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Suppiemental Forms

In addition to completing this Main Form and Financial Worksheet (A, B or C), the
applicant(s) must complete the appropriate Supplemental Form listed befow. All CON
forms can be found on the OHCA website at OHCA Forms.

Conn. Gen. Stat.

~ Section Supplemental Form
19a-638(a)
1) Establishment of a new health care facility (mental health and/or
substance abuse) - see note below*
2) Transfer of ownership of a health care facility (excludes transfer of
ownership/sale of hospital — see "Other” below)
)] Transfer of ownership of a group practice
4) Establishment of a freestanding emergency department
Termination of a service:
(5) - inpatient or outpatient services offered by a hospital
(") - surgical services by an outpatient surgical facility™
(8) - emergency depariment by a short-term acute care general hospital
- inpatient or outpatient services offered by a hospital or other facility
(15) or institution operated by the state that provides services that are

eligible for reimbursement under Title DI or XIX of the federal Social
Security Act, 42 USC 301, as amended

(6) Establishment of an outpatient surgical facility
(9) Establishment of cardiac services
(10} Acquisition of equipment:

- acquisition of computed tomography scanners, magnetic resonance
imaging scanners, positron emission tomography scanners or
positron emission tomography-computed tomography scanners

(11) - acquisition of nonhospital based linear accelerators
(12) Increase in licensed bed capacity of a health care facility
(13) Acquisition of equipment utilizing [new] technology that has not
previously been used in the state
14 Increase of two or more operating rooms within any three-year period
(14) by an outpatient surgical facility or short-term acute care general hospital

Other Transfer of Ownership / Sale of Hospital

*This supplemental form should be included with all applications requesting authorization for the establishment of a
mental health and/or substance abuse treatment facility. For the establishment of other *haalth care facilities,” as
defined by Conn. Gen. Stat § 19a-630{11) - hospitals licensed by DPH under chapter 386v, specialty hospitals, or a
central service facility - complete the Main Form only.

*=|f termination is due to insufficient patient volume, or it is a subspecialty being terminated, a CON is not required.
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Instructions:

Checklist

1. Please check each box below, as appropriate; and
2. The completed checkiist must be submitied as the first page of the CON

application.

1%} Attached is a paginated hard copy of the CON application including a
completed affidavit, signed and notarized by the appropriate individuals.

%} (*New™). A completed supplemental application specific to the proposal
type, available on OHCA’s website under “OHCA Forms." A list of
supplemental forms can be found on page 2.

v} 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.

| 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 completed Financial Attachment

Submission includes one (1) original hardcopy in a 3-ring binder and a
USB flash drive containing:

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

2 An electronic copy of the applicant's responses in MS Word (the
applications) and MS Exce! (the financial attachment}.
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Docket Number:

Applicant: New Era Rehabilitation Center

Contact Person: Deolu Kolade

Contact Person's Title: Director of Operations

Contact Person's Address: 38 Crawford Road, Westport, CT, 06880
Contact Person's Phone Number: 203.372.3333

Contact Person's Fax Number: 203.374.7515

Contact Person's Email Address: akolade@newerarehab.com
Project Town: New Haven, CT

Project Name: New Era Mental Heaith

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

Estimated Total Capital Expenditure: $0
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General Information

Name of Applicant: Name of Co-Applicant;

P5

New Era Rehabilitation Center, INC |

Connecticut Statute Reference:

MEDICAID TYPE OF
MAIN SITE PROVIDER 1D} FACILITY MAIN SITE NAME
[1+]
@ STREET & NUMBER
g 311 East Street
TOWN ZIP CODE
New Haven 6511
MEDICAID TYPE OF

o PROJECT SITE |[PROVIDER ID FACILITY PROJECT SITE NAME
=
"g STREET & NUMBER
‘o311 East Street
o TOWN ZIP CODE

New Haven 6511

OPERATING CERTIFICATE TYPE OF LEGAL ENTITY THAT WILL OPERATE OF
NUMBER FACILITY THE FACILITY (or proposed operator)
8 .
g STREFT & NUMBER
o
(@)
TOWN ZIP CODE

NAME TITLE
9 Ebenezer Kolade Dr
'{j STREET & NUMBER
§< 38 Crawford Road
i [TOWN STATE 7IP CODE
‘@ Westport CT 06606
& [TELEPHONE FAX E-MAIL ADDRESS

Akolade@newerarehab.com




Title of Attachment:

s the applicant an existing facility? If yes, attach a copy of the

. . YES ™
resolution of partners, corporate directors, or LLC managers,

- . NO [
as the case may be, authorizing the project.
Does the Applicant have non-profit status? If yes, attach YES [
documentation. NO ™
' PC [  Other. SCorp

Identify the Applicant’s ownership type. LLC ]

Corporation [ ]

Applicant's Fiscal Year (mm/dd)

Start: January End: December

Contact: |

Identify a single person that will act as the contact between OHCA and the Applicant.

RELATIONSHIP TO
APPLICANT Employee

NAME: TITLE
= [Adeoluwa Kolade fir.
-% STREET & NUMBER
g 38 Crawford Road
S [TOWN STATE 7P CODE
= Westport CT 06880
& [TELEPHONE FAX E-MAIL ADDRESS
o
8 203-543-9950 akolade@newerarehab.com

Identify the person primarily responsible for preparation of the application (optional):

NAME TITLE

STREET & NUMBER

TOWN STATE

ZIP CODE

TELEPHONE FAX

Prepared by

E-MAIL ADDRESS

RELATIONSHIP TO
APPLICANT
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Affidavit

Applicant; _ 2 i ?’{&cﬁ@ﬂﬁ’ﬁ'z}\/\f

Project Title: _at4lC MR TN Ao Uie Ee ik

fopebeueribl woteh | wNO Cey
{(Name) (Position — CEO or CFO)

of Rgw eyt (elio s €7 peing duly sworn, depose and state that the

(Facility Name) said facility complies with the appropriate and applicable criteria as set
~ forth in the Sections 19a-630, 16a-637, 19a-638, 19a-639, 10a-486 and/or 4-181 of the

Connecticut General Statutes.

a0  7fe]c

Signature ' Date

Subscribed and sworn to before me on_ ;?6 ™ 5«»’/ [] Rolg.

,—‘M - - .
T 5taey Heblc.

_Notary Public/Commissioner of Superior Court

55’/}’}/ fﬂm!ﬂé?/ba Fay
My commission expires: Hovensos an” “Hiliog
LY ‘d‘&f“;
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Executive Summary

The purpose of the Executive Summary is to give the reviewer a conceptual
understanding of the proposal. in the space below, provide a succinct overview
of your proposal (this may be done in bullet format). Summarize the key elements
of the proposed project. Details should be provided in the appropriate sections of
the application that follow.

With the advent of spending cuts to the state grant program for
community mental health providers there is an increased need for facilities to
address the states mentally ill and indigent. Individuals suffering from co-
occurring substance abuse and mental abuse disorders are finding it
increasingly difficult to find providers that can accept state insurance. The
purpose of this proposal is to obtain a mental health license in order to increase
the access to and the continuum of care, of patients currently being treated in
New Era Rehabilitation Center as well as the greater New Haven Area.

According to the NSDUH, in 2014, about 1 in 5 adults aged 18 or older
(18.1 percent, or 43.6 million aduits) had any mental illness (AMI) in the past
year, and 4.1 percent (9.8 million adults) had serious mental illness (SMI}. This
equals about 170,649 people suffering from mental iliness in Fairfield County.
The capacity for treatment is dwindling and more and more people are finding it
difficult to find the necessary treatment that they need. To assistin the alleviation
of this burden to the state.

NERC proposes granting the facility a mental health ficense. The
expansion of services will cost the facility nothing in capital expenditure as it
already runs a full service behavioral health facility. The target market are clients
already enrolled in the facility, therefore there will be little to no duplication of

services.

viii
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Pursuant to Section 195-839 of the Connecticut General Statutes, the Office of Health
Care Access is required to consider specific criteria and principles when reviewing a

Carttificate of Need application. Text marked with a “§” indicates it is actual text from the
statute and may be helpful when responding to prompts.

Project Description

1. Provide a detailed narrative describing the proposal. Explain how the
Applicant(s) determined the necessity for the proposal and discuss the
benefits for each Applicant separately (if multiple Applicants). Include all key
elements, including the parties involved, what the proposal will entail, the
equipment/service location{s), the geographic area the proposal will serve, the
implementation timeline and why the proposal is needed in the community.

New Era Rehabilitation Center, ("NERC"), a for-profit organization registered to conduct
business in Connecticut, proposes to expand its current substance abuse and behavioral
health services to include a full suite of mental health services in 8y, Connecticut. NERC
currently operates 2 outpatient behavioral health facilities, licensed by the Connecticut
Department of Public Health (DPH) and accredited by the Council on Accreditation of
Rehabilitation Facilities (CARF) and The Joint Commission, at both of its facilities in
Bridgeport, Connecticut and New Haven Connecticut, respectively The new service will
primarily serve~ existing clients suffering from addiction who receive other substance
abuse treatment at NERC.

NERC has been operating addiction treatment programs since 2002, providing services
to approximately 1000 clients annually, the majority of which are Medicaid recipients.. The
proposed service will address the need to provide adequate mental health services and
continuing treatment for the vast majority of NERC'S client population - one-half of which
is from New Haven County. In order to maximize client outcomes and to reduce relapse
to addiction, NERC will offer increase access to desperately needed mental health
services. The proposed service expansion will take place at NERC's already existing
location in New Haven, CT, the center provides a convenient location for clients as they
are already receiving other services at the location. The location will also provide
increased accessibility for menta! health services within the greater New Haven Area.

The need for substance abuse services within the state of Connecticut far exceeds
capacity. The current epidemic of opiate (e.g., heroin, prescription opioids) addiction is
amplifying this need as well as changing the landscape of the treatment indusiry. Heroin
has exceeded alcohol as the primary drug for which clients seek treatment. Accidental
deaths associated with heroin overdose have reached an all-time high, creating a major
public health crisis. According to the National Survey on Drug Use and Heaith (NSDUH)',
it is estimated that up to 39.1 percent of people with substance abuse issues also suffer
from a co-occurring mental illness disorder. This statistic become increasingly meaningful
when coupled with the National Institute of Drug Abuse (NIDA) fact that of all of the adulfs
who go through addiction treatment, only about 7 percent are treated for both their
substance abuse and their co-occurring disorder. Also, by expanding the client scope
away from individuals with co-occurring SUD and AM!, we find that 52.5% of individuals
with AMI did not receive treatment, according to The Behavioral Health Barometer:

Connecticut 2015.




The proposed expansion of service will begin immediately upon award of a certificate of
need (CON) and issuance of a license by the Department of Public Health (DPH).

Existing clients suffering from co-occurring issues will be referred to the in house
specialists to receive the treatment that they so desperately need. With a minimal capital
outlay, and benefitting from administrative efficiencies of its existing infrastructure, NERC
projects operating with a modest margin from start-up, and will be cost-effective. A gradual
increase in both client volume and fees wilt ensure continued viability. Within the proposed
space, NERC will be able to expand services to meet actual demand as it is presented.
The proposed outpatient service will improve health care services in the area, improve
client outcomes including reduced recidivism and reduced medical costs and costs to
society by enabling clients to increase the likelihood of achieving sustained recovery. The
introduction of this service will have minimal impact on the existing licensed providers in

the area.
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2. Provide the history and timeline of the proposal {i.e., When did discussions

begin internally of between Applicant(s)? What have the Applicant(s)
accomplished so far?).

In the early spring of 2014, NERC transitioned from referring clients suffering from co-
occurring disorders to iocal mental heaith agencies to evaluating and stabilizing them
in-house. The initial intention was to stabilize clients and then slowly triage them to
regular mentat health providers outside of NERC. After piloting this service, NERC
quickly found that segmenting the treatment of behavioral and mental health led fo a
lack of continuity of care. To better serve our cliente'e the agency intends to expand
its service capability fo include the full gamut of mental health services. NERC has
already employed a psychiatrist who will have the atility to manage our clientele and
help establish a robust mental health program.

Provide the following information:

a. utilizing OHCA Table 1, list all services to be added, terminated ot modified,
their physical location {street address, town and zip code), the population
to be served and the existing/proposed days/hours of operation;

b. identify in OHCA Table 2 the service area towns and the reason for their
inclusion (e.g., provider availability, increased/decreased patient demand
for service, market share);

List the health care facility license(s) that will be needed to implement the
proposal;

e Mental Health Facifity
s Psychiatric Outpatient Facility

Submit the foliowing information as attachments to the applicatior:

a. a copy of all State of Connecticut, Department of Public Health license(s)
currently neld by the Applicant(s);

b. a list of all key professional, administrative, clinical and direct service
personnel related to the proposal anid attach a copy of their Curriculum
Vitae;

« Ebenezer Kolade, MD- Executive Director

o Adeoluwa Kolade, MPH- Director of Operations
o Maxine Cartwright, MD

. Donna Rivera- LADC MATS

c. copies of any scholarly articies, studies orre ports that support the need to

establish the proposed service, along with a hrief explanation regarding the
relevance of the selected articles;

X

P11




letters of support for the proposal;

the protocols or the Standard of Practice Guidelines that will be utilized in
relation to the proposal. Attach copies of relevant sections and briefly
describe how the Applicant proposes +o meet the protocols or guidelines.

copies of agreements (e.d., memorandum of anderstanding, transfer
agreement, operating agreement) relatad to the proposal. If a final signed
version is not available, provide a draft with an estimated date by which the
final agreement will be available. :

Public Need and Access to Care

e T

§ "Whether the proposed project is consistent with any applicable
policies and standards adopted in raqulations by the Departmant
of Public Healin;” (Conn.Gen.Stat. § 19a:639(a)(1))

Describe how the proposed project is consistert with any applicabie policies
and standards in regulations adopted by the Cornecticut Department of Public
Health.

“The reiationship of the proposed pr%j’ec:z‘ fo the statewide health
care facilities and services plan” { Gonn. Gen. Stat. § 19a-
639(a)(2))

§

___‘____T,,,____.—-—w———-_,,_-__.,.__,.u._..m—._.,... e et

Describe how the proposed project aligns with the Connecticut Department of

Public Health Statewide Heaith Care Eaciiities and Services Plan, avaiiable on

OHCA’s website.

According to the CT Dept. of Public Health Statewide Health Care facilities and
Services Plan, "More than one-half of the assessments identified substance abuse

and mentai health care as priority health needs in the community” as @ key issue as
well as “the need for the coordination of rental heslih and substance abuse care’.

This proposal is aligned with these issues directly. As a comprehansive behavioral
health facility serving a drug dependent population ot over 850 clients adding & mental
health license will be a great help to the comrmurity. It will expand services to a
population that is struggling to have propet access to care. It will also allow NERG to

hetter coordinate its care for clients who are suffering from substance abuse issues as

well as mental health issues by co-locating the two services. This is directly in line with
a recommendation in the CT Dept. of Public Health Statewicle Health Care facilities
and Services Plan, to «“provide more focus in future pians which specifically discuss

the coordination, interrelation, provision or co-location of mertal health, primary care
and/or oral health services within the various setlings and how such interrelationship

will benefit the hehavioral heaith patient popu%ation." The granting of this proposal will
help execute this recommendation and ultimately lead to better engagement of those

clients and better health outcomes.

xii
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§ “Whether there is a clear public need for%ph_ea_'!th care facility or
services proposed by the applicant” ( Conn. Gen. Stat. § 19a-

639(a){3))

g. With respectto the proposal, provide evidence and documentation to support
clear public need: ‘

a.

identify the target patient populaticn to be served;

The target patient population to he served includes adults, (18 years of age and
above) suffering from any mental ilness (AM!) andfor substance use disorders
(SUD), who reside in New Haven Coutity, Connecticut. The most current national
data available is for 2014 from the Substance abuse and Mental Health Services
Administration (SAMHSA) based upon results fram the National Survay o {rug
Use (NSDUH). According to the NSDUH, in 2014, about 1 in 5 aduits aged 18 or
alder (18.1 percent, of 43.6 million adults) had ary mental iiness (AMI} in the past
year, and 4.1 percent (9.8 million aduits) had serious mental Hiiness (SMY). About
3.3 percent of all adults in 2014 had both AMI and an sUD in the past year, and
1.0 percent had both SMI and an SUD.

Figure.1 Past Year Substance Use Disorders and Mental fiiness among Adults
Aged 18 or Older: 2014 D ané
Al onG

Meats! #ness

SHO, ! . Jental
HoMertsl |y 123 Mliness.
ness 1 Fillico He S0
l“'
*, .
",
R
/ ’ \
20,7 Kilion £2.8 Hillicn Aduits
Stz Had SUS Had Mental llnsas

According to the United States Census Bureau , the population of New Haven
County in 2015 was 859,470, (about 26% of the: total population of Connecticut}.
It reports that 76.1% of those are aged 18 and nver - placing this estimate of the
aduit

population in New Haven County at £54,05€. Extrapolating by applying the
NSDUH prevalence estimate of 3.3%, the census data would suggest there are
about 21,583 adults with SUD and AM! in New Haven County. ‘

it is important to recognize that actual data from Connecticut is not availabte. For

xiii
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example, DMHAS needs data reflect services only within the pub!ic-funcled
treatment system and do not include data from private, for-profit providers who
primarily serve self-pay clients. In addition, high net-worth clients who often receive
treatment in programs located elsewhere across the country are not included in
these statistics. Therefore, the estimate of 3.3% for the general United States
population will be Source: SAMHSA, Center for Behavioral Health Statistics and
Quality, National Survey on Drug Use and Health (NSDUH), 2014, used for
projections.

_ discuss how the target patient population is currently being setved;

NERC has defined the current target popuiation as the co-occurring population
currently being served at NERC. From our internal reports, the majority of
individuals suffering from mental health issues in this population are jargely going
untreated. The majority of the population receive partial services from faciiity
through the resident psychiatrist however as NERC does not have a mentai
health license the inability to bill for these services limits the amount that can
actually be done to help patients.

document the need for the equipn*nlent andfor service ini the communﬂw;

NERC plans to establish this new service in New Haven, CY. According o the US
Census Bureau, 23.9% of that New Haven population s currently fiving in poverty.
This is in comparison 10 the national average of 14.8%. The majority of the city
utilizes a combination of Medicaid or state insurance to fund their healthcare
needs. This fact makes it extrernely difficult to raceive mental health services as
the majority of psychiatrists do not accept Medicaid or make low-income patients
pay cash out of pocket. NERC plans to aileviate this burden by providing patients
with an accessibie and affordable alternative.

explain why the location of the facilily oF service was choset,

The main rationale for locating an outpatient treatment facility in New Haven, CT
is to enable us to better meet NERC's existing outpatient clients’ continuing care
needs; and to improve client health outcomes including reduced rates of relapse.
By offering an industry- and client-preferred level of continuing care services (1.e.,
mental health and psychiatric services near their home coramunities within
reasonable driving distance and on a public bus line, we will be hetter able to
ensure that our clients' treatment i% comprehensive and can be implemenited with
greater certainty through a lower tevel-of-care, delivered by the same provider. We
chose New Haven because it is geographically. logistically at the center of New
Haven County - where the highest concentration (70% of total) of our substance
abuse clients live (see map in Figure 1 below). More specifically, the following
factors were central to the choice of locafion:

Accessibility - NERC's New Haven facility is located on Bus Route D (East
Street} -- a major bus line through New Haven County. It is situated one (1) mile

wiv
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from exit 34 of the Interstate 95 and exit 2 of interstate 91 — the primary State
highways through the center of lower New Haven County.

