex. A, p. 16.

The Applicant has contracts with private pay insurers nationwide. Ex. A, p. 8.

The Applicant utilizes sliding fees to accommodate individuals whose insurance
does not cover a large portion of treatment. The Applicant also has a scholarship
program in Connecticut to sponsor individuals who qualify for treatment but are
unable to provide any payment. Ex. C, pp. 67, 68.

Although the Applicant is not contracted with Medicaid, it does enter into single
case agreements for Medicaid clients that specify the daily payment rate and
utilization schedule for a particular client. Ex. C, p. 67; Ex. D, p. 1.

OHCA is currently in the process of establishing its policies and standards as
regulations. Therefore, OHCA has not made any findings as to this proposal’s
relationship to any regulations adopted by OHCA. (Conn. Gen. Stat. § 19a-639(a)(1)}.

The Applicant's proposal is consistent with the overall goals of the Statewide Health
Care Facilities and Services Plan. (Conn. Gen. Stat. § 19a-639(a}(2)).

The Applicant has satisfactorily demonstrated that there is a clear public need for
this proposal. (Conn. Gen. Stat. § 19a-639(2)(3)).

The Applicant has satisfactorily demonstrated that this proposal is financially
feasible. (Conn. Gen. Stat. § 19a-639(a)(4)).

The Applicant has satisfactorily demonstrated that the proposal will improve access
and improve the quality of health care delivery in the region and it has satisfactorily
demonstrated an improvement in cost effectiveness. (Conn. Gen. Stat. § 19a-639(a)(5)).

The Applicant has shown that there would be no change to the provision of health
care services to the relevant patient populations and payer mix. (Conn. Gen. Stat. § 19a-
639(2)(6)).
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53. The Applicant has satisfactorily identified the population to be served by the
proposal, and has satisfactorily demonstrated that this population has a need as
proposed. (Conn. Gen. Stat. § 19a-639(a)(7)).

54. The Applicant's historical provision of care in the service area supports this
proposal. (Conn. Gen. Stat. § 19a-639(a)(8)).

'55. The Applicant has satisfactorily demonstrated that the proposal will not resuftinan
unnecessary duplication of existing services in the area. (Conn. Gen. Stat. § 19a-
639(a)9)).

56. The Applicant has demonstrated that there will not be a reduction in access to
services by Medicaid recipients or indigent persons. (Conn. Gen. Stat. § 19a-639(a)(10))
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Discussion

CON applications are decided on a case by case basis and do not lend themselves to
general applicability due to the unigueness of the facts in each case. In rendering its
decision, OHCA considers the factors set forth in Connecticut General Statutes § 19a-
639(a). The Applicant bears the burden of proof in this matter by a preponderance of the
evidence. Jones v. Connecticut Medical Examining Board, 309 Conn. 727 (2013).
Discovery Practice Management, Tnc. d/b/a Center for Discovery (“Applicant™) provides
residential treatment for women and teens with eating disorders, teens with mental health
disorders and teens with substance abuse issues. FF!

The Applicant is proposing the establishment of a 6-bed residential treatment facility for
adult women, ages 18 and older, who suffer from eating disorders, including anorexia
nervosa, bulimia nervosa and binge-eating. FF8 The proposed facility will be located at
4536 Congress Street, Fairfield, Connecticut and will be licensed as a Mental Health
Residential Living Center by the State of Connecticut Department of Public Health. £77,8
The Applicant currently operates two programs for adolescents with eating disorders in
Fairfield, Connecticut. One program is located at 1320 Mill Hill Road. The other
program, currently located at 4536 Congress Street, will be relocated and the space will
be utilized for the proposed program. FFs, 40

The program proposed by the Applicant includes one-on-one therapeutic treatments 3 to
4 times per week; over 30 therapeutic group meetings per week; weekly checks by a
physician and a psychiatrist; and a dietary program. FF16 Clients served by the proposed
program will have a primary diagnosis of anorexia, bulimia or binge-eating and will often
have co-occurring diagnosis, including depression and anxiety. Clients with psychotic
disorders or a history of aggressive behavior will not be admitted. FF74 The average
length of stay for the Applicant's programs is 40 days. Clients may be discharged once
they are able to sustain treatment gains and maintain currently stability and recovery with

an outpatient team consisting of a physician, psychiatrist, dietician and psychotherapist.
FFI5

The Applicant’s program provides an intermediate level of residential care satisfying a
need for services between acute inpatient care and outpatient care. FF9 Residential
treatment has been recognized as an effective and necessary level of intervention in the
treatment of more severe and treatment-resistant eating disorders. FF10 Notably, eating
disorders have the highest mortality rate of any mental illness with 4% of women with
anorexia nervosa or bulimia dying from complications related to the disease. FF19,20
Persistence of low body weight predicts poor long-term outcomes with approximately
25% of individuals with anorexia nervosa becoming chronically ill. FF22 Clients that are
discharged directly to an outpatient program from an inpatient hospital stay have high
levels of relapse. Residential care, like the program being proposed by the Applicant,
provides long-term supervision and a structured learning environment where clients can
learn and practice the behaviors they will need to be successful in an outpatient program
and the at-home setting. FF30
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Currently, there are no residential treatment centers for adults with eating disorders in
Connecticut. £#37 Through its existing adolescent programs, the Applicant has developed
relationships with local mental health outpatient therapists, physicians and psychiatrists
from whom it receives client referrals. The Applicant also receives referrals from the
Yale-New Haven Hospital as well as hospitals in New York. £773 Given the complete
lack of existing providers, the Applicant’s proposal will improve access to care for the
targeted p()pu]_ation._ . BT o

With respect to payment options, the Applicant primarily provides services to persons
with commercial insurance. Services, however, are provided by the Applicant to others
on a self-pay or sliding fee basis. Additionally, although the Applicant does not have
contracts with Medicaid, clients will be accepted under single case Medicaid agreements,
with scholarship funds also being made available. FF46-49 Given the aforementioned, the
Applicant has sufficiently demonstrated that its proposal will satisfy a clear public need
for the relevant population without an unnecessary duplication of services within the
proposed service area.

The Applicant’s proposal has no capital expenditure and projects incremental gains of
$375,213, $871,072 and $1,507,761 for Fiscal Years 2015 through 2017, respectively.
FF43 With the number of clients by the third year of operations reaching 49, the projected
utilization of the proposed services appears reasonable and achievable. ##34 Therefore,
the Applicant has demonstrated that its proposal is financially feasible.
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Order

Based upon the foregoing Findings of Fact and Discussion, the Certificate of Need
application of Discovery Practice Management, Inc. d/b/a Center for Discovery, to
establish a 6-bed Mental Health Residential Treatment Center for women with eating
disorders in Fairfield, Connecticut is hereby APPROVED.

- All of the foregoing constitutes the final order of the Office of Health Care Access in this
matter.

By Order of the
Department of Public Health
Office of Health Care Access

Date
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ST Lisa A. Davis, MBA, BS, RN
Deputy Commissioner