Proximity - Since clients will fravel to the facility carup te six times per waek, arive
time is an important factor. Our central location makes it possible o diive from
virtually anywhere in the county within about 30 minutes. ‘

Privacy - We are located in an attractive yet relatively non-descript commetcial
office mall to house our New services, rather than a dedicated building, in order fo
maximize client anonymity and privacy. Clients will share the main building
entrance that serves several other Dusinesses. ensuring that clients will not be
seen walking directly into NERC's counseling offices. The parking area iz large, as
it is shared by occupants and visitors of a cluster of office buitdings - removing the
possible assumption by others that an individual is one of our clients.

brovide incidence, prevalence or other demographic data that
demonstrates community need;

The general population segment within which the target population rests inciudes
adults (18 years of age and above} with co-occurning substance use and mental
health disorders who reside in New Haven Gounty, Connesticut. The most current
national data are available for 2014 from the Substance Abuse and Mental Health
Services Administration (SAMHSA} hased upon results from the National Survey
on Drug Use and Health (NSDUH}. 2 The 2014 (most recent} NSDUH gstimates
the prevalence of SUD and AMI (including alcono! and iilicit drugs} among adults
in the United States at 3.3%. ‘

According to the United States Census Bureau, the population of Mew Haven
County in 2015 was 859,470, (about 26% of the total population of Connecticut].
It reports that 76.1% of those are aged 18 and over - placing this estimate of the
adult population in New Haven County at 654,055. Extrapolating by applying the
NSDUH prevalence estimate of 3.3%, the census data would suggest there are
_about 21,583 adults with SUD and AMI in New Haven County. Actual data from
Connecticut is not available. For example, DMHAS needs data reflect services only
within the public—funded treatment system and do not include data from private,
for-profit providers who primarily serve self-pay clients. In addition, high net-worth
clients often receive freatment in programs located elsewhere across thie counisy.
Therefore, the estimate of 3.3% for the general United States population will ba
Source; SAMHSA, Center for Behavioral Healh Statistics and Quality, National
Survey on Drug Use and Health (NSDUH), 2014. used for projections.

In reference to the need for reatmentin New Haven County, Connecticut, perhaps
the most compelling, recent evidence available to demonstrate treatrent need in
Connecticut comes from the Behavioral Health Baromete:- Connecticut 2014,
'ssued by the federal Substance Abuse and Merital Heafth Services Administration
(SAMHSA) in 2015.

The following excerpt validates the extrapolated estimate of treatment need
suggested above [note that the figures below cnly include Serious Mental Hness
(SM1) and excludes Any Mental lness (AMY), the former is a subset of AMI's
implying the statistics will be under reporting the total prevalencej, and also

Xy
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identifies the percentage of those in need Whol zre not served in any given year.

"According to SAMHSA's National Survey on Drug Use and Health (NSDUH), 23.2
miflion persons (9.4 percent of the U.S. popuiation aged 12 or older) needed
treatment for an illicit drug or alcoho! use problem in 2007. Of these individuals,
2 4 miliion (10.4 percent of those who needed treatment) received treatment at a
specialty facility (i.e., hospital, drug or alcohol rehabilitation or mental health
center). Thus, 20.8 million persons (8.4 percent of the population aged 12 or older)
needed treatment for an illicit drug or aicohol use problern but did not receive if.

These estimates are similar to those in previous years". 1

discuss how low income persons, racial and ethnic minorities, disabled
persons and other underserved groups wilt penefit from this proposal;

NERC pians to establish this new service in New Haven, CT. According to the US
Census Bureau, 23.9% of the New Haven population is currenily tiving in poverty
and 72.8% of the population is either African-American or Hispanic. The majority
of the city utilizes a combination of Medicaid or state insurance to fund their
healthcare needs. This fact makes it extremely difficult to receive menial health
services as the majority of psychiatvists do not accept Medicaid or make fow-
income patients pay cash out of pocket. NERC plans to alleviate this burden by
providing patients with an accessibie and affordable alternative for low income
persons and racial and ethnic minorities. Furthermore according to the United
State Census Buread, 27.7% of New Haven county residents are an ethnic
minority (African American or Hisparic). With NERC's patient population being
o5 7% minority, this is mirrored with in NERC's ciinic populaticn. \We expect that
the utilization of the of the services will be predominantly from

. list any changes to the clinical services offered by the Applicant{s) and
explain why the change was necessary;

No changes will be made to the clinical services.

. explain how access to care will be affected;

Currently New Haven county residents have very little opticns fo receive menial
health services. Private psychiatrists often times do not accept state insurance and
community mental health centers keep complicated intake processes that often
deter clients. With the advent of the NERC mental health services, we intend 1o
provide a needed increase in the capacity.

discuss any alternative proposals that were considered.

No other proposals were discussed.

vl
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“Whether the applicant has satisfactorily demonstrated how the
proposal will improve guality, accessibility and cost effectiveness
of health care delivety in the region, including. but not jimited fg,
(A} provision of or any change in the access tn services for
Medicaid recipients and indigent persons; (Conn.Gen. Stal. & 18a-
639(a)(5)

§

9. Describe how the proposal will:

a.

improve the quality of health care in the region;

in addition to adding a new, high quality mental health treatment programnm within
the region, NERC will serve to improve health care outcornes for individuais
beginning recovery from SUD. By providing essential, continuing engagament the
proposed service will help minimize reiapse and enhance transition to productive,
independent and self-supporting healihy lifestylzs in the commiunity.

Various clinical studies have proven that increase engagement in treatment will
result in positive heaith outcomes as well as an increase chance for achieving
sustained recovery (e.g., long-term abstinence). According to the national Drug
Abuse Treatment Outcome Study (DATOS), "The length of time clients stayed in
treatment was directly related to improvements in follow-up outcomes, replicating
findings from previous national treatment evaluations!. Providing continuing,
uninterrupted treatment, extending it Into the community, enables clients to
increases the likelihood to achieve positive health outcomes. This resuits in a
reduction in the over-use of repeated acute cars services such as the emergency
roomm and other specialized seftings.

L astly, the introduction of this service will have minimal impact on the existing
licensed providers in the area a8 NERG already possesses a sizabie census
receiving substance abuse services, adding mental health services will promote
the continuum of care as well as engagement, ultimately leading to better health
outcomes.

improve accessibility of health care in the region; and
improve the cost effectiveness of health care delivery in the regioit.

NERC mental health service will be designeci o provide seamless, continuing
treatment for individuals with substance use disorders (SUD). The majotity of
individuats suffering from opiate addiction are also suffering from a form of mental
iiness. By addressing the emerging and undetrlying emational and mental heaith
factors associated with relapse fo substance us2, the proposed service will reduce
future healthcare costs related to relapse, including repeated addiction freatment
and associated medical costs. By providing & dedicated regimen of clinical
services that are closely coordinated with mertal heaith treatment the proposed
service will contribute to decreasing fong-term behavioral healthcare costs -
especially the need for chronic, acute care episodes, and particulaily the costs
associated with heroin overdose incidents. In addition to the aforementioned long
term effects, by combining both substance abuse and mental health treatment,

Wil
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there should be a decrease in the amount the transportation subsidies for clients
receiving muitiple services. Lastly, national studies 21 estimate thal the benefit-
cost ratio achieved by providing addiction trealment is 7:1 (i.e., $7.00 saved in
societal costs for every $1.00 spent).This can only be further enhanced by
providing the necessary Finally, by sharing acministrative and support service
infrastructure with the existing NERC treatment facility, NERC will minimize indirect
costs, allowing for the greatest societal return from a minimal investment.

10. How will this proposal help improve the coordination of patient care {explain in
detail regardless of whether your answer is.in the neqatwn* or affirmative)?

Coordination of care is one of the key drivers that has led NERC to establish a
mentai health program. Currently the facility serves roughly 850 clients for
substance abuse disorders, in an irternal survey of NERC patients the
organization found that over 90% of individuals receiving substance abuse
services are also suffering from mentat iliness. We hope to establish a mental
health program that will first assist in alleviating the burden of disease arnong our
current client and then expand to further alleviats the burden of disease in the city
and eventualiy the state as a whole.

11. Describe how this proposal will impact access to care for Medicaid recipients
and indigent persons.

Currently 90% of NERC's current census is rade up of individuals who udilize
Medicaid to pay for their healthcare services. We expect the introduction of the
service to further increase access of care to Medicaid recipients.

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

This is not applicable.

§ “Whether an applicant, who has failed to provide or reduced
access to services by Medicaid recipients or indigernt persons, has
demonstrated good cause for doing so, which shall not be ]
demaonstrated solely on the basis of differsnces in reimbursement |
rates between Medicaid and other health care payers;” i
(Conn.Gen.Stal. § 19a-639(a}(10)) |

13. If the proposal fails to provide or reduces access to services by Medicaid

recipients or indigent persons, provide explanation of good cause for doing
s0.

The proposal is focused on increasing access specifically for Medicaid recipients.

§ “Whether the applicant has satisfactorily demonstrated thal any
consclidation resulting from tha proposal will not adversely affect

xvili




k health care costs Of accessibility fo care. g {Coz’rn.Gen.Sfat. § 19a- J

539(a)(12)) B

T

e

14. Will the proposal adversely affect patient nealth care costs in any way?

Quantify and provide the rationale for any changes in price structure that will

result from this proposal, including, but not limited to, the addition of any
imposed facility fees.

There will be no change in price structure.
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Financial information

i

J— [
§ “whether the applicant has satisfactorily demonstrated how the
proposal will impact the sinancial strength of the health care
system in the state or that the proposal is sinancially feasible for
the applicant,” (Conn_Gen_Siat § _1’9&1--639(32_@)

415. Describe the impact of this propmsa'l on the financial strength of the state’s
health care system of demonstrate that the proposal is financially feasible for
the applicant. ‘

16. Provide a final version of all capital empendﬁturef«:osts for the proposal using
OHCA Table 3.

Uil ol e s

Due to the services that NERC currently provide the organization does not need to
spend any additional money 10 add this service. However, the facility forecasts the
addition of another counselor that would approximat{aly cost $60,000.

17. List all funding or financing sources for the proposal and the dollar amount of

each. Provide applicable details such as interest rate; term; monthly payment

pledges and funds received to date; jetter of interest of approval from &
lending institution.

if there are any unforeseen expenses NERC will be funding the project with aash.

18. Include as an attachment:

a. audited financial statements for the most recently com pleted fiscal year. ¥
audited financial statements do niot exist, provide other financial
documentation (e.9-; unaudited balance sheet, statement of operations, 1ax

return, or othert set of books). Connecticut hospitals required to submit
annual audited financial staternents may reference that filing, if current;

Please find attached.

b. completed Financial Worksheet A {non-pmﬁt entity), B {for-profit entity) or
(§19a-486a sale), available on OHCA's website under QHCA Forms,
providing @ summary of revenue, expense, and volume statistics, “without the

CON project,” sincremental to the CON project,” and “with the CON project.”
Note: the actual results reported in the Financial Worksheat must mateh
the audited financial statement that was submitted or referenced.

19. Complete OHCA Table 4 utifizing the information reported in the attached
Financial Worksheet.

20. Explain all assumptions used in developing the financial projections reported
in the Financial worksheet.

p e
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The following are the assumptions utilized in developing the financial projections of
the proposed service:

NERC will begin the proposed service Dec. 1st

Client census remains at 850 clients

Reimbursement for Psychotherapy 60 min remains at $62.04 (Medicaid)
Weeks in a year: 52 weeks per year

Number of Psychotherapy sessions per week: Assuming 1 session per weaek
100% of the new clients will be on Medicaid :

21. Explain any projected incremental losses from coperations resuiting from the
implementation of the CON _proposal.

There are no incremental losses from the operations.

22_|ndicate the minimum number of units reguired fo show an incremental gain
from operations for each projected fiscal year.

Assuming the only operational expense associated with the proposed operation will
be an added staff member at $60,000, there would need to be 636 units of the service
provided to show an incremental gain.

H
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Utilization

icant's past and proposed provision of health care

services to relevant patient popuiations and payer mix, including,
hut pot fimited to, access in services by Medicaid recipients and
"’33@_@)_L__?_m.W_..%_,!

W,‘__fi?ﬂ@ﬁﬁlﬁﬁﬂ%@.ﬂﬂi@_@ﬂﬂﬁﬁf Stat. § 1930

§ “The appl

23. Complete OHCA Table 5 and OHCAjgjgig_ﬁjm the past three fiscal years
rst three projected FYs of the

{“FY™), current fiscal year (“CFY”} and fi
proposal, for each of the Applicant’s existing andfor proposed services. Report
the units by service, service type or service level.

assumptions used in the derivation/ .

24 Provide a detailed explanation of all
ases and/or

calculation of the projected service volume; explain any incre
decreases in volume reported in OHGA Table 5 and 6.
ping the financial projections of

The following are the assumptions ytilized in develo

the proposed senvice!
. Client census for MMTP BPT location per year:
o 2014:436
o 2015:450
o 2016: 466
Client census for 1OP BPT location per year.
o 2014:5
o 2015:34
o 2016:34%
« *annualized
. Each ciient utilizes the MMTP servi
« AvgliOP ytilization per client is 15 sessions

L]
ce 1 perweek of 52 per yeal

o5 Provide the current and projected patient population mix (number and
percentage of patients by payer) for the proposal using QHCA Tabie 7 and
provide all assumptions. Note: payer mix should be calculated from patient

volumes, not patient revenues.

- T -
the applicant has satisfactorily identified the population

to be served by the proposed project and satistactority
demonstrated that the identified population has a heed for the

r“proposed services;” {Conn.Gen.St_a;i'. 81 95;;@9(&)(7)) o

§ “Whether

be the population (as identified in question 8(a)) by gender, age growups
ndition or disorder and provide evidence (i.2.,

hic data) that demonstrates a nead

26. Descri
or persons with a specific ¢0

incidence, prevalence or other demograp
for the proposed service or proposal. please note: if population estimates Or

other demographic data are submitted, provide pnly publicly available and
verifiable information {e.d., U.8. Census Bureau, Department of Public Health,

i

P22




able 8, provide a breakd
oted fiscal year. Utilization

27 Using QHCA T
recently compl
persons, visits, scans or O

Nomber of Projected Popuz

—_— e

Haven

CT State Data Center) and document the source.

ther unit approp

Total

Population

Town
, 27,235
Town
26,249
Town
__“'24,469
Town '
20,580
Town -
| 19642
Town
| 19,398
Town
18,584
Town
R 17,973
Town
16,339
Town
o 13,847
Town 10,142

wxiii

own of utilization by t
may he reported as numb
riate for the information heing

tion in Need __
NSOUH
Estimate

18%

18%
18%
18%
18%

18%

18%

18%

18%

18%
18%

18%

18%

18%

18%
18%
18%
18%

18%

18%

e —

1,048

own for the most
er of

Pcﬁﬁétimn
in Nead

25,958

22043

15411

14498

10,693

9262
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*—*—“—-ff—-—i“""’—"-—f—ﬁ—ﬁ"""”ﬁ—‘*“_”—fﬁ”"‘”—f—” 7
& "The Ltilization of existing healih care facilities and health care
services in the service area of the applicant” {Corm.Gen,Si‘af. &

28. Using OHCA Table 9, identify ail existing providers in the service area and, a8

available, list the services providedz, popuiation served, faciiity D) (see tabie

footnote), address, hours/days of operation and current utitization of the
facility. Include providers in the towns served or proposed to be served by the
Applicant, as well as providers in towns conliguous to the service area.

29 Describe the effect of the proposal on these existing providers.

NERGC intends to focus treatment efforts on existing clients who are suffering from
co-oceurfing mental health and supstance abuse iISSUES. These clients are already
receiving basic mental health treatment at NERG, she facility iniends 10 expand its
services to better treat its existing client base. ‘Therefore the facility forasees NO
significant effect on the existing providers.

30. Describe the existing referral patterns in the area served by the proposai.

Of the 18 facilities that provide mental heaith serviceé, only 5 of them are located in
New Haven County. This comes a5 a surprise considering that New Haven County is
the most populated county within the state.

3. Explain how current referral patterns will be affected by the proposal.

NERC intends to focus treatment efforts on existing clients who are suffering froim ¢o-
occurring mental health and substance abuse issues. Therefore the facility is not
forecasting any referrals for the mental health services and does not expect there to
be a significant change in the current patterns of referrals.

e
& “Whether the applicaht has satisfactorily demonstrated thai the
proposed project shall not result in an unnacessary duplication of
existing of approved health care services of facilities,”
(Corm.@en,Sfat. §_1Qa»639(a)(9))mﬁ _____ o

YO




37, If applicable, explain why approval of {he proposal will not resuit in an

unnecessary duplication of Services.

N/A

e
“Whether the applicant has satisfactorily demonstrated that the
proposal will not negatively impact the diversity of heaith care
providers and patient choice in the geographic region,” '
(Corm.Gen‘Si‘at. § TQausggg'a)ﬁi)) )

AL e T e

§

33. Explain in detail how the proposal will impact {i.e., positiﬁe, negative or no

impact) the diversity of health care providers and patient choice in the
geographic region.

NERC is the only African-American owned and operated comprehensive behavicral
health facility in the state of Connecticut. NERC's: employees are solit evenly among
African-Americans, Caucasians and Hispanic proving that the facility is both racially
mixed and ethnically diverse. By granting the facility a mental health license, the
state will be positively impacting the diversity of health care throughout the
geographic region. '

KKV
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TABLE 1
APPLICANT'S SERVICES AMD SERWVICE LOCATIONS

e e

. Street Address, Poputation CaysfHours of New -Sewac:e or
Service . pProposed
Town Served Operation Terminati
ermination
. B
Mental Health 311 East Street, New Haven WM-F Bam-2pm New Service
NH, CT County

hack to guestion
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[back to gues‘donl

TABLE 2
SERVICE AREA TOWNS

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

Ansonia
Reacon Falis
Bethel
Bridgeport

Bridgewater

% Village or place names are rot ac.ceptamef

yeail

Reason for Inclusion

m_-___'_'__—+——*
NERC carrently serves clients from here
NERGC currently semves clients from hers
NERC currartly serves cliepts from here
NERG currently Serves clients from here
NERC currently serves clients from here
NERC currently senvies clients from here
NERC currently senves clienis from here
NERG currently servis clients from here

NERC currently serves dients from here

lients from here

Bristol
Brookfield NERG currertly serves clients from here
Danbury NERC currently serves clients from here
Derby NERG currently serves clients from here
Easton NERC currently Serves clients from here
New Haven NERG currenily Serves clients from here
Harwinton NERGC currently serves clients from here
Milfod NERC currently serves clients from here
Maonroe NERC currently serves clients from here
Naugatuck NERC currently serves ciients from here
New Canaan NERC currently serves clients from here
New New Haven NERG currently serves clients from here
New Haven NERC currenily serves clients from here
New Milford NERC currently senves clients from here
Norwalk NERC currently s81ves clients from here
Oakville NERGC currentiy serves clients from here
Qrange NERC currently serves clients from here
Oxford NERG currently serves clients from here
Redding NERG currently serves clients from here
Ridgefield NERGC currently serves clients from here
Sandy Hook NERGC currently serves clients from here
Seymour NERC currently serves chients from hare
Shelton NERC curmently setves clients from here
Southbury NERC currently serves clients from here
Staffordville NERC currently semnves clients from here
Stamdord NERGC currently senves clients from here
Stratford NERG currently serves clients from here
Torrington NERC currently sefves clients from here
Trumbull NERC currently serves clients from here
Waterbury NERG currently serves clients from here
Watertown NERC currently serves clients from here
West Haven NERC currently serves clients from here
Westport NERC currently serves ¢
Winsted NERC currently serves clients from here
Wolcott

————————
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TABLIE §
HISTORICAL VUTILIIEA'F!ON BY BERVICE
[

Actual Volume
{Last3 Gompileted FYs)

CEY Yolume”

FY 2016

FY 2013 FY 2014**
Methadone Maintenance 20 672

i1OF 75

pert annualized Tolurne, identifying the number of actua! manths covered and

~ For periods greater than & months, &l
ume and identify tha period covered.

the
{he number of visits or discharges as

methed of annualizing. For pericds less than & months, report actual vo
«  |dentify each service type and level adding lines as necessary. Provide
appropriate for

each service type and level listed.
= i i years. I the time period reported is not identical to the fiscal yeat teported in Table 4 ot the application,

provide the
date range ust

[pack to guestion

ng the mm/ad format as a footnote to the table.

TABLE &
PROJECTED UTILIZATION BY SERVICE

mected Volume
-i:; 2018
ﬁ—Ei,525
43,731

FY 2019~
6,630

Mental Heaith Qutpatient
48,731

nethadone Maintenance

pe by location and add lines a3 necessary. Provide the

+dentify each service !
rumber of visits/discharges as appropriate for zach service listed.

 |f the first year of the proposal is only a partial year, provide the first parilal
year and ihen the first three full Fys. Add columns as necessary. If the firne

period reported is not identical to the fiscal year reported in Table 4 of the
application, provide the date range using the mm/dd format as a footnote 0

the table.

pack o question
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TABLET
APPLICANT'S CURRENT & PROJECGTED PAYER MEX

Current Projected
Payer FY 2016* FY 2017 . FY 2018 FY 2019
Discharges | % | Discharges o, | Discharges | % | Discharges | %
Medicare™
- Medicaid” 208 89 196 83 186 83 177 79
CHAMPUS &
TriCare
Total Government 208 1496 186 177
Commercial 36 14.7 40 17 44 17 47 21
insurers
Uninsured
Workers
Compensation
Totai Non- 36 44 44 47
Government |
Total Payer Mix l _1

“Includes managed care activity.

* Fill in years. Ensure the period covere

provided. New programs may leave the “current” cojumn blank.

hack to question

XRX

d by this table corresponds to the period coverad in the projections




TABLE#
UTILIZATION BY TOWN

Utilization
FY 2016™

Ansonia, CT
Beacon Falls, cT
Bethel, CT
Bridgeport, CT
Bridgewater, CT
Brictol, CT
Brookfield, ©T
Danbury, CT
Derby, CT
Easton, CT
Faifield, CT
New Haver, CT
Miford, GT
Monros, CT
Naugatuck, CT
New Canaan, CT
New Haven, CT
New Mitford, CT
Norwalk, CT
Oakville, CT
Orange, CT
“Oxford, GT
Redding, CT
Riggefield, CT
SHELTON, CT
Sandy Hook, CT
Seymour, CT
Shelton, CT
Southbury, CT
stafforavilie, CT
gtamford, CT
Stratford, G
stratford , CT
Stratford, CT
Torrington , CT
Trumbull, CT
Watarbury, CT
Watertown, CT
West Haven, CT

XXXl




Westport, CT 1 ;
Winsted, CT - 1
Wolcott, CT 1 '

olicabie

* List inpatienb’outpatienUED voiumes separately, if ap
# [l in most recently completed fiscal year.

back to guestion
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SERVICES AND SERVICE LOCATIONS OF EXISTING PROVIDERS

Populatio?i
Served

Service or Program Name

Wellspring Foundation, Inc.

Bethlehem

Blue Sky Behavioral Health, LLC
Danbury

Community Renewal Tearn, Inc. Hartford

Connecticut Counseling Centers, Ihc.
Norwalk

l. . " .
Counseling Centers, Inc Waterbury

Fsw, Inc. CT Bridgeport

McCall Foundation, Inc. Torrington

McCall Foundation, Inc. Winchester

New Directions Inc. of North Central
Connecticut : Enfield

Recovery Network of Programs, Inc. Bridgenort

Renfrew Center of Southern
Connecticut, LLC

Greenwich

Rushford Center, inc. Meriden

Rushford Center, inc.

Middletown

Stonington Behavioral Health, Ince = 4o

Stonington Behavioral Health, Inc A
Groton

Stonington 8ehavioral Health, Inc. North
Stonington

WRC Connecticut East, uc South

wellspring Foundation, Inc. Windsor
Bethlehem

) Satellite Office

R
Facility's Provider Name,
Street Address and Town

Angelus House, 158 Fanders Road,
Bethlehem

Blue Sky Behavioral Health Clinic, 52
radera Road, Danbury

1

Coramunity Renewal Team, Ihc.
Behavinral Health

Connecticut Counseling Centers, inc.

Cannecticut Counseling Centers, Inc.

ESW, Inc, CT
MeCall Foundation
MeCall Foundation, Inc. - Winsted

New Directions, inc. of North Central
Connecticut

New Prospects

Renfrew Center of Southerm
Connecticut ’

Rushfard Center, Inc.
Rushford Center, Inc.
Stonington institute

Stonington Institute
Stonirgzton Institute

Walda1 Behavioral Care

wellspring Foundation Inc.

* provide the Medicare, Comnecticut Department of Social Services (D58}, or Ne fional Provider identifier (NP} Tacility

identifier and label column with the identifier used.

back to question?
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Counceliont B conrnyent
of it poewtih:

- —
| Supplemental CON Application Form
Establishmeﬁt of a New Health Care Facility {(Mental

Health and/or Substance Abuse Treatment}”
Conn. Gen. Stat. § 19a-638(1)

-

Applicant: New Era Rehabilitation Center

Project Name: Mental Health License




*This supplemen

tal form should be includad

For the establishment of other “health care

419a-630(11) - h

central service facili

ospi

with all appfications regu

tals licensed by DPH under chapter 386v, specia
ty - complete the Main Form only.

whit

esting authorization

for the establishment of a mental health and/or substance abuse treatment facility.

facilities,” &s defined by Conn. Gen. Stat §

Ity hospitals, or a



Affidavit
Applicant:
Project Title:
!, ¥
(Name) (Position — CEO or CEO)
of peing duly sworn, depose and state that the

(Facility Name) said facility complies with the appropriate and applicable criteria as set
forth in the Sections 19a-630, 10a-637, 19a-638, 192-639, 19a3-486 andfor 4-181 of the

Connecticut General Statutes.

Signature Date

Subscribed and sworn to before me on

Notary Public/Commissioner of Superior Court

My commission expires:

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

a. Describe any unique services (i.e., not readily available in the service area) that

may be included in the proposal.

Services to be provided at the facility do not include any that would be considered
unique among facilities within the service area serving a similar population in a mental
health treatment facility. However, unlike the majority of mental health clinics, NERC
will be able to provide clients with MAT, IOP, OP and Ambulatory Detox servi
will increase the coordination of care for the most at risk population in the area. This

ability will be unigue and better help the state manage patients and decrease the cost

of healthcare.

b. List the type and number of DPH-licensed health care professionals that will be

required to initiate the proposal.

a. In addition to the two (2) part-time, licensed physicians (MD) already engaged
" by New Era Rehabilitation Center -- who will provide medical and psychiatric

supervision —

i the following full-time DPH-licensed health care professionai positions

will be required to initiate the proposed mental health facility:
41 Licensed Alcohol and Drug Counselor (LADC)

2. Licensed Clinical Social Worker (LCSW)
Projected Volume

a. For each of the specific population groups to be served, report the foll

service level {include all assumptions):

(i) An estimate of the number of persons within the population group by

town that need the proposed seyvice; and

owing by

mmber of Persons Needing the Proposed Service by Town
Rank Total NSDUH Population
Population Estimate | in Need
Bridgeport City 18%
1 143,412 25,958
Stamford City 18%
2 121,784 22,043
Norwalk City 18%
3 85,145 15,411
Danbuty City 18%
4 : 80,101 | 14,498
Version 3/9/16
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Town 18%
61,023 11,045
Town 18%
59,078 10,693
Town 18%
51,116 9,252
Townh 18%
"1 39,310 7,115
Town 18%
35,752 6,471
Town 18%
27,235 4930
Westport Town 18%
11 26,249 4751 -
Ridgefield Town 18%
12 24 469 4,429
Darien Town 18%
13 20,580 3,725
New Town 18%
14 Canaan 19,642 3,555
Monroe Town 18%
15 19,398 3,511
Bethel Town 18%
16 18,584 3,364
Wilton Town 18%
17 17,673 3,253
Brookfield Town 18%
18 I 16,339 2,957
New New Town 18%
19 Haven 13,847 2,506
Wesion Town 18%
20 10,142 1,836
Redding Town 18%
21 9,058 1,639
Fasion Town 18%
22 7,452 1,349
Sherman Town 18%
23 3,598 651
Newtown Borough 18%
24 2,035 368
Total 165,311

(iiy The number of persons in need of the service that wiil be served by the

proposal (estimated patient volume).

Version 3/9/16
Page 2 of 3




The specific target population to be served includes adults suffering from co-
occurring mental health and substance abuse disorders currently enrolied in
treatment at New Era Rehabilitation Center. NERC assumes that 20% of its total
population will be utilizing the proposed service by in 3 years

b. Provide statistical information from the Substance Abuse and Mental Health
Administration (“SAMSHA”), or a similar organization demonstrating that the
target population has a need for the proposed services.

The previously cited National Survey on Drug Use and Health (NSDUH)-2014,
issued by SAMHSA, indicates that 18.1% of those aged 18 and over are in need
of treatment for AML. The Behavioral Health Barometer: Connecticut, 2014
(SAMHGA, 2015) (also cited previously) provides an estimated percentage of
the unmet need for AM! treatment among the population of adults in Connecticut
of 52.5%. Both sources cited herein are Federal documents available in the
public domain (excerpts are provided in Attachments).

Piease note: provide only publicly available and verifiable information and document

the source.

Version 3/9/16
Page 3 of 3
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1. Scholariy Articles
o NSDUH 2014; pg 32 &33

b.
28&3

o A National Survey of Care
Use Disorders

2 DPH Financial Worksheets
3. letter of Support

CT Dept. of Public Health Statewide Health Care facilities and Services Plan; pg

for Persons With Co-occurring Mental and Substance

Version 3/9/16
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caused severe problems

with their ability to manage at home,

manage well at work, have relationships with others, or have

- a social life.?®

In 2014, 6.6 percent of adults aged 18 or older (15.7 million

people) had at least one MD
of adults {10.2 million peaple)

impairment in the

had an MDE with severe impair
thirds (65.5 percent) of adults wh

The percentage of adu
stable between 2005 an
of adults with a past year
remained stable berween 2009 an

By Adult Age broups

Among adults aged 18 or older, the
past year MDE in 201
181025 (8.3 percent),
(7.2 percent), then by those age
(Figure 44), However,
25 and those aged 26 4
similar in 2006, 2007, 2009, an
aged 50 or older in 2005 1o 201

past year (Figure

Its who had a past

L in the past year, and 4,3 percent
had an MDE with severe
43), Adults in 2014 who
ment represent neatly two

o had a past year MDE

year MDE remained
42014 (Figure 44). The percentage
MDE with severe impairment also
d 2014 (Figure 45).

percentage having a

4 was highest for young adults aged

followed by adults aged 26 to 49
d 50 or older {5.2 percent)

the percentages of adults aged 18 to

dults to have a past year MDE.

50 or older in 2014 who
<o the corresponding percentages in

Figure 43. Major Depressive Episode and Major Depressive Episode

with Severe impairment in the Past Year among Adults Aged 18 or

Older: 2014
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The percentage of young adults aged 18 10 25 with a past
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Figure 44 Table. Mzior Depressive Episode in the past Year among Acults
Aged 18 or Oider, hy Age Group: Percsniages, 2005-2014

18 or Oder 66 8.5 6.7 6.5 6.5 6.8 6.8 8.9 6.7 83

181025 8.8 g1+ B0 8.4* go+ B3 B3Y 89 8.7 9.3
261048 75 77 7.6 74 7.6 75 .7 7.8 7.6 72
50 or Older 48 45 5.2 48 1.9 58 4.8 5.5 5.1 5.2

+ Diftarence between this estimate and the 2014 estimate is statistically significant &t the .05 fevel.

Figure 45. Major Depressive Episode with Severe Impairment '
in the Past Year among Adults Aged 18 or Older, by Age Group:
Percentages, 2009-2014
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Figure 45 Table. Major Depressive Episode with Severe impairment in the Past
Year among Adufts fged 18 or Dider, by Age Group: perceniages, 2009-2014

18 or Clder 4.0 4.2 4.2 4.5 4.3 4.3
181025 5.2t 5.2* 5,2% 5.6 57 B4
26 10 49 48 4.7 5.2 a1 49 4,8
50 or Dider 2.6% 35 2.9 3.4 3.2 3.5

+ Difterence between 1his esfirnate and the 2014 sstimats is statistically significant at the 06 lovel.




Among adults aged 18 or older, the percentage having 2
" ast year MDE with severe impairment in 2014 was highest
tor those aged 18 to 25 (6.0 percent), followed by those
aged 26 to 49 (4.6 percent), then by those aged 50 or older
(3.5 percent) (Figure 45). Adults aged 50 or older in 2009 to
2013 also were less likely than other aduls to have an MDE
with severe impairment. In addition, young adults aged 18
ta 25 were more likely than adults aged 26 to 49 in 2010
and 2012 to have an MDE with severe impairment, In other
years from 2009 to 2013, however, similar percentages of
young adults and adults aged 26 10 49 had an MDE with

severe impairment.

The percentage of young adults aged 18 to 25 with a past
year MDE with severe impairment was greates in 2014 than
in 2009 to 2011 (Figure 45). Percentages of adults aged 26
o 49 and 50 or older in 2014 who hiad a past year MDE
with severe impairment were similar to the percentages in
most years from 2009 o 2013.

past Year Major Depressive Episode {MDE) and MDE with
Severe impairment among adolescents Aged 12t0 17

Although NSDUH does not have an overall measure of
mental iliness among adolescents aged 12 to 17, the survey
srovides estimates of having a past year MDE for this age
group. MDE is defined using the diagnostic criteria from
DSM-IV.2 Similar to adults, adolescents were defined as
having an MDE if they had a period of 2 weeks or longer in
the past 12 months when they experienced a depressed mood
or loss of interest or pleasure in daily activities, and they had
at least some additional symproms, such as problems with
sleep, eating, energy, concentration, and celfworth, However,
some wordings to the questions for adolescents were designed
<o make themn more developmentally appropriate for
youths. 4 Adolescents wese defined as having an MDE with
severe impairment if their depression caused severe problems
with their ability to do chores at home, do well at work ot
school, get along with their farnily, or have a social Jife 4!

Tn 2014, 11.4 percent of adolescents aged 12 to 17

(2.8 million adolescents) had an MDE during the past year,
and 8.2 percent of adolescents (2.0 million adolescents) had
a past year MDE with severe impairment in one or more
role domains (Figure 46). Adolescents in 2014 who had an
MDE with severe impairment represent nearly three fousths
(72.6 percent) of adolescents who had a past year MDE.

This percentage of adolescents aged 12 to 17 in 2014 who
. had a past year MDE was higher than the percentages in
2004 to 2012 (ranging from 7.9 t0 9.1 percent), but it

was similar to the percentage in 2013 (Figure 47). The
percentage of adolescents in 2014 who had a past year MDE
with severe impairment also was higher than the percentages
in 2006 to 2012, which ranged from 5.5 1 6.3 percent.

Figure 46. Major Depressive Episode and Major Depressive Episode
with Severe mpairment in the Past Year ameng Youths Aged 12
to 17; 2014

MDE without
Savere Impairment:
0.8 Million
{3.1% of All Youths
and 27.4% of Youths
with an MDE)

2.8 Miltion Youths with a Past Year MDE (11.4% of All Yousths)

MDE = major depressive episode.
Note: Youth respondents with unknown past year MDE data or unknown impairment data were
excluded.

Figure 47. Major Depressive Episode and Major Depressive Episode
with Severe Impairment in the Past Year among Youths Aged 12 io
17: Percentages, 2004-2014 '
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Figure 47 Table. Majer Depressive Episode and Wajor Depressive Episode

with Severe Impairment fn the Past Year among Youths Aged i2it17:
peroentages, 2004-2014

MDE g0+ B3 79v B2 B gi+ B0+ 82 alr 107 11.4
MDE with
Severe WA WA 55+ 587 60T 55 57+ 67 B3 T 82

Impairment

WA = not available.
+Difterence baiween this estimate and the 2014 estimale is statistically signiticant at the .05 level.




adults with SMI (Figure 50 and Table A.198). Among adults
who had SMI in the past year, the percentage of adults with
an SUD in 2014 was similar to the percentages ifl mOst years
from 2008 to 2013 (Figure 51).

co-Occurring Mental Health Issues and
7 jubstance Use Disorders among Aduits

The coexistence of both 2 mental health issue and an SUD is
referred to as a co-oCCUITING disorder {i.e., 2 mental disorder
and an SUD). Decause NSDUH data allow estimates to

be made for mental health issues and SUDs, it is possible

to estimate the percentages of adults and adolescents with

Figure 48. Past Year Suhstance Use Disorders and Mental fiiness
among Aduits Aged 18 of Oider: 2014 :

co-occurring disorders. This section presents findings on
co-occurring mental health issues (including AML, SML and
MDE) and SUDs (i.e., illicit drug or alcohol dependence or
abuse) among adules aged 18 or older in the United States.

" In addition, findings for adolescents aged 12 to 17 are
presented in a later section on the co-occurrence of MDE

SUD and
Mental liness

Mental
Hiness,
No SUD

50D,

ho Mental
Biness

and substance use and SUDs.

Mental liiness and substance Use Disorders among
Adulis with a Disorder

In 2014, among the 20.2 million adults with a past year
SUD, 7.9 million (39.1 percent) had AMT in the past year
{Figure 48 and Table A.18B in Appendix A). In contrast,
among adults without 2 past year SUD, 16.2 pescent

(35.6 million adults) had AMI in the past yeat. Among
adults with a past year SUD, the percentage of adules with
-o-occurring AMI in 2014 was similar to the percentages of
sdults with AMI in most years from 2008 to 2013.

/

20,2 Million
Adutis Had SUD

43.6 Mitiion Adulis
Hag Mentai Hiness

SUD = substance use disorder.

Figure 49. Past Year Suhstance Use Disorder among Adults Aged
18 or Older with Any Mental lliness in the Past Year, by Age Group:
percentages, 2008-201 4

43

The 7.9 million adules with AMI who met the criteria for an
SUD in the past year {Figure 48) represent 18.2 percent of
the 43.6 million adults with AMI (Figure 49). In contrast,
6.3 percent of adults who did not have past year AMI

{12.3 million adules) mer the criteria for an SUD (Figure 48
and Table A.19B in Appendix A)- Among adults who had
AMI in the past year, the percentage of adults with a co-
occurring SUD in 2014 was similar to the percentages of
2dults with a co-occurring SUD in most years from 2008 to
2013 {Figure 49).

Among the 20.2 million adults aged 18 or older in 2014
who had « past year SUD, 2.3 million (11.3 percent) also
had SMI in the past year (Figuse 50 and Table A.18B).
Among adults with a past year SUD, the percentage of adults
with SMI in 2014 was similar to the percentages of adulrs
with SMI in most years from 2008 t© 2013.

Among the 9.8 million adults aged 18 or older in 2014
who had past year SML the 2.3 million adults who met the
criteria for an SUD in the past year represent 23.3 percent of

30

20

in the Past Year

10

Percent with Substance Use Disorder {SUD)

2008 2009 2010 2011 0z 2013 2014

=18 or Older ~O~181025 -{}-2610 49 - 50 or Oider
+{yifference hetwaen this estimate and the 2014 estimate is statistically signiicant at the 5 level.

Figurz 48 Table. Past Year Substance Use Disorder among Adults Aged 18 or
Older with Any Mental iliness in the Past Year, by Rge Group Percentages,
2008-2614

1gorOlger 184 19.0 1a.0 165 182 17.5 18.2
181026 agr 36T 385 324+ 345t 311 283
26 10 49 20,5 20.8 1.7 189t 228 21.0 0.8
50 or Older 5.3* a1 8.2 747 8.6 72t 103

e ————
+Difference between this petimate and the 2014 gstimate is statisticaliy sigoificant atthe G5 level.




By Adult Age Groups in 2014

(. “umong adults aged 18 or older in 2014 with past year
-§UDs, the percentage of adults who had co-occurring

AM]I in the past year was highest among those aged 26

to 49 (42.7 percent) than among those aged 18 10 25

(36.0 percent) or those aged 50 or older (35.6 percent}

(Table A.18B in Appendix A). The percentages of adults

with SUDs who had co-occurring SMI in the past year were

12.3 percent for adults aged 26 to 49, 10.5 percent for those

aged 30 ot older, and 10.4 percent for those aged 18 to 25.

Among adults aged 18 or older in 2014 with past year

AMI, the percentage of adules who had a co-occurring

SUD in the past year was highest among those aged 18

to 25 (29.3 percent), followed by those aged 26 1o 49

{20.8 percent), then by those aged 50 or older (10.3 percent)
(Figure 49). Among adults aged 18 or older in 2014 with
past year SMI, the percentage of adults who had a past year
SUD was highest among those aged 18 to 25 (35.3 percent),
followed by those aged 26 10 49 (24.9 percent), then by
those aged 50 or older {15.1 percent) (Figure 51).

£o-Occurring Mental fliness and Substance Use
Disorders among Adults in the General Population

“ror sections described the percentage of adults with mental
iliness among the subpopulation of adults who had a past
year SUD or described the percentage of adults with an
SUD armong the subpopulation of adults with mental illness.
This section presents findings on the percentages of adults
who had co-occurring SUDs and mental illness among all
sdults in the United States. This type of presentazion helps
to provide further conext for discussions of co-occutring
disorders. Although the numbers of adults in the population
who had co-occurring disorders are the same as presented in

revious sections, the percentages presented in this section
ave based ot the total population of adults.

Tn 2014, the estimate of 7.9 million adults aged 18 or

older who had both mental illness and SUDs in the past
year {Figure 48) corresponds to 3.3 percent of all adults
(Table A.22B in Appendix A). This percentage for 2014
among all adults was similar to the percentages In most years
from 2008 to 2013,

The estimate of 2.3 million adults aged 18 or older in

2014 who had co-occurring SMI and SUDs in the past

year (Figure 50) corresponds to 1.0 percent of all adults
(Table A.22B). This percentage 2mong all adults in 2014 was
imilar to the percentages in 2008 to 2013.

Figure 50. Past Year Substance Use Disorde

rs and Serious Mental

lliness among Aduits Aged 18 or Older: 2014

SUD and SMI

SUD, S,
No SMI No SUD
20.2 Mitlion 9.8 Million
Adults Had SUD Adults Had SMI
SH = serious mental iliness; SUD = substance use disorder.
Figure 51. Past Year Substance Use Disorder among Aduits Aged 18

or Oider with Serious Wiental liiness in the Past Year, by Age Group:
percentages, 2008-2014
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Figure 51 Table. Past Year Substance Use nisarder among Adults Aged
18 or Oider with Serious wicntal liness in the Past Yeat, by Age Group:
percentages, 2008-2014 :

18 or Oidaer
1581025
26 fo 48

23.4
46.8%
28.2
50 or Older 73 161

24,6

256 23.6 273 234 233
39.7 427+ 408 388 39.6 353
25.3 28.4 233 284 256 248
108 160 18.0 120 1581

+ Difference between this estimate and the 2014 estimate is statlstically significant &t the .05 Tevel.




,____co-ﬂccurring Mental Health and Substance
~ Jse Issues among Adolescenis '

This section disctisses co-Occurring MDE and substance
use among adolescents aged 1210 17 in addition to

discussing co-occurring MDE and SUDs among adolescents.

Specifically, estimates of substance use and SUDs are
described 2mong adolescents with an MDE, estimates of

MDE are described among those with SUDs, and estimates

of co-occurring MDE and SUD:s are described among all
adolescents.

gphstance Use and Substance Use Disorders among
Adolescents with Major Depressive Episode
In 2014, the percentage of adolescents aged 12 w0 17 who

used itlicit drugs in the past year was higher among those
witch a past year MDE than it was among those without &

past year MDE (33.0 vs. 15.2 percent) (Figure 52). Youths

with a past year MDE in 2014 also were more likely than

chose without an MDE to be users of marijuana, nonmedical
users of psychotherapeutics, users of inhalants, and users of

hallucinogens in the past year. (Because estimates of illicit

drug use among adolescents that previously were mentioned
in this report pertain to use in the past 30 days, percentages
“or past year illicit drug use measures AMONg all adolescents

are shown in Figure 52 as additional points of reference.)

Figure 52. Past Year BSiicit Drug Use among Youths Aged 12 to 17, by

past Year Major Depressive Episode: Percentages, 2014
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therapeutics

B 12 to 17, Towl

Had Major Depressive Episode in the Past Year

= Did Mot Have Major Depressive Episode in the Past Year

Among adolescents aged 12 to 17 in 2014, 1.6 percent
of those with a past year MDE and 1.1 percent of those
without 2 past year MDE were daily cigarette smokers in
the past month (Table A.24B in Appendix A). In additon,
1.8 percent of adolescents aged 12 t0 17 with a past year
MDE and 0.9 percent of those without a past year MDE
were heavy alcohol drinkers in the past month.

Among the 2.8 million adolescents aged 12 to 17 in 2014
who had a past year MDE, a total of 340,000 adolescents
(12.4 percent) had a past year SUD (Figure 33). In contrast,
among adolescents without a past year MDE, 858,000

(4.0 percent) had an SUD in the past year.

Majbr Depressive Episcde among Adolescents with a
substance Use Disorder

An estimated 340,000 adolescents aged 12 to 17 in 2014
had a co-occurring MDE and an SUD in the past year
(Figure 33) in 2014, This number of adolescents with a
co-occurring MDE and an SUL represents 28.4 percent
of the 1.3 million adolescents who had a past year SUD.
Among adolescents without a past year SUD, 10.5 percent
(2.4 million sdolescents) had an MDE in the past yeat.

Figure 53. Past Year Substance Use Discrders and Major Depressive
Episode in the Past Year among Youths Aged 12 to 17: 2014

MDE &nd SUD

sUD, MDE,
No MDE No SUD
1.3 Million 2.8 Militon
Youths Had SUB Youths Had MDE

MDE = major daprassive enisode; SUD = substance use disordar.
Note: Youth respondents with unknown MDE data were excluded.
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LETTER FROM THE COMMISSIONER

Dear Friends of Public Health,

{ am pleased to present 1o you the Statewide Health Care Focilities and
<Services Plan 2014 Supplement. This document alms to align with Healthy
Connecticut 2020 by focusing ot implications of the health care
environment and availability of and access to healfth care facilities and
services for at-risk and vuinerabie populations.

The supplementai pian builds upon the 2012 Plan by updating previous
information and discussing how the health care environment has changed
in the past two years with the implementation of the Patient Protection
and Affordable Care Act. It provides an updated analysis of inpatient bed
need, an eguitable measure 10 determine how the state's inpatient atute
care hospital beds are distributed and Is hefpful in identifying areas with unmet reed.

The supplemental plan considers multiple determinants of health when exariining unmet health care
need. This planning effort uses haspital community health needs assessments (CHNAS) to identify
geographic areas anc population subgroups with potential unmat health care fieed and, using indices
developed from outcomes and health status data, provides a standard for assessing need, Additionally,
it presents an overview of current initiatives addressing prevegtion, reducing health inequities,
improving access to primary care and enhancing care coordination.

| thank the many individuals and organizations that participated inthis planning process. |-ancourage
you to integrate this document into your prganization’s or community’s ongoing planning activities 1o
improve the health of all Connecticut residents.

fo—

jewel Mullen, MD, MPH, MPA
Commissioner

~Sincerely,
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EXECUTIVE SUMMARY

OVERVIEW

The Department of public Health (DPH) Office of Health Care Access’ (OHCA} planning and regulatory
activities are intended to increase accessibility, continuity and quality of health services; prevent
unnecessary duplication of health resources and provide financial stability and cost containment of
health care services. Section 19a-634 of the Connecticut General Statutes (CGS) charges OHCA with the
responsibility of developing and maintaining a Statewide Heglth Care Facilities and Services Plan {the
Pian), along with establishing and maintaining an inventory of all Connecticut health care facilities and
services and conducting a biennial utilization study.

The supplemental plan, like the 2012 Statewide Health Care Facilities and Services Plan, s intended to
be a resource for policymakers and those involved in the CON process. it presents information, policies
and projections of need to guide planning for specific health care facilities and services. The primary
focus of this supplement is to identify at-risk and vulnerable populations and to uncover areas of unmet
health care need. It providas an updated analysis of inpatient bed need, an eguitable measure to
determine how the state’s inpatient acute care hospital beds are distributed and is helpfulin identifying

areas with unmet need.

The Plan incorporates available health care facilities and services utilization, outcomes and health status
data and community health needs assessments (CHNAs) to identify geographic areas and population
subgroups with potential unmet health care need. These data serve as a foundation for projecting future

health care needs.

KEY ISSUES

The Plan identifies key issues surrounding the defivery of health care In Connecticut:

. Connecticut’s health care system fandscape continues to transform under the Patient Protection
and Affordable Care Act (PPACA). The transformation can be seen in the regulatory arena via
Certificate of Need (CON) applications received by OHCA, as providers focus on creating new
models of care that bring higher guality at a lower cost, thus delivering greater value in health

care.

e Increasingly, Connecticut’s hospitals are applying for regulatory approval to hecome members of
larger umbrelia corporate health care systems. These affiliations or mergers may be attributed
o several factors, including the economic downturn, health care market competition, PPACA
requirements and the need to achieve efficiencies in health care administration and delivery.

« Some Connecticut hospitals are pursuing strategies to remain financialty viable and independent
of large health care systems through the creation of alliances. These alliances seek to enhance
purchasing power to extend the economies of scale enjoyed by larger systems and to share best
practices and strategies to adapt to the evolving health care environment.
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Based on acute care bed need projections for 2020, Connecticut has an adequate supply of
acute care inpatient beds statewide.

In 2013, the largest proportion of emergency department (ED] visits was among patients with
Medicaid {38%).

Erom 2009 to 2013, there were almost & milfion visits made to an ED in Connecticut by state
residents. Of these visits, one million were for psychiatric, drug or alcohol-related mental
disorders

Of the children visiting the ED for issues relating to behavioral health, nine out of ten were
treated for a psychiatric-related disorder.

The growth of urgent care settings has contributed to some concern that this type of care
setting may contribute to fragmentation of care, inadequate follow-up and preventive care, and
misdiagnoses, particularly for clinics that are not affiliated with a health care system.

While Connecticut has an overall favorable health profile compared to the rest of the U.S., the
health of Connecticut’s residents is not equally distributed across population groups or
geographic regions.

In general, at-risk and vulnerable populations have a higher prevalence of chronic disease than
the overall population.

The Socioeconomic Status Index identifies 20 Connecticut towns as at-risk for unmet health care
need.

Black non-Hispanics and Hispanics were more likely than White nor-Hispanics to have a
potentially preventable hospitalization, avoidable ED visit or to visit the ED more than ten times

within a year.

One hundred forty Connecticut towns have better health outcomes than the state. Twenty-
three of the remaining twenty-nine were urban core or urban periphery towns.

Nearly all the CHNAs identified chronic disease, overweight, obesity, nutrition and physical
activity as overlapping and major health issues regardless of socioeconomic status.

More than one-half of the assessments identified substance abuse and mental health care as
priority health needs in the community.

A reconvened ED focus group identified the need for the coordination of mental health and
substance abuse care.




RECOMMENDATIONS

Recommendations are intended to build upon the efforts and discussions conducted during the initial
2011-2012 planning process and reflect additional discussions held during the planning process forthe

2014 supplemental plan.

Behavioral Health

1) Determine the resources available and options and approaches for further exploration of ways
that Connecticut’s behavioral health service delivery system can be measured to determine
capacity as it relates to need and access 1o care;

2) Develop further understanding of recovery supports and how they relate to the overall care for
hehavioral health clients across all age groups;

3) Determine the feasibility of and resources available for a future inventory of distinct service
levels as opposed to broad categorization of facilities using behavioral health licensure
categories;

4} Provide more focus in future plans which specifically discuss the coordination, interrelation,
provision or co-location of mental health, primary care and/or oral health services within the
various settings and how such interrelationship will benefit the hehavioral health patient

popuiation.

Acute Care/Ambulatory Surgery

5) Investigate the development of planning regions that best facilitate the ability to assess the
availability of and future demand for care, taking into consideration existing hospital service
areas;

6) Research, investigate and quantify the use of observation stays in Connecticut hospitals and
determine how these data can be standardized in a way that would allow them to be

" incorporated in the acute care bed need model;

7) With respect to ambulatory surgery standards and guidelines, discuss and consider including
backlogs in the service area, ability of physicians to schedule block times, patient throughput at
other facilities, the quality of care at other facilities as additional factors for consideration in the
next Plan, if such data is available to OHCA 1o verify and analyze.

Primary Care

8} The DPH Primary Care Office will collect and report real-time health workforce data and will
support the analyses necessary to interpret this data to estimate both current and future health
workforce needs;’ -

9) Utilize data from Behavioral Risk Factor Surveillance System and/or other surveys which have
large enough samples so that results for questions related to health care access may be used for
town, city or county level assessment and solutions;

10} Consider assessing/evaluating primary care provided by hospital-affiliated entities (e.g., urgent
care centers) and determine if beneficial to patients;
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11) Provide additionai Plan focus on the provision of mental health and oral health services in
primary care settings and assess the interrelation of these services with primary care.

12} Align OHCA planning efforts with SIM Grant activities {e.g., physician data collection, goals and
objectives, etc.) and other relevant State planning efforts.

NEXT STEPS

As providers continue to assess their organizations, service array and delivery structures, OHCA’s
planning efforts will focus on the evolving health care system and available data to determine how best
to meet the unmet need of residents in ways that banefit the community and assist providers in
transforming to meet those needs. Future GHCA planning activities will include:

s Analyzing health care service specific data by health care systems, utilization and physician referral
patterns to determine if there could be logical regionalization of certain services;

e FEvaluating patient data and provider revenue patterns to identify shifts in demand for inpatient to
outpatient services and between types of services for geographic regions;

e ldentifying modalities through which the state may direct and/or assist providers to be more
responsive to health care needs of communities;

s Analyzing all payer claims data to identify availability of and access to health care services, utilization
patterns and the impact of expanded health insurance coverage through the PPACA.

e Monitoring the various settings where health care is now being delivered as additional data sources
become avaifable to OHCA.

o Reviewing CON statutes and regulations to ensure they are responsive to the evolving health care
environment and make recormmendations to better align the process with health care reform.

e Providing consumers with access 1o all available data.

Additionally, as more information becomes available to OHCA, the next plan will attempt to:

o  Address the impact that technology may have on the demand, capacity or need for health care

services;
» Facilitate communication between appropriate state agencies concerning innovations or changes

that may affect future health planning.

DATA AVAILABILITY AND CHALLENGES

e Data-related challenges and gaps are important considerations when planning for appropriate
allocation of heaith care facilities and services. The success of such planning is dependent upon the
availability of comprehensive data spanhning numerous service delivery settings. Discussion of data
gaps and efforts to resolve them will help to build the foundation for better planning and greater
understanding of the evolving health care system.
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INTRODUCTION

LEGAL MANDATE AND PURPOSE

Section 19a-634 of the Connecticut General Statutes (see Appendix A) requires the Department of Public
Health (DPH) Office of Health Care Access (OHCA) to conduct an annual statewide health care facility
utilization study, establish and maintain an inventory of all Connecticut health care facilities, and
services and certain equipment and to develop and maintain a Statewide Health Care Facilities and
Services Plan. The Plan is intended to be a blueprint for health care delivery in Connecticut, serving as a
resource guide for planning for specific health care facilities and services. in 2012, OHCA issued its first
Statewide Health Care Facilities and Services Plan (Plan). This publication is a supplement to the 2012
Plan. it includes an updated discussion of the current health care environment in Connecticut and adds a
“population health” and “health equity” perspective, focusing on those who have experienced social or
economic disadvantages. While the 2012 Plan focused on standards, guidelines and methodologies,
which will be codified into regulation for use in the Certificate of Need (CON) review process, this Plan
focuses on the unmet health care need of vulnerable and at-risk populations and the alignment of public
health and health care initiatives that aim to address these needs. The 2014 planning process also
involved updating the 2012 inventory of health care facilities, services and equipment, available at
?‘ntm:ilwww,ct.gav/dph/’cwp/’view.asp?a=3902&{3=55?564.

RELATIONSHIP TO THE CONNECTICUT STATE HEALTH ASSESSMENT AND IMPROVEMENT PLAN

Section 19a-7 of the Connecticut General Statutes (see Appendix B} establishes DPH as the “lead agency
for public health planning,” and charges the department with “assist[ing] communities in the
development of collaborative health planning activities which address public health issues on a regional
basis or which respond to public health needs having state-wide significance.” DPH is required to
prepare a multiyear assessment of the health of Connecticut's population and the availability of health
facilities and a plan that includes: {1} policy recommendations regarding allocation of resources; {2)
public health priorities; (3) quantitative goals and objectives with respect to the appropriate supply,
distribution and organization of public health resources; and {4) evaluation ofthe implications of new
technology for the organization, delivery and equitable distribution of services.

Healthy Connecticut 2020, available at http://www.ct.gov/dph/hct2020, includes the State Health
Assessment (SHA) and the State Health Improvement Plan (SHIP), which were developed in 2013-2014
to identify priority public health needs and facilitate public health planning for residents of Connecticut.

Key findings from the SHA include:

e Chronic diseases and injuries are the leading causes of premature death and morbidity;

e Racial/ethnic minority groups suffer from many conditions at disproportionately higher rates;

e Specific age groups such as youth/young adults and older adults are more at risk for certain
conditions;

e Unhealthy behaviors such as binge drinking and prescription drug misuse have increased over
the last decade; and

s HIV, smoking and teen pregnancy rates have declined over the fast decade.
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A Ntinrvy Car
Persons With Co-occurring

Mental

and Substance Use Disorders

Katherine E. Watkins, M.D., M.S.H.S.

Audrey Burnam, Ph.D.
Fuan-Yue Kung, M.S.
Susan Paddock, Ph.D.

Objective: The delivery of appropriate treatment to persons who have
mental and substance use disorders is of increasing concern to clini-
cians, administrators, and policy makers. This study sought to describe
use of appropriate mental heaith and comprehensive substance abuse
care among aduits in the United States with probable co-occurring dis-
orders. Methods: Data from the Healthcare for Communities survey,
which is based on a national household sample studied in 1987 and

1998, were used to identify indivi

duals who had probable co-occurring

mental and substance use disorders. The sociodemographic and clinical
characteristics of these individuals and their use of services were
recorded. Logistic regression analysis was used to identify variables as-
sociated with receipt of mental health and substance abuse treatment

and with receipt of appropriate trea

tment. Results: Estimates for the

U.S. aduit population based on the weighted survey data indicated that

3 percent of the population had

co-occurring disorders. Seventy-two

percent did not receive any specialty mental health or substance abuse

treatment in the previous 12 months;

only 8 percent received both spe-

cialty mental health care and speciatty substance abuse treatment. Only
23 percent received appropriate mental health care, and 9 percent re-
ceived supplemental substance abuse treatment. Perceived need for
treatment was strongly associated with receipt of any mental health care
and with receipt of appropriate care. Conclusions: Despite the avail-
ability of effective treatments, most individuals who had co-occurring
mental health and substance use problems were not receiving effective
treatment. Efforts to improve the care provided to persons who have co-
occurring disorders should focus on strategies that increase the delivery

he co-occurrence of mental
and substance use disorders, or
dual diagnosis, is highly preva-
lent, and the delivery of appropriate
treatment to persons who have dual
diagnoses is of increasing concern to
clinicians, administrators, and policy
makers (1-3). Epidemiologic data sug-

2

of effective treatment. {Psychiatri

¢ Services 52:1062-1068, 2001)

gest that of individuals who have a cur-
rent addictive disorder, almost half
have a co-occurring mental disarder;
among individuals who have a current
mental disorder, between 15 percent
and 40 percent have a co-occurring ad-
dictive disorder {4,5). Although some
of these co-occurring disorders are or-

e
The authors are affiliated with Rand, 1700 Main Street, Santa Monica, California 90407-

2138 (e-mail, kwatkins@rand.org).

ganic brain syndromes caused by the
effects of substanice use, the temporal
relationships between the disorders
and the high proportion of primary
lifetime conditions suggest that most
of them are primary independent dis-
orders—that is, one did not cause the
other (4). This independence Implies
that most people who have co-ocour-
ring disorders will need treatmert for
both their mental illness and their sub-
stance use problers.

Although persons who have dual di-
agnoses use mental health and sub-
stance abuse treatment services more
frequently than persorns who have onty
one disorder, most report having re-
ceived no mental health or substance
abuse treatment in the previous year
(4-6). Among those who seek treat-
ment, the outcomes of substance
ahuse and mental health treatment are
typically worse {7-17)—and treatment
costs higher {18-21)—than among
persons who have only one disorder.

There are multiple reasons {or poor-
er treatment outcomes. In addition to
the inherent difficulty of treating two
problerns rather than one, a variety of
institutional, attitudinal, and financial
factors have been posited as affecting
the clinical processes of care, which in
turn affect outcomes (22-25). Sub-
stance abuse and mental health treat-
ment programs are funded and man-
aged separately, and coordination of
treatment regimens across established
bureaucracies has been difficult. The
two treatment systems deal with
clients in different ways that may con-
flict or may fail for clients who have
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multiple problems. Because resources
in the public treatment system are
scarce, each system tries to exclude in-
dividuals who are likely to require
more resources, to fail in treatment, or
to catise disruption to programs. Thus
it has been difficudt to respond fo the
needs of clients with dual diagnoses.

These systemic problems lkely in-
fluence outcomes by affecting the de-
tivery of appropriate care. However,
no studies have used a nationally rep-
resentative sample to assess the deliv-
ery of care to individuals who have co-
oceurring disorders. It fs ot known
what individual-level factors—such as
demographic characteristics, per-
ceived need for treatment, and type of
health insurance-—affect access to ap-
propriate care or what type of care in-
dividuals who have co-oceurring disor-
ders receive. Current guldelines rec-
ommend that services for individuals
who have co-occurring disorders be
available regardless of the setting in
which the individual enters the service
system (26,27). The proportion of indi-
viduals who receive parallel or inte-
grated care or who receive care for
only one disorder is not knowr.

This paper describes care amorg
1].5. adults with probable ca-occurting
disorders. We examined the sociode-
mographic characteristics, health sta-
tus, and perceived needs of individuals
with co-occurring disorders, stratified
by type of mental health disorder. We
also looked at patterns of service use,
the appropriateness of the mental
health care these individuals are re-
ceiving, and the comprehensiveness of
the substance abuse treatment they
are receiving, Finally, we determined
factors that predict access to care and
the delivery of appropriate mertal
health or comprehensive substance
abuse care,

Methods

Design

We used data drawn from the Health-
care for Communities (HCC) survey.
The HCC survey stucied a selected
subset of adults who participated in
the Community Tracking Study
(CTS), a nationally representative
study of the U.S, civilian, noninstitu-
tionatized population (28). Some de-
mographic data for our analyses came
¢rom the parent CTS survey. The CTS

snctuded both a national sample and 2
cluster sample of 60 randomly selected
U.S. communities and was conducted
in 1996 and 1997. The HCC survey
was conducted from October 1997
through December 1998 and consist-

- ed of a random sample of 3,585 CTS

respondents. The respondents were
interviewed by telephane; the average
duration: of the telephone interviews
was 34 minutes.

To provide more precise estimates
of the need for and use of behavioral
health care, the HCC survey oversamni-
pled individuals who had low incomes,
had high levels of psychological dis-
tress, or used specialty mental health
care, as indicated by their responses to
the CTS survey. The design of the
HCC survey has been described previ-
ously (29). We weighted the data so
that they wouid be representative of
the U.S. population. We used CTS
data to adjust for the probability of se-
lection, nonresponse, and the number
of households in the HCC survey that
dicl not have a telephone.

Measures
Independent variables. The short-
form Composite International Diag-
nostic Interview (CIDL (30) was used
to assess the 12-month prevalence of
major depressior, dysthymia, or gener-
alized anxety disorder and lifetime
marda on the basis of DSM-III-R crite-
rla. Screening items from the CIDI,
supplemented by additional iterns
from the full interview, were used to
assess for probable panic disorder (31).
To reduce the potential number of
false-positive responses, We required
the presence of a limitation in social or
role functioning by using items from
the Short Form Health Questionnaire
(SF-12) and the Sickness Impact Pro-
file (32). The presence of chronic psy-
chosis was assessed by asking respon-
dents whether they had been hospital-
ized because of psychotic symptoms or
had ever been told that they had schiz-
ophrenia or schizoaffective disorder.
The Alcohol Use Disorders Identifica-
ton Test {33) and items adapted from
the CIDT were used to assess the pres-
ence of substance abuse or depend-
ence within the previous 12 months.
Physical and mental health function-
ing was assessed with use of the SF-12
mental and physical subscales (34) as
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well as a count of the number of chron-
ic medtcal conditions. Type of health
insurance was categorized as no insur-
ance, public insurance (Medicaid,

Medicare, or both), and private insur- -

ance. We also asked the respondents
whether they had been on probation or
parcle or in prison during the previous
12 months.

Outcome variables, Use of health
services during the previous 12 months
was determined by self-report and was
categorized as either primary care with
a behavioral health care component or
specialty behavioral health care. Pri-
mary care with a behavioral health care
component consisted of a clinician’s
suggesting that the respondent reduce
his or her use of alcohol or drugs, re-
ferring the respondent to specialty be-
havioral health care, suggesting med-
ication for a substance use or mental
health problem, or counseling the re-
spondent for at least five minutes
about a mental health or substarce use
problem, Specialty behavioral health
care distinguished between visits for
mental health care and visits for sub-
stance abuse treatment. Mental health
visits included visits to a psychiairist, a
psychologist, a social worker, a psychi-
atric nurse, or a counselor for an emo-
tional or mental health problem; sub-
stance abuse visits included inpatlent
and outpatient visits for a substance
use problem and excluded participa-
tion in self-help groups, such as Alco-
holics Anonymous.

We defined integrated treatment as
receipt of both mental health care and
substance abuse care from one
provider, which was determined by
asking respondents whether they re-
cetved treatment for both a mental
health problem and a substance use
problem at a single visit. Parallel treat-
ment was defined as receipt of mental
health care and substance abuse care
from different providers during a 12-
month period.

For persons who had a probable dis-
order, appropriate care for a bipolar or
psychotic disorder was defined as use
of any autipsychotic or mood stabitizer
during the previous year, Appropriate
care for a depressive or anxiety disor-
der was defined as receipt of appropri-
ate counseling or use of psychotropic
medication during the previous year.
For counseling to be considered ap-
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Table 1

Estimated percentage of adults with co-occurring mental and substance use dis~
orders in the U.S. population in 1898 who had the indicated characteristic, by psy-

~ chiatric diagnosis

Characteristic

Probable diagnosis

Depressive or anxiety

disorder (IN=180)

Bipolar or psychotic
disorder (N=96)

9% ormean  SE!

% or mean SE

Age (mean years)
Sex (%6}
Female
Male
‘Race
White
Black
Hispanic
Family income (mean, in thousands
of dollars)
Employment status (%)
Employed
Unemployed
Years of education (mean and SD)
On probation or parole or in prison
during previous 12 months (%)
Health insurance (%)
None
Public
Private
Nurnber of chrenic medical conditions
(mean)?
Physical functioning score on SE-12
{mean} *
Emotional functioning score on
$F-12 (mean} 3
Perceived need for mental health care (%)
Yes
-No
Perceived need for substance
abuse care (%)
Yes
No

38

47
91
13
10
22

59

45

41

23
77

1.7 35 2.8
49 30 6.5
4.9 70 6.5
4.5 56 7.6
2.7 35 7.6
40 9 40
10.6 32 8.0
2.5 78 5.0
2.5 22 5.0
4 12 2
2.6 14 47
4.0 34 7.3
4.5 22 6.6
5.0 44 6.8
2 2 3
5 A g
7 44 )
5.4 55 75
5,4 45 7.5
3.6 22 5.2
3.6 78 5.2

1 Based on a weighted sample size
- £ Range, 0to 11

3 Pgssible scores range from 0 to 100, with higher scores indicating better health,

propriate, the respondent had to have
had at least four visits in the previous
year, but information on the type of
counseling was not recorded. Appro-
priate medication for a depressive or
arixiety disorder was defined as use of
an efficacious antidepressant or arl-
tianxiety medication for at least two
months at a dosage exceeding the min-
imum recommended dosage, as estab-
Yished by national guidelines (35,36).
The relationship between dosage and
effectiveness is less clear for antipsy-
chotics and mood stabilizers, and varies
according to age, diagnosis, and ad-
verse effects. Thus although respon-
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dents were asked about dosages of
these medications, the data were not
analyzed.

For respondents who had multiple
psychiatric disorders, we assessed the
appropriateness of care for the most
significant disorder on the basis of a hi-
erarchy in which bipolar or psychotic
disorder was ranked highest, major de-
pression second, dysthymia third, pan-
ic disorder fourth, and generalized anx-
iety disorder fifth.

We defined comprehensive care for
a substance use disorder as consisting
of inpatient or outpatient substance
abuse treatment that included a physi-

cal exarnination, a mental health evalu-
ation, or job or relationship counseling.

. The management of medical and men-

tal health problems and the provision
of approptiate freatment improve the
averall health and functioning of per-
sons who are in recovery (37-39), and
the provision of job or relationship
counseling is Kkely to be an indicator of
programs that provide comprehensive
services. The number of services pro-
vided is related to treatment retention
and to a variety of outcomes (40.41).

Statistical analyses

We used SUDAAN software (42) to
estimate individual-level characteris-
tics and to fit multivariate logistic re-
gression models to the data. All esti-
mates were weighted, and standard er-
rors of the multivariate logistic regres-
sion estimates were adjusied to ac-
count for the complex design of the
sample and clustering of individuals
within communities.

Separate multiple logistic regres- '

sions were used to predict the four de-
pendent variables—receipt of any spe-
clalty mental health care, receipt of any
substance abuse care, receipt of any
appropriate mental health treatmernit,
and receipt of any comprehensive sub-
stance abuse treatment. We used the
Aday and Andersen (43) modet of
health services use to select independ-
ent variables for inclusion in the mod-
els. Predictor variables were selected
from each of the three components of
this model—predisposing characteris-
tics, enabling resources, and need for
treatment—and were included in the
model if they were bivariately assoclat-
ed with the dependent variable at a sig-
nificance level of less than .20.

Because the number of predictors
based on the Aday and Andersen mod-
el is large relative to the number of ob-
servations available for analysis, we
were concerned about overfitting in
our multivariate logistic regression
analyses, To address this concern, we
selected a final set of variables for each
logistic regression on the basis of a
backwards-elimination variable-selec-
tion procedure in which a Jogistic re-
gression coefficient was retained in the
final model only if it was significant at
p<.10. There was no requirement for
any specific variable to be inctuded in
the model.
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Results

A total of 180 respondents {2 percent)
had aprobable 12-morith depressive or
anxiety disorder and a substarice use
disorder, and 96 respondents {1 per-
cent) had a bipolar or psychotic disor-
der and a substance use disorder. Table
1 presents the 1998 survey data for re-
spondents with dual diagnoses weight-
ed to reflect the U.S. population, strat-
ified by type of mental illness.

Table 2 presents estimates based on
weighted survey data of the types of
treatment received by adults with co-
occwring mental and substance use
disorders in the United States, The es-
timates indicate that 17 percent re-
ceived alcohal, drug, or mental health
treatment only from a primary care
provider, and 23 percent received
some treatment from a primary €are
provider and some from a specialty
provider. Seventy-two percent did not
receive any specialty mental health or
substance abuse treatrnent in the pre-
vious 12 months, and 8 percent re-
cetved both mental bealth and sub-
stance abuse treatment, either parallel
or integrated. Among persons with a
probable depressive ot anxiety disor-
der, 32 percent received appropriate
treatment; of those with a bipolar or
psychotic disorder, 19 percent received
an appropriate medication.

Estimates for persons in substance
abuse treatrment showed that 4 percent
received a physical examination. 7 per-
cent received a mental health evalua-
tHion or treatment, 2 percent received
employment counseling, and 5 percent
received some form of relationship or
family counseling.

The associations betweern specific
predictor variables aned receipt of any
mental health care or of any appropri-
ate mental health care for individuals
who had a probable co-occwrring disor-
der are shown in Table 3. As we expect-
ed, wornen were more likely than men
to have received any mental health care
or appropriate mentat health care. Hav-
ing either public: or private health in-
surance was also associated with receipt
of mental health care; those with either
type of insurance were significantly
more likely to receive care than those
with no insurance.

Although individuals who had a
probable bipolar or psychotic disorder
were twice as likely to have received

PSYCHIATRIC SERVICES + August 2001 Vol. 52

Table 2

Fstimates of treatment received in 1998 by U.S. adults with co-occurring mental

and substarnce use disorders

Characteristic % SE!
Received alcohol, drug, or mental health treatment from a
primary care provider 40 4.1
Treatment only from a primary care provider i7 3.1
Some treatment from a primary care provider and some frem
a specialty provider 23 38
Use of behavioral health care
No use 72 35
Mental health care only 16 2.6
Sy hstance abuse care only 4 1.4
Parallel treatment 4 1.0
Integrated treatraent 4 1.5
Received appropriate mental health care 23 31
Received camprehensive substance abuse care g 2.1
Physical examination 4 L3
Mentat health evaluation or treatrient 7 1.9
Job counseling 2 L1
5 1.4

Relationship or family counseling

! Based on weighted sample size

any mental health care as those who
had a probable depressivé or anxiety
disorder, they were less likely to have
received appropriate mental health
care. Bach additional chronic medical
condition increased the expected odds
of receipt of any appropriate mental
health care by 1.2. Perceived need for

mental health care was also associated
with receipt of care and with receipt of
appropriate mental health treatment.
Age, race, employment status, income,
number of years of education, and
physical and emotional functioning
were not associated with the receipt of
any mental health care or with the re-

Table 3

Predictors of receipt of any mental health care or appropriate mental health care
among adults with co-occurring mental and substance use disorders

Any mental health Any appropriate mental
care (N=274) bhealth care (N=254)

Variable Odds ratic  95% ClL Odds ratio 95% C1
Sex

Male 1.0 — 1.0 _

Female 2.7 1.2-6.1 2.7 1.1-6.6
Probable diagnosis

Depressive or anxiety disorder L0 — 1.0 —

Bipolar or psychotic disorder 2.0 96-4.3 21 .09-.54
Type of health insurance

None . 1.0 —_ — —

Public 8.2 2.5-27.8 — —

Private 3.2 1.1-93 — —
(On probation or parole or in prisort
during previous 12 months

No 1.0 — — —

Yes 33 1.1-12.7 — —
Number of chronic medical

conditions — — 1.2 10-1.4
Percelved need for mental health
treatment

No 1.0 1.0 —_—

10.9

15261 29 1.3-6.3

Yes

No. 8
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Table 4

Predictors of receipt of any substance abuse care or comprehensive substance
abuse care among 275 adults with co-occurring mental and substance use disor-

ders
Any substance Any comprehensive
abuse care substance abuse care
N —
Variable Odds ratio  95% CI Odds ratio 95% CI
Age — — 97 94-10
On probation or parole or in
prison during previous 12 months
Ne 1.0 -— 1.0 —
Yes 41 1.3-13.0 3.6 1.1-12.3
Perceived need for mental
health treatment
No — . 1.0 —
Yes —_ — 3.2 77-13.3
Perceived need for substance
abuse treatment
No 1.0 — 1.0 —
Yes 22.5 7.2-70.4 23 6.5-81.4

ceipt of appropriate mental health
care.

Table 4 shows the effects of specific
predictor variables on receipt of any
substance abuse care or ary COmMpre-
hensive substance abuse care among
individuals who had a probable co-oc-
curring disorder. Stmiar to the results
shown in Table 3, most predictor vari-
ables that we screened for inclusion
were not associated with the depend-
ent variables and thus were not includ-
ad in the final models. Having been on
probation or parole or in prison in the
previous 12 months was positively asso-
ciated with receipt of any substance
abuse care and with receipt of compre-
hensive care. Perceived need for sub-
stance abuse care was also highly asso-
ciated with receipt of any care and with
recelpt of comprehensive treatment.
The type of co-oceurring disorder was
not associated with receipt of any care
or of comprehensive care, and neither
was sex, race, type of insurance, em-
ployment status, income, number of
years of education, CO-OCCUTENCE of
medical conditions, or physical or men-
tal health functioning.

Discussion

This study had several limitations. We
identified respondents who had proba-
ble disorders on the basis of self-report-
ed screening variables and did not cor-
firm the diagnoses with diagnostic in-
terviews. We relied on self-report to
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identify individuals who had substarnce
use problems. Self-report may result in
underestimation of the true prevalence,
especially in the case of persons who
are using illicit drugs. In addition, the
HCC survey is based on a household
samnple. Many individuals who have se-
vere mental illness and who abuse sub-
stances are homeless (44-46) or institu-
tionalized (5) and thus would kikely
have been excluded from the survey.
Our measures of service use and
treatment were also limited. Our defi-
nitions of service use and appropriate
treatment were lenient, and our clini-
cal measures of treatment Jacked de-
tail. For individuals who had a proba-
ble depressive or anxiety disorder, ap-
propriate mental health treatment con-
sisted of at least four visits during
which counseling or appropriate med-
ication at therapeutic dosages was pro-
vided; for persons who had a bipolar or
psychotic disorder, such treatment
consisted of an appropriate medication
at any dose. We were unable to deter-
wine the content of the counseling vis-
it or whether the counseling was effec-
tive. We were also unable to assess
whether therapeutic dosages of med-
ication were provided to persons who
had probable bipolar or psychotic dis-
orders. Some of the individuals whom
we categorized as having received ap-
propriate treatment thus may not in
fact have received such treatment. Qur
measures of comprehensive substance

abuse treatment were also broad and
consisted of any treatment that inchud-
ed a physical examination, a mnerital
health evaluation or treatment, or job
or family counseling. We believe that
these are indicators of good-quality
care, but we did not evaluate the qual-
ity of care directly.

Several million Americans suffer
from co-occurring mental health and
substance use disorders {3). Our data
show that the majority of those in our
study had recetved no mental health or
substance abuse treatment in the pre-
vious 12 months, confirming the re-
sults of earlier studies (4,5). This lack of
treatment included both specialty visits
and visits to a primary care provider
during which behavioral health prob-
lemns were addressed. In addition,
many Individuals did not receive care
that was consistent with current treat-
ment recommendations. Among the
patients who had a probable co-oceur-
ring disorder, fewer than a third re-
ceived appropriate mental health treat-
ment, and only 9 percent received any
supplemental substance abuse servic-
es. Despite the recommendation that
individuals who have co-occurring dis-
orders receive treatment for both their
mental health and substance use prob-
lems, only 8§ percent received either in-
tegrated or parallel treatment.

Receipt of mental health care was
particularly uncomrmon among mef
and among persons who had no health
insurance. Among the general popula-
tion, health insurance status and gen-
der are both important predictors of
the use of health care services {47,48).
The men in our sample were also less
likely to have recelved appropriate
mental health care.

Persons who had a probable bipolar
or psychotic disorder were much less
likely to have received appropriate
mental health treatment than those
who had a probable depressive or anx-
ety disorder. This finding may be relat-
ed to the introduction of new medica-
tions for depression and anxiety that
make it easier to treat depressive and
anxiety disorders or may have been he-
cause our screening instruments cap-
tured a number of individuals who did
rot have a psychotic or bipolar disorder.

Perceived need for treatment was a
strong predictor of receipt of mental
healthh and substance abuse care as
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well as appropriate mental health
treatment and comprehensive sub-
stance abuse freatment. Although it is
possible that a person who receives
treatment becomes more aware of his
ar her need for care, the strong rela-
tionship we found suggests that public
programs to increase recognition of
the need for mental health or sub-
stance abuse treatment may be an im-
portant strategy for increasing access
1o effective care. Public education pro-
grams may also help to decrease the
stigma assoclated with mental illness
(49). Having been on probation or pa-
role or in prison during the previous
year was also associated with receipt of
any substance abuse treatment and
with receipt of comprehensive sub-
stance abuse treatment. This finding
suggests that the criminal justice Sys-
tern may facilitate access t0 substance
abuse treatment for individuals who
have co-occurring disorders.

The low levels of treatment use are
of particular concern because of recent
studies suggesting that treatrent i~
oroves a variety of outcomes. Effective
treatments exist for depressive, anxiety,
and psychotic disorders and have been
recommended through national treat-
ment guidelines (35,50~ 53). Some ev-
idence from clinical trials suggests that
treatment of depressive and anxiety
disorders among substance abusers is
also effective (54-59), Studies suggest
that for individuals who have chronic
or severe mental illness, integrated
rather than parallel treatment pro-
grarns are superior (60).

At a minimum, most experts agree
that indtviduals who have co-0OCcui-
ring disorders should be receiving
care for both their mental health and
substance use problems (7). Al-
though there is less consensus about
what constitutes effective substance
abuse treatment, many studies have
shown that the management of med-
ical and mental health care problems
and the provision of appropriate
treatment improve the overall health
and functioning of people who are re-
ceiving substance abuse treatment
(37-39). In addition, the number of
services provided is related to treat-
ment retention and to a variety of oth-
er outcomes {40,41) and is an indica-
tor of good-quality substance abuse
treatment.

Conclusions

Despite the availability of effective
treatments and treatment models for
both mental iliness and substance
abuse, most persons who have co-oc-
curring disorders are not receiving
care. Many of those who do receive
care are not receiving effective care.
Our findings are particularly worri-
some given the broad definitions of
appropriate and comprehensive care
we used and may explain why individ-
uals with co-oceurring disorders have
poor treatment oufcomes.

Clinicians, administrators, and poli-
cy makers can use these results in sev-
eral ways. Clinicians can recognize
that they may not be providing appro-
priate care and can review their prac-
tice patterns to determine whether
they can identify individuals with co-
oceurring disorders who may benefit
from more effective treatment. Ad-
iministrators can address the paucity of
substance abuse services provided in
mental health treatment programs
(61) and the lack of mental health
services provided in substance abuse
treatment programs (62,63). Policy
makers can address the lack of fund-
ing for integrated treatment prograimms
for individuals who have serious mer-
tal {llness and substance use prob-
Jems. [fforts to imprave the quality of
care provided to people who have co-
occurring disorders should focus on
strategies that improve the delivery of
effective treatments.
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ANNCO CONSULTING LLC, CERTIFIED PUBLIC ACCOUNTANT
4634 WHITE PLAINS ROAD

BRONX, NY 10470

Phone; {718) 882-7500

Fax: (718) 7084157

INFO@ANNCOCONSULTING.COM

May 11, 2016

NEW ERA REHABILITATION CENTERINC.
3715 MAIN STREET
BRIDGEPORT, CT 06606

Dear Sir,

2015 Form 11208 for NEW ERA REHABILITATION CENTER INC. based on the information you

| have prepared the
ed and a copy is enclosed for NEW ERA REHABILITATION CENTER

provided. The returm has been successfully e-fil
INC.'s records.

NEW ERA REHABILITATION CENTER INC.'s 2015 taderal taxes have been paid in full.

| have also prepared the 2015 Connecticut 1065/11208I tax return based on the information you provided. The 2015
return for NEW ERA REHABILITATION CENTER INC. has been successfully e-filed and a copy is enclosed for NEW ERA

REHABILITATION CENTER INC.'s records.

The 2015 Connecticut taxes have been paid in full.

if you have any questions about the return{s) or about NEW ERA REHABILITATION CENTER INC.'s tax situation during
the year, please do rot hesitate to callme at (718) 882-7500. | appreciate this opportunity to serve you.

' Sincerely,

ANNCO CONSULTING LLC, CERTIFIED PUBLIC ACCOUNTANT




Federal
Tax Return

NEW ERA REHABILITATION CENTER INC.

2015

ANNCO CONSULTING LLC, CERTIFIED PUBLIC ACCOUNTANT
4634 WHITE PLAINS ROAD
BRONX, NY 10470
Phone: {(718) 882-7500
Fax: {718) 708-4157
INFO@ANNCOCONSULTING.COM

L
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11205

Department of the Treasury

» Do not file this form unless the corporation has filed or is
attaching Form 2553 to elect to be an § corporation.

U.S. Income Tax Return for an S Corporation

P70

OMB No. 1545-0123

2015

Intamai Revenus Service »  Information about Form 11208 and its separate instructions is at www.irs.gov/form1120s.
For calendar year 2015 of tax year beginning , ending
A5 eiection effactive date - Name D Empioyer identification number
2/2/2002 NEW ERA REHABI.L[TATION CENTER INQ. . 02-0506949
B Tenoss aciivty code TYPE Number, street, and room or su ite no. [fa P.C. hox, see instructions. E Do meamorated
number {see instruciions) OR 3715 MAIN STREET
City or town State ZIP code 3122002
PRINT BRIDGEPORT CcT 06606 JF Total assets {see instructions}

621498

Fareign provincefsiate,'county

€ Check it Sch, -3 attached D

Foreign couniry name

Foreign postal code

1,746,642

G s the corporation electing fo be an
H Checkif:
1 Enter the number of shareholders wito were shareholders during any

DYes D No
4) D Amended (&
partof the tex year . . - -

S gorporation peginning with this tax year?

(1} [:1 Final refum {2) D tame change {3} D

Address change

ch Form 2553 if not already filed

Caution: include

1a through 21. See the instruct]

only trade or business income and expenses on lines

For Paperwork Reduction Act Notice, see separate instructions.

HTA

1a Gross receipts orsales. . . . - ‘
b Returns and allowances . . - . -« - - ‘
o ¢ Balance. Subtractfine b fomiine1a. . « . .. - oeoe oot ic 3,479,307 i
£ 2 Cost of goads sold {attach Form 17\ NI 2 I
S | 3 Gross profit. Subtractine 2 fomlinelc . . . . < - - - 3 3,479,307
£ 4 Netgain (loss) from Form 4797, line 17 (aitach Form 4797 . o - o - s 4
§ Otherincome (loss) {see instrucBons—attach statement) . . 5
& Total income (loss). Add lines 3through8 . . . - . - - - - B 3,479,307 :
"g 7  Compensation of officers (see instructions — attach Form 1125-E) . 7 579,377 |
'% 8  Salaries and wages (less employment credits) . . 3 1,616,611 !
= g Repairs and maintenance . . - . 8 37,925
= |0 magdetis . .o 10 \
I N 11 296,312
é 12 Taxesandlicenses . . - .« - - -t ARG T 12 147,145 i
g 13  Interest . . . . . - - e e e e - 13 22,623 ‘
G | 14 Depreciation not claimed on Form 1125-Aor elsewhere '(aftagh Form 4562) . 14 7,449
o 15  Depletion {Do not deduct oil and gas B L e 15
3. | 18- Advertising e 16 2,000 1
@ | 47 Pension, profit-sharing, etc., plans 17
2 |18 Employee benefit programs . - - - 18 59,621 ;
g 18  Other deductions (attach statement) ¢ ..o e 988,615 =
’GB, 20  Total deductions. Add lines Tthrod’ﬁ 1 > 20 3,657,578
.63 | 21 Ordinary business income (loséé'”’?‘ it fne 204fom ine 6 . . . .. e e e e ottt 21 -178,271
27 Excess net passive income ofEO féaag e ta 122a
@ | b Texfom Schedule D (Form 172057 A [220
5 ¢ Add lines 22a and 22b (see instrucl I %gﬁsddﬁional taxes) . . - o= or ot e e e e e 22¢ 0
£ | 23a 2015 estimated tax payments and 2014"*‘qg§rpaymem credited t0 2016, . |23a
> | b Taxdeposited with FORTO04 . . i T 23b
e | ¢ Sguels (atiach Form 4136) - . - - 23¢
2 d e .. |zad 0
;: 24 : fions). Check if Form 2220 s attached . . - .+ - - o - o PD 24
E‘E 25 . maller than the total of lines 29¢ and 24, enter amount owed . 25 0
26 \ }gne 23d rger than the total of lines 22¢ and 24, enter amountoverpaid . . . - . - - 26 0
-l 26 Credited to 2016 estimated tax _ ¥ Refunded ¥ | 27 0
Under penalties of perjury, Taaciare that | have axamined this retum, including accompanying schedules and statements, and to the best of my knowledge and belief, T is e, correct,
and complete. Declaration of praparer {ofher than taxpeyer) is based ob atl Information of which preparer ras any knowizdge. May the IRS discuss this retum
. with fne preparer shown below
Slgn b } (see instructions)? Yes m No
Here Signature of officer Date Title
_ Prini/Type preparers name Preparer's signature ;l Date Check I:l if PTIN
Paid ANIKE BOLARINWA | 511172016 | sotrempioyed | PO0490246
Preparer | Fim's name B ANNEQ CONSULTING LLC, CERTIFIED PUBLIC ACCOUNTAN Fimrs EIN »  13-4187097
Use Only | Fim's adcress > . 4634 WHITE PLAINS ROAD Phons no.  (718) 882-7500
City BRONX state NY 71p code 10470
Form 11208 (2015)
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Form 11208 (2015} NEW ERA REHABILITATION CENTER INC. 02-0596849 Page 2

Y P MIa:0  Other Information (see instructions)

1 Check accounting method: a Cash b D Accrual

c D Other (soecly) P o meememmmmm et

2 See the instructions and enter the:
a Business activity # REHAB CENTER b Productor service B MEDICAL HELP

3 Atany ime during the tax year, was any shareholder of the corporation a disregarded eniily, a trust, an sstate, or a

nominee or similar person? f "Yes," attach Schedule B-1, Information on Ceriain Shareholders of an S Corporation . . . .

4  Afthe end of the tax year, did the corporation:
a Own directly 20% or more, O OWn, directly or indirectly, 0% or more of the total stock issued and outstandi
foreign or domestic corporation? For rules of constructive ownership, see instructions. 1f "Yes," compiete () 1
beloW . . . . s e e e e xoe P S S e e e e e e e e s 3

Yes! No

X

, . (if} Employer Identification Number - {iii) Country of
(i} Name of Carporation {If any) Incorporation

&]:Qualified Subchapter S
Subsidiary Election Was Made

b Own directly an interest of 20% or mare, or own, directly or indiractly, an interest of
capital in any foreign or domestic partnership (including an antity freated as a paring

X

frust? For rules of constructive ownership, see instructions. 1f "Yas," complete {i) thr

{ii} Employer Identification Number
(it any)

{I) Name of Enlity

{v} Maximum Percentage Owned in Profit,
Loss, or Capital

I "Yes," complete lines (i) and (if) below.

{i) Total shares of restricted stock . - :

{iy  Total shares of non-restricted stock. . . - {32 -

b At the end of the tax year, did the corporation have an

If "Yes," complete lines (i) and (i) below. -

(i Total shares of stock cutstanding at thésel ;ﬁ%ﬁ Mgf? | g

(it} Total shares of stock outstanding if,a‘llr:instrﬁ%ﬁﬁts were executed

& Has this corporation filed, or is it rts*cu.lirna;ﬁ5 orm s‘gﬁgj;,,Material Advisor Disclosure Statement, to provide
information on any reportable iransagi’%g. L .

7 Check this box if the corporation iisuﬁ‘
If checked, the corporation may{{jjs“
instruments. *

“Febt instruments with original issue discount . . . . - . .
8281, Information Return for Publicly Offered Original 1ssue Discount

asset with a basis deterniined by referencg i%the basis of the asset {or the basis of any other property) in

W

§  If the corporation: (a) was a C corporat géfgg!;e it elected to be an S carporation or the corporation acquired an
the hands ofa C corporé !IO\__‘ b) haégrﬁét unrealized buiit-in gain in excess of the net recognized built-in gain

frorm prior years, & he netitin Fbuilt-in gain reduced by net recognized built-in gain from prior years (see

instructions) . S e B U
9 Enterthe accy Ulated rofits of the corporation at the end of the tax year. S
10 of the following conditions?
a receipts (see instructions) for the tax year were less than $250,000. . . . - . o« -

b The corporafion's tot Sedats at the end of the tax year were less than $250,000. . . .
If "Yes," the corporation is not required fo complete Schedules L and M-1.
44 During the tax year, did the carporation have any non-shareholder debt that was canceled, was forgiven, or had the
terms modified 50 as to reduce the principal amount of the debt?

If "Yes," enter the amount of principal reduction T et

412  During the tax year, was a gualified subchapter S subsidiary election terrinated or revoked? If "Yes," see instructions . . .

43 a Did the corporation make any payments in 2015 that would require it to file Form(s) 10997. . - - o . e - e
b If"Yes," did the corporation file o will it file required Forms 10997 . . . . - ittt

X

X

X

Form 112085 (2015)




Farm 11208 {2015) NEW ERA REHABILITATION CENTER INC.

Income (Loss)

02-0596948  Page 3

Shareholders' Pro Rata Share Items

Ordinary business income (loss) {page 1. line 29y L. e
Nef rental real estate income {loss) {attach Form 8825)

Total amount

178,271

Other gross rental Income L I .1 3a
Expenses from other rental activities (attach statement) 3

Other net rental income {loss}. Subiract line 3b from fine 3a .
interest income . . - . - o
Dividends: a Ordinary dividends. . - - - - oo
b Qualified dividends . . -« o -0 T 5b
Royalties. . . -« - -t
Met short-term capital gain (loss} (attach Schedule D (Form 11208)) . .
Net Jong-term capital gain (joss) (attach ScheduleD(Form11208)}. e e
Caliectibles (28%) gain floss). . - o <o oot .o 8b

Unrecaptured saciion 1250 gain (attach statement) . . - .« -
Net section 1231 gain (loss) (attach Form 4787} . .
Other ingome (loss) {(seg instructions} ... - Type P

Deductions

12a

Section 179 deduction {attach Form 4582y . . - -
Charitable contributions .

Invesiment interest @xpense . . e e e
Section 59(€)(2) expendiiures Bmwe® s

Other deductions (see instructions) . . . . - - Type >

200

Credits
HO - O B O ja

13a

Low-income housing credit (sectian 4206) .- - -
Low-income housing credit (other) . . . - - T . = =
Quaiified rehabilitation expenditures (rental real estate) {attachyEorm 3468, i&,ﬁa‘%pl
Other rental real estate credits {see instructions) . . Type P - k-
Other rental credits (see instructions) . . . -« - Type B Rl Ad -
Bicfuel producer credit (attach Form 6478y . - -
Other credits (see instructions) .

13b

13c

13d

13e

13§

13g

14a

[+

Foreign Transactions
o @

Name of couniiry or U.S. possession | S
Gross income from all seurces .« -« -
Gross income sourced at shareholder level .
Foreign gross income sourced at corporate e
Passive category .

General category - R
Other {attach statement) . . - -
Deductions allocated and apporf
Interest expense . .
Other . . . - « - -
Deductions aliccated al;ld ap
Passive category - Q%:f
General category - i
Other (attach statement) . . ‘
Other infarmatien
Total foreign takegdchack ang)
Reduction Lnéggx”é" Vailabiedd
Other féieigastax informz

poito

Alternative
Minimum Tax
(AMT) Items

15a

- o 20 T

45>o‘llandgas). e e
Oil, gas, an Sothermal properties—gross income . . -
Ofll, gas, and geothermal properﬁes——deductions .

Other AMT items {attach statement) . .

14b

14c

14d

14e

14f

ltems Affecting

16a

Sharehpkder

Basis
o oo T

Tax-exemptinterestincome .. - . - -

Other tax-exempt income .

Nondeductiple expenses . . - - - e e s

Distributions (attach staternent if require ) (see insiruciions) . . - -
Repaymentofloansfrom Sharenolders . . . o o ot et et

Form 11208 (2015)
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‘Scheduls L

Forth _ (05) NEW ERA REHABILITATION CENTER INC. 02-0526949 _ Page 4
hedule | Sharcholders® Pro Rata Share ltems {continued) Total amount
E I vestment NGOME « « + « v - ot i7a
:_;': 2 b lnvestmentexpenses . . . - o - oot e s 17b
O % Dividend distributions paid from accumutated earnings andprofits . . . - . -t c
- d Other items and amounts (attach staternent)
8
S®m | 18 Incomelloss recongiliation. Combine the amounts on fines 1 through 10 in the far right
rS column. From the result, subtract the sum of the amounts on iines 11 through 12d and 141, ;18 -178,471

Ralance Sheets per Books

Beginning of tax yaar

Endg of tax year

Assets (a) (b} {d)
4 QGash . . . 56,595 77,983
2a Trade notes and accountsrecewable AN :
b Less alowance for bad debts . . .
3 lnventortes . . . . .o e oo
4 US. governrnemobilgahons . Lo
5 Tax-exempt securities (see insiructions} . . -
§ Other current assets {attach statement)
7 Loanstoshareholders . . . -« -
8 Mortgage and real estate lcans . . -
g Other investments (aitach statement) . - i
40a Buildings and other depreciable assets . - . - 599,304
b Lessaccumulated depreciation . . 559,842
i1a Depletable assets . . . -« - -«
b Less accumulated depletion . . . -
12  Land {net of any amortization) . :
13a Intangible assets (@ amartizable only) 2,974,042 T
b Less accumulated amortization . - 1,800,673 1,368,618 1,605 424
14  Other assets (attach statement) . . :
45 Totalassets . . - - . . - - . 2,027,852 | 1,748,642
Liabilities and Shareholders Equnty :
16 Accounts payable . . . . - . - L.
47  Mortgages, nofes, bends payabls in iessthaMyear .- 337,300 234,695
48  Other current liabilities {aftach statement) . &
49 Loans from sharenolders . . . - - .
20 Morigages, notes, bonds payable in 1 year or
21  Other liabilities (attach staiement) él 5
92 Capifalstock . . - . o 1,012,462 1,012,462
23 Additional paid-in capital .
24 Retained eamings . 678,090 499,585
25  Adjustments to shareholdars' equtty{atta ) !
26 Less costof treasury stock . . - - - . “ii%#. .
27 Total liabiiities and sharéholders’ equity w 2.027.852 1,746,642

e i3
G T

Form 11209 (2015)
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Form 11208 (2015) - NEW ERA REHABILITATION CENTER INC. 02-0506943  Page b
‘Schedule B Roconciliation of Income (Loss) per Books With Income (Loss) per Retum
Note: The corporation may be required to fils Schedule WM-3 {see instructions)
1 Net income {Joss) per books . . - -178,505] 5 \ncoma racorded on books this year not included
2 [nceme included on Schedule K, lines 1,2, 3c 4, on Scheduie K, lings 1 tarough 10 {itemnize):
5a, 6, 7, 8a, 9, and 10, nct recorded on bocks this a Tax-exempt interast S s
I S v PSR T Q
3 Expenses recorded on boacks this year not 6 Deductions included on Schedule K, lines
incduged on Schedule K, lines 1 through 12 1 through 12 and 141, not charged
and 14l (itemize): against book income this year {it%mize):
a Depreciation $ e a Depreciation $ . A
b Travel and entertainment S 3 || e 0
____________________________________________ 34l7  Addlines5and6 . . 0
{through3 . . . . o . . .+ - 47847118 Income floss) (Schedule K line 18), Line 4jess iined. 178,471
B Analysis of Accumulated Adjustments Account, Other Adjustments Accglint @
Undistributed Taxable income Previously Taxed (see instructions} E

0~ Mo B N =

adjustments accourt

(c) Sharehalders' undistrinuted
{axable income previously taxed

{of

{a} Accumulated

Balance at beginning of tax year .

578,090

Ordinary income from page 1, line 21

Other addifions . .

Loss from page 1, line 21

Other reductions . .

Combine fines 1 through5 . . . -~ - -

Distributions other than dividend distributions .

Ralance at end of tax year, Subtract e 7 from line6 .

0

Form 11208 (2015)




NEW ERA REHABILITATION CENTER INC.
3715 MAIN STREET
BRIDGEPORT, CT 06608

May 11, 2016

EBENEZER KOLADE
38 CRAWFORD ROAD
WESTPORT, CT 06880

RE: NEW ERA REHABILITATION CENTER INC.
02-0596249

Enclosed is your current year Schedule K-1 (Form 11203) 1€ arenced account. The amounts
ifigome, decggzg%?tions and credits incurred during the

shown are your distributive share of the S corporation's il

year and are to be reporied on your income tax return. T, s'may differ from the distributions you

actually received during the year. The difference may bedl “ﬁber of factors including the allocatior

of fees or other deductions, exclusion of tax-exempt income, 0L Ariance between your taxable year and
o

that of the S corporation.

P s ,
If applicable, state tax information has bee:fgg%tacﬁg; ito the K-1. Since income tax requirements vary from
state to state, the presentation of the stagg‘ tax inform”é‘tj%g,wil! be different for each state. The information
provided is based on your state of residencefr om our retords. If information for your state of residence is

not listed, please contact us at the ny

P75




Schedule K-1
(Form 11208)

E711L3

OMB No. 1545-0123

2015

u

Ly

Ordinary business incomea {loss)

Department of the Treasury For calendar year 2015, or tax 1
internal Revenue Service
year beginning -59,135
ending .20 2 | Net renta teaf estale incoms (loss)
L] "
Shareholder's Share of Income, Deductions, T Gt ot renial ncoms (10ss)
Credits EtC B Sce back of form and separate instructions.
f .
s 4 | Interestincome
14
A Corporation's employer identification number 5a | Ordinary dividends
02-0596949
5b | Quatified dividends Foreign transactions

B Corporation's name, address, city, state, and ZiP code

NEW ERA REHABILITATION GCENTER INC.
3715 MAIN STREET
BRIDGEPORT, CT 06605

¢ RS Center where corporation filed return

O Sharshotder's identifying number

Sharehoider: 1

126-70-2671

For Paperwork Reduction Act Notice, see Instructions for Form 11208,
HTA

E  Shareholder's name, address, city, state, and ZIP code
EBENEZER KOLADE Qther income (loss) 15 | Altemative minimum tax (AMT) tems
38 CRAWFORD ROAD
WESTPORT, CT 06880
F  Sharshoiders percentage of stock
ownership fortaxyear. . . .+ - - - -
11 | Section 179 deduction 16 | items afieciing shareholder basis
C 17
42 | Other deductions
A 100
=
[t
o
o
)
=
E 57 Other information
_
[=]
T
* Qe attached staternent for additional information.
RS, goviform1120s Schedule K-1 {Form 11208} 2016




EBENEZER KOLADE

K-1 Statement (Sch K-1, Form 11208)

126-70-2671

Line 12 - Deductions
A Code A-Cash contributions (50%)

Line 16 - Items affecting shareholder basis

¢ Code C - Nondeductible expenses .

100

17




Schedule K-1

(Form 11208) 201 5

Department of the Treasury For calendar year 2015, of tax

Internai Revenue Service
year beginning , 2018

ending ,20

P78

L?1L13

OMB No, 1545-0123

edu

Ordinary business income (loss)

-89,136

Credits

Shareholder's Share of Income, Deductions,

Net rental reai estate income (j0ss)

¥  See back of form and separate instructions.

Giher net rental income {loss}

Credits, etc.

interest income

A Corparation's employer igentification number

02-0596949

Ordinary dividends

B Corporation's name, address, city, state, and ZIP code

NEW ERA REHABILITATION CENTER INC.
3715 MAIN STREET

Qualified dividends

gn transactions

Royatiies

BRIDGEPCORT, CT 05608

C  IRS Center where cerporafion fited retum

e-file

D Sharehclders identifying number Shareholder: 2

100-72-9856

g Shareholder's name, address, city, state, and ZIP code

CHRISTINA KOLADE
38 CRAWFORD ROAD
WESTPORT, CT 06880

31 gain (loss)

Oiher income {loss}

Aftemative minimurm tax (AMT) ttems

F Shareholder's percentage of stock
ownership for tax year. .

For LIRS Use Only

Section 179 deduction

\tems atfecting shareholder basis
17

Other deductions

100

Other information

* See attached statement for additional information.

For Paperwork Reduction Act Notice, see Instructions for Farm 14205.
HTA

[RS.goviform1120s

Schedule K- {Form 11208} 2015




CHRISTINA KOLADE 100-72-9855
K-1 Statement (Sch K-1, Form 112039)
Line 12 - Deductions
A Code A - Cash coniributions (50%}) A 100
Line 16 - ltems affecting shareholder basis
- . C 17

C Code C - Nondeductible expenses . . . . - -

P79




Form 1 1 25"E

(Rev. December 2013)

Depariment of the Treasury
Intenat Revenue Servicg

Compensation of Officers

OMB No. 15452225

B Attach to Form 1120, 1120-C, 1120-F, 1120-REIT, 1420-RIC, or 11208
¥ Information about Form 1125-E and ifs separate instructions is at www.irs.gov/form{125e.

Namg

NEW ERA REHABILITATION CENTER INC.

Employer identification number
02-(3596949

Note., Compiete Form 1125-E anly if total receipts are $500,000 or more. See instructions for definition of total receipts.

{a) Name of officer

(b} Social security number

{c} Percent of

Percent of stock owned

() Amount of

time devoted to
business

{d} Commian

(&) Preferred compensation

1 EBENEZER KOLADE

126-70-2671

100.00%

50.00%

289,689

CHRISTINE KOLADE

100-72-9856

100.00%

288,688

%

%

%

%
5

%

%

%

%

%

%

%

%

%o

Yo

%

%

k4

%o

%

%

%

%

%

%

%

%

o

%

%

2 Total compensation of officers

3 Compensation of officers claimed on Farm 112

4 Subtract line 3 from line 2. Enter the result here and on Farm

appropriate line of your tax return .

5-A of elsewhere on return .

1120, page 1, fine 12 or the

2 579,377

4 579,377

For Paperwork Reduction Act Notice,
HTA

see separate instructions.

Form 1 125-E {Rev. 12-2013}




Depreciation and Amortization

P81

OMB No. 1545-0172

Form
4562 (Including Information on Listed Property)

“eparimert of the Treasury B Attach to your tax return.
“ntemal Revenus Service  (89) | B Information about Form 4562 and its separate instructions is at www.irs.gov/form4562.

2015

Attachment
Sequence No. 179

Nama{s) shown on retum Business or activity to which this form refates Jdentifying number

NEW ERA REHABILITATION GENTERINC.  |1120S - REHAB CENTER 02-0596848

PESEE  Election To Expense Certain Property Under Section 179
Note: If you have any listed property, complete Part V before you complete Part 1.

1 Maximurn amount {see instructions) . . . . . . . o .o e e e 1
2 Total cost of section 179 property placad in service {see instructions). . . . . . . . 2
3 Threshold cost of section 179 property before reduction in Emitation (see instructions) . 3
4 Reduetion in limitation. Subtract line 3 from line 2. If zero or less, enter -0- e e 4 0
5 Dollar limitation for tax year. Subtract line 4 from line 1. If zero or less, enter -0-. If married filing 7‘

separately, seeinstructions . . . . . o o .o e e s e el . 0
6 {a) Description of property {b} Cost (business use onlyf {¢) Elected cost

Listed property. Enter the amount from line28 . . . . .

& Total elected cost of section 179 property. Add amounts in column (g}, fines 6 and 7, ;
g Tentative deduction. Enter the smaller of line 5 or line 8

i0 Camyaver of disallowed deduction from line 13 of your 2014 Form 4662, . e e
e instructions) .

11 Business income limitation. Enter the smaller of business income (not less than zel

12 Section 179 expense deduction. Add lines 9 and 10, but do not enter morg; ne

T

13 Carryover of disallowed deduction to 2016. Add lines 9 and 10, less lin

Note: Do not use Part It or Part {ll below for listed property. Instead, use P

-YPIE  Special Depreciation Allowance and Other Deprecia
14 Special depreciaticn allowance for qualified property (other than listed proﬁe&

during the tax year (see instructions) . Ry 14
15 Property subject to section 168(H{1) election . 15
16 Other depraciation (includingACRS) . . . . . . . . . 16

MACRS Depreciation (Do not include list
&
17 3,49

""17 MACRS deductions for assets placed in service in tax 'y;’ea& beginning ..
48 If you are electing to group any assets placed in g e duri tax year into one or more general

asset accounts, check here . . . . .

]

uring 2015 Tax Year Using the General Depreciation System

Section B - Assets Placed iftServi

{¢}'B ‘%.)‘or depreciation
{a) Classification of preperty 4 (bséiinéié'sfinvestment use @ s;.‘-,;g:ery {e} Convention {f) Method (g} Depreciation dedustion
: only—see instructions) :
19 a 3-year property
b 5-year property
¢ 7-year property
d 10-year property N
e 15-year property &
f 20-year property
g_25-year property 25 yrs. SiL
h Residential rental: 27.5 yrs. MM S/L
property 27.5 yrs. MM S/L
i Nonresidential regls 39 yrs. MM S/l
property : MM S/l
Secfion C ts Placed in Service During 2015 Tax Year Using the Alternative Depreciation System
20 a Class life S/l
b 12-year 12 yrs. S/
¢ 4C-year 40 yrs. MM S/l
SETANAl | Summary (See instructions.)
21 Listed property. Enter amount T I T 21 3,854
29 Total. Add amounts from line 12, lines 14 through 17, lines 19 and 20 in column (g), and fine 21, Enter
22 7,449

here and on the appropriate lines of your return. Partnerships and 8 corporations—see instructions .
23 For assets shown above and placed in service during the current year, entey the
portion of the basis attributable to section 263A costs . .

23

" For Paperwork Reduction Act Notice, see separate instructions.
HTA

Form 4562 (2015}




NEW ERA REHABILITATION CENTER INC,

(02-0596949

P82

Page 2

Form 4562 2015}
FPfeaviEd  Listed Property {Include
used for entertainment, recreation, or amusement.)

Note; For any vehicle for which you are using the standard mileage rate or deducting lease expense, complete only 24a,

24b, columns (&) through (¢) of Section A, all of Section B, and Section C if applicable.

automobiles, certain other vehicles, certain aircraft, certain computers, and property

Section A—Depreciation and Other Information

(Caution: See the instructions for limits for passenger

automaobiles.}

24a Do you have evidence 1o support the husinesshinvestment use claimed? Yes D No

24 If *Yes," is the evidence wriften?

[ Ives [XINo

{2} (o} 5 {e) , () asis (s) t U] (g) (n} @M

Sines s asls for depraciation
Type of property Date placed m‘,e:tmrém use Cost or ofner basis (bussinessf ir?vestment Recovery Method/ Depreciation | Elscied section 17¢
(fist vehictes first) in service percentage use orily} pericd Conventiar deduction cost

25 Special depreciation allowance for qualified listed property placed in service during
the tax vear and used more than 50% in a gualified business use (see instructions) .

26 Property used more than 50% in 2 qualified business Use:
VEHICLES 1/20/2012 100.00% 80,000 34,320 3,954
VEHICLES - CLD 1/1/2006 100.00% 20,000 20,000

27 Properiy used 50% or less in a qualified business use:

Yo
%
0/0 [
28 Add amounis in column (h, lines 25 through 27. Enter here and on line 21, pagksl: 3,954
(i}, line 28. Enter here and on line 7, page 1 s ] z29

26 Add amounts in column

Section B-—information

Camplete this section for vehicles used by a sole proprietor, partner, or other "more ih

the questions in Section G to see if you meet an exc

» or relaied person. If you provided vehicies
ing this section for those vehicles.

to your employees, first answer
ta) (c} () te} n
30 Total businessfinvesiment miles driven during Vehicle 1 ehicle 3 Vehicle 4 Vehicle § Vehicle §
ihe year {(do not include commuiing milesy . . -
34 Total commuting miles driven during the year .
32 Total other personal (mmcommuting)
miles driven . . . . .« - - - ..
33 Total miles driven during the year. Add
lines 30 through 32 . . . - - - - - -
34  Was the vehicie available for personal use No Yes No Yes | No | Yes | No Yes No
during off-duty hours? « . . - e e - - oo o
35 Was the vehicle used primarily by a more thay
59, gwner or related person? . . . .
26 |[s another vehicle available for personal ;
Section C—QUi stions é%gmgp;ljgyers Who Provide Vehicles for Use by Their Employees ‘
Answer fhese questions to determine if %u tanﬁé“)?é'%ﬁtion to compieting Section B for vehicles used by employees who are hot
more than 5% owners of related persons (sesiinstructions). :
37 Do you maintain a written poligy statement that pﬁgf‘iibits all personal use of vehicles, including commuting, by Yes No :
your employees? . ; .. ‘E;Ty R e e e e e
38 Do you maintaina mﬁg%gggicy atemen %'r t prohibits personal use of vehicles, excapt commuting, by your
employees? See thedl striactions for vi agﬁcﬁ:{l&ijs, used by corparate officers, directors, or 1% or more owners . . . .
39 Do you treat all usgﬁ%ﬁemdes pyemployees as persenal use? . T
40 Do you provide morgith s to your employees, obtain information from your employees abolt the
use of the vehicles, and Aformation received? R T
41 Do you meet the require< Ancerning quaiified automobile demonsiration use? (See instructions.) . . - - -

"yes," do not complete Section B for the covered vehicles.

Note: If your answer to 37, 38, 39, 40, or 4178

Amortization
(a} {B) {c} {d} (&) ®
N . . Amortization . X
Description of costs Date amortization Amortizable amournt Code section period or Amortization for this year
begins percentage

42 Amortization of costs that beging during your 2015 tax year {see instructions):
" 43 Amortization of costs that began before your 2015 tax year Lo 43 205,149
44 Total. Add amounts in columnn {f). See the insfructions for where to report . 44 295 149
Form 4562 {2015)
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P83

‘Explanations (11 208)

o
4 |
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02-0596948 ‘

N ERA REHABILITATION CENTER INC.
P85 |

Line 5 (11208) - Other Income (Loss}

JETUTIY D |
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WERA REHABILITATION CENTER INC. 02-0596549 ‘
P87 \

Line 19 (11208) - Other Deductions

1 Travel, Meals and Enterfainment

aTravel . . .« . o - o e e e e 17,282
. b Meals and entertainment, subject to 50% limit .
o ¢ Meals and entertainment, subject o 80% fimit (DOT} .

d Less disallowed s e e e e e e ..

e Subtract line d from lines © andc . 33
2 From Form 4562 - Amortization 285,149
3 Automobile and truck expenses 562
4 Bank charges 4,682
5 Consulting fees 109,068
& Dues and subscriptions 5,382
7 Insurance 02 831
8 Janitorial 5274
9 Legal and professional fees 58,652
410 Maintenance 45,731
11 Miscellaneous 2,094
12 Office expenses 35,395
13 Postage 231
14 Printing 715
15 Security 11,134
16 Supplies 166,372
17 Telephone 11,813 |
18 Utilities 45173
19 Staff training 2,094
20 Payroll processing fees 4,834
21 Payroll expenses 2,106
22 Laboratory fess 69,308
23 Total other deductions 988,615

e e e e AH Fiahte reserved.



Line 22a (11208) - Ex

N ERA REHABILITATION CENTER INC.

cess Net Passive Income Tax

02-0596949

P88

1 Enter gross receipts for the
for gross receipts from the sa
Enter passive invesiment income as
Enter 25% of line 1 {If fine 2 is less than
Excess passive invastment ince
Enter deductions directly connec
Net passive income - Subfract lin
Divide amount on tine 4 by amount on fine 2
Excess net passive income - Multi
Enter taxable income (see instruct
Enter smalier of line 8 orline .
Excess net passive income tax

S22 em~Ne O ReN

*Income and deductions on fines
and expenses from page 1, Farm

for an exception regarding lines 2 and 5.

tax year (see section 1362(4)(3)%B)
le of capital assets)” . .
defined in section
line 3, stop here. You are not fiabl
me - Subtract fine 3 fro
ted with the production of income on
e & fromline2 .

1BEADECY - o e
le for this tax.} . -

ply kine 6 by line 7 .
ions for taxable income

- Enter 35% of line 10. .
1,2,and 5 are from total o
11208, as well as those reportad separately on

perations for the tax year. This includés
Schedule K. Sg

line 2 (see section 1375(b)(2)

yo

Line 8 worksheet - Computation of Corporate Taxable Income - {11

Line 9 taxable income is defined in Regulations section 1
28 of Form 1120, U.S. Gorporation Income Ta
computation you attach to Fotmm 1120S. You do nothaveto attach the schedules}

However, you may want to complete certain Form 1120 schedules, such as Schedd

capital gains or losses.

Income

1 Gross receipts or sales (!
Cost of goods soid (from 1125-A)
Gross profit. Subtract line 2 from line 1

Dividends .
inferest .
Gross rents .
Gross royalties

o ~N®O AN

Net gain or {loss)
10 Otherincome .

41 Totat income. Add

Deductions

12 Compensation of officers . L
13 Salasies and wages (less employme gr-edits
14 Repairs and maintenance £

45 Bad debts .
16 Rents .

17 Taxes and license

18 Interest .

19 Charitable contrib
20a Depreciation {from For
20h Less depreciation claime

21 Depletion .
22 Advertising .
23 Pension, profit-

24 Employee beneft
25 Domestic produc
26 Other deductions . .
27 Total deductions. Add k
28 Taxable income for line 9 of the Excess Net

utions

lines 3 through 10 .

e °
habeg) . . 4

ess retums and allowances)

Capital gain net income {Scheduls D (Form 1120),
from Form 4797, Part 1I, line 17 .

ea instruction

nes12through26......................
Passive Income Tax. Subtract line 27 from fine 11 . .

x Retumn.

4374-4(d). Figure this inc
Include the Form 120 coj

20 Com

.20a
. 20b

e

7,449
0

1 B
2
.3 0
.4 g
.5

. 8 0
7 0.0000%
8 0
9 0
.10 0
11 0
3,479,307

R

_ 3479307

.

¢

JE—

.

-0

J—

0 0

1 3,479,307

. 12 579,377

—_ e
.13 1,516,611
.14 37,925
0

.16 296,312

17 147,148

. 18 22,523
0

19

20¢ 7,449
21 0
22 2,000
23 0

.24 59,621

25

. 26 988,615
. 27 3,857,678

28 -178,271

Line 22¢ (11205} - Additional Taxes

v A Fite raearvad




-pantosal spubLL |y 'S10SUSSH PUE SaeiiE Si10/pue "ou sulaISAS XB | [BSIONUN 9102 B

[

uonoal= paUMQ HO0IS ucielodiood] jo Aunod FERTIHTY] uonelodion Jo sweN
gns o Buyon Jo Buiipuep]
sieQ asiad

515678 70 dISIeUmp 1M0g BUNOA [e10] Ju8diad - (S0TLL) 8 42§ "ey dull

DN HILNID NOULVYLn8vHIY ¥



02-0586949

WERA REHABILITATION CENTER INC.
PS0
Line 4b, Sch B (11208) - Stock Own Foreign or Domestic Partnership or Trust
r Maximum
e Identifying Type of Percent
‘." Name of Entity Number Entity Country of Organizaticn Owned

L

Line 3, Sch K (112085} - Other Rental Activities

Line 10, Sch K (11208S) - Other Income {Loss)

Line 12a, Sch K (1 1208) - Contributions
A Code A - Cash contributions B0%) . . - - - -

200
200

Total contributions . . . . - .

Line 12d, Sch K (11 208) - Other Deductions

ion activity information

Line 12d, Sch K {11208) - Domestic product

Lines 13a and 13b, Sch K (1120S) - Lo

Buildings Placed in Service Before January 1, 201

A Code A - Low-ingome housing credit (sectiofid:
Low-income housing credit from Form 85.3%. =
From other parinershigs, estates, and tn“fﬁfs .
Total . Y

B Code B - Low-Income housing credity
Low-income housing credit frorg] orm
Erom other partnerships, estates,"an
Total . e e

Buildings Placed in Service A

24 December@ %2007

g credit (ga&ion 42(45)
eFor 8586 .

SO

d'trusts .

Low-income housing
From ofher partnershipsi
Total. . . . « « + -«

43a Low-income housing credit (section 42(){(5)) -

13a
13b

D\O

13b Low-income housing credit (other} .

Line 13¢, Sch K (11208) - Qualified Rehabilitafi

on Expenditures

E Code E - Qualified rehabiiitation expenditures {rental real estate)

Total qualified rehabilitation expenditures from Form 3468 . .
other than rental real estate) . .

Qualified rehabilitation expenditures {

Qualified rehabiiitation expenditures(rentai real estate} . . .

13¢

I




02-0596949 !

.W_ERA REHABILITATION CENTER INC.
. P81
Line 134d, Sch K (11208) - Other Credits
Line 13g, Sch K (1 1208) - Renewable Electric:ty, Refined and Indian Coal Production Credit
1 Credit from Form 8835, Part1. . . . . . e e e . I | 0
ZCreditfromFormSSSSPartIE e R e e o2 0
3 Total | 0
Line 14c, Sch K (11208} - Foreign Gross Income Sourced at Shareholder®
Lines 14d-f, Sch K (Form 11208) - Foreign Income Transactions
0
0
{4f. Other 0
Check if
apital Qualified
ain/Loss Dividend Amount

Description

gt AT et mfde racarAr




W ERA REHABILITATICN CENTER ING,

Line 16d, Schedule K (11208) - Distributions

(2-0596548

P92

A. Cash. . . .

B. Property
Date Date FMV on date Basis in
Description Acquired Distributed of distribution property

Total property .
Cc. Cther. .. . . .

Total distributions . .

Line 17d, Sch K (11209) - Other Items and Amount:

S

Line 9, Sch L (11208}~ Other Investm,é ts

Line 14, Sch L (11208) - Other. Assef
é% 3 - faf

M-1 {1120S) - Income on Sch K, lines 1 through 10, Not on Books

Line 2, Sch

Line 3, Sch M-1 (11208) - Expenses on Books Not on Sch K, lines 1 through 12 and 14l
1 34

1 Nondeductible portion of meals, travel and entertainment expenses
e .. 2 34

2 Total expanses on books not on Sch K, fines 1 through 12 and 141, . .




W ERA REHABILITATION CENTER INC. Ig@?sgﬁ)

Line 5, Sch M-1 (11208} - Income on Books Not on Sch K, lines 1 through 10

" Line 6, Sch M-1 (11208) - Deductions on Sch K, lines 1 through 12 and 141, Not on Books




P94

This return MUST be filed electronically!

DO NOT MAIL paper return to DRS.
CT-1065/CT-11203I

D .
A Form CT-1065/CT-11208l
(Rev. 01/16) Connecticut Composite Income Tax Return 201 5

Complete this form in blue or black ink only. See instructions before completing this return.
Visit www.ct.gov/TSC to file and pay this return electronically.

For calendar year 2015, or other taxable year ¥ beginning , 2015, and B ending - ,

Name of pass-through entity (PE) Federat Employer IO Numbar (FEIN)

B NEW ERA REHABILITATION CENTER INC. | (2-0595949

Numbper and sireet PO Box DRS use onl

B 3715 MAIN STREET > - 20

City or town State ZIP code Cannectic Registration Number

» BRIDGEPORT CT 06606 s . D000554-000

Type of PE ¥ D Electing large partnership (ELP) [ g E] General partnership (GP)™ 2 oration

B E] Limited liablity partnership (LI.P} D Limited parthership (LP) B ip (LLC%freated as a partnership)

Pass-Through Entity [nformation
Complete this saction first and then complete Part |, Schedule C.
A. Check hereif B D Final return {out of business in Connecticut)

D Amended return D Short period return Explanation:
B. D Change of address. See instructions, Page 18.
¢ Total number of noncorporate members as of the close of the PE's taxable yea
Resident (Rl, RE, RT) B > Nonresident {NI, NE, NZPELD

Business Code Number B 621488

E. Date business began: 3/2/2002 : 3/2/2003
F. Does this PE own, directly or indirectly, an interest in Connec i i i Yes
is Yes, and either answer to ltem G or H is Yes, provide a !'§ i » D -

G. Was a controlling interest in this PE transferred? If Yese i
Number {SSN) or FEIN, transferee name, and date of fFansfer belo‘

e ] »
SSN or FEIN:
Date of transfer:

s, jirect]y or indirectly, an interest in
“iafiETeree name, and date of transfer beloW.......ccree B EI B

FEIN:
Date of transfer.

Transferor name:
Transferee name:

H. Did this PE transfer a controlling inferest in anagj'
Connecticut real property? If Yes, enter nagge E
- 4

Name:
Transferee name:

Part | Schedule A ~ PE COmputatL%g’of cgfaosite Tax Due

1. Tetal Connecticut-sourced 1ncom§“%l$ed‘* Camposite return .

from Part |, Schedule B, Line 10, C G [T Oo VU OYNDOReore _od 0] Qo0
2. Multiply Line 1 by 6.99% (.0699) ....... P2, 0j 00
3 ) 0l 00
4. W4 0) 00
5. .| 8 0] 4o
6. m Part 1, Schedule. D, Line 10, COIIMN C. vt b 6 0l 00
7. : LBl T 0| 0¢
& Amotnt o be refundedfoiPE: If Line 7 is more than Line 4, subtract Line 4 from Line 7. SOOI ) I - % 0f 00

Eor faster refund, use Direct Depasit by compiefing Lines 8a, 8h, and 8c.
8a. Checking P D Savings ¥ D 8b. Routing number B [7 _k
8c. Account number B |7 ] 8d. Wil this refund go to a bank account outside theus? P D Yes
¢ Amount of tax owed: If Line 4 is more than Line 7, subtract Line 7 from LINe 4. e B 9. 01 00
10. [f late, enter penalty. See instructions. . . ..} 10, 0l oo
11. If late, enter interest. Multiply the amount on Line 9 by 1% ( 01) Mumply the resu!t

by the number of months or fraction of a month late. . SRR 11 0} 00
12. Balance due with this refurn; Add Lines 9 HIFOUAN 17 e ooisiirenseparess e onpmasssengs o e gy B 12, 0j00

Partnership: Aitach a complete copy of federal Form 1065 (excluding federal K-1s).
5 corporation: Attach a complete copy of federal Farm 11208 (excluding federal K-15).
1833

For a faster refund, choose direct deposit (Lines §a - 8¢).




NEW ERA REHABILITATION CENTER INC.

P95

02-0596949

Part] Schedule B - PE Member Composite Return_Aitach supplemental attachmeni{s), if needed.
Column A Column B Column C Column D Column E Column F
. : Connecticut Income
Member # fdentification Number Connecticut-Sourced Income | Multiply Column C g;';gg;’; CCT";‘_*;" Tax Liability
From Part |V See instructions. See instructions. by 8.99% (0.0899) | par |V, Line 5 Col.' B Column D minus
! ' Column E
1. B L 00 00| » 00} B 0
2. b b 00 Q0L b 00[ B 00
3. b ¥ 0 00| 00j 48]
4, .2 B 00 00| b Q0| P 00
5. B L 00 00| B B 00
3. g b 0g 001 & > 00
7. b > 00 Q0 b b 00
8. > | 3 00 B 0c
9. Subtolal(s) from supplemental attachmeni{s) 0[00 0100
10. Add Lines 1 through 9, Column C. Enter
amaunt here and on Part |, Schedule A, Line 1. 0|60
11. Add Lines 1 through 9, Column D. )
12 Add Lines 4 through 8, Column E. Enter amount here and on Part 1, Schedule A, 16§ 0100
13. Total composite return tax liability. Add Lines 1 through 9, Column F. 010G
Part | Schedule C — Federal Schedule K Information (Form 1065 or Form’
Colum‘?%%%% Column C
All PEs must complete this schedule. : \ Amount Column A minus
=% From Subsidiary PE{s) Column B
1. Ordinary business income (Ioss) ...... il oloo _178,271100
2. Net rental real estate income (loss) ... 1500 B 0{00 ploo
3. Other net rental income (J0S8) oo 0i00| 0loo 0lco
4. Guaranteed payments ..........coeee 0loo| ¥ 0100 0400
5 |nterest iNCOME ..o risermsreeeees olooj 0}00 oloc
. Ba. Ordinary dividends ..o 0loo| 3|00 0{00
8b. Qualified dividends ..o oloo| 000 oloo
7. ROYBUIES wooorirrieeiinesirmcessinnrrees pjoo| b= ploc 0joc
3. Net shori-term capital gain (loss) ... oloojB- 0j09 000
ga. Net long-term capital gain {loss) .... Do » 000 0|00
9b. 0loo|® 0100 0100
9c olool b~ ojoc gloc
10. ofog| > oleo 0{oo
11. Other income (loss oloo| - 0lao 0]00]
12. Section. 17@dedieion’.. ... glag|® oloa 0|00
13, Other deduchenes Aftach statement. > ofog 200)00

Part | Schedule D - C%%Qecticut-s

Only a parent PE must c:om;:'lé’t@a his sc%ﬁfﬁ%.
e Refer to federal Sc:hed1-.1‘!%15__;;»K-1"‘a‘l“’w f

s Amounts reporieddmeolimn B a'r%

g .

Bject to the passive aclivity limitations, at-

Zdule CT K-1 for amounts to enter in Columns A, B, and C.
risk limitations, and capital loss limitations.

7 g% | Column A Column B Column G
i Amount Reported Amount From CT [ncome Tax Liability
FEIN on Federal K-1 Connecticut Sources | Schedde CT -1, Patlfi, Line 1
1, B P b 0loo|® 0100 0§00
2, L s ofoof® 0[00]b 0]0C
3. P L | ¢log| ¥ 0{00|B 0]00
4, b b b~ 0jco™ 0[o0ie- oloo
5 b - b 0|oo|® 0]00|B~ 0|00
5. B > B 0looj P~ Q1o0je= 0{00
7. B | > oloo[® W[ ¢leo
8, b~ b olo0 0100i = 0100
9. Subtotal(s) from supplemental attachment(s) 0[oo 0[o0 0[0C
70. Add Lines 1 through 9, Column C. Enter // /%
amount here and on Part !, Schedule A, Line 6. 0100
Page 2 of 4

Form CT-1065/CT-11208l (Rev. 01/16)
1833 i




NEW ERA REHABILITATION CENTER INC.
Part il - Allocation and Apportionment of Income

Complete only if all of the following apply:

+ There are ong or more nonresident noncorperate mem
- The PE carries on business both within and outside

* v The PE does not maintain

or connested with Connecticut SOUrces.

Connecticut; and

bers or ohe oy more members that are PEs;

P96

02-0596949

beoks and records that satisfactorily disclose the por’tioﬁof income, gaih, loss, or deduction derived frem

7 Column A Column B Column C
Totals Everywhere Connecticut Only Fraction
Enter as a decimal
1. Real property OWNEd ... 1. 0] 00 Divide Column B
2. Real property rented from GHHETS wvreereceemmreerrenrene |20 0| 00 hy
3. Tangible personal property owned or rented ... |3 0] 09 Column A
4. Property owned ar rented: Add Lines 1, 2, and 3. ... 4 |p D] 00 | e (.000000
5. Employee wages and SEIATIES voveeveesrecreearreeresraes 5. 1B 0100 P Lt 0.000000
5. Gross income from sales and SENVICES ovrvieisirees 5. |P ¢l 00 |- iLas 0.000000
7 Total: Add Lines 4, 5, 8nd B, COMN C. oonnrmersrsermsis et e 200 7.|p 0.0000C0
8. Apportionment fraction: Divide Line 7 by three or actual number Of frACHONS. veoierr i i N 0.000000
Part I Place(s) of Business Aftach supplemental attachment(s), if neaded.
Complete only if the PE carries on business both within and outside Connecticut,
Location Description Activity
Part IV — Member information Attach supplemental attachmeni(s}, if neede
Member Member Name and Address ar Profit Loss Capital
4 _ _ o Sharing % Sharing % OwEnershnp %
See Instructions for order In which te Jist and for member type code Enteras a Enter as a nter as 8
! decimal. decimal, decimal.
'b EBENEZER KOLADE 4 -
1 38 CRAWFORD ROAD WESTPORT, CT 06880 126-70-2671 50.0000%
- . CHRISTINA KOLADE C&ﬁf’ > - > ]
2 38 CRAWFORD ROAD WESTPORT, 0 100-72-9856 50.0000%
b | '@%;? b > b b g
- b b g l> ~>
. E
Part V — Member difications Attach supplemental attachment(s), if needed.
5 = Member Member Member Totals for Al
Additions: Enter all amounts as positive number # 1 # 2 # Members
1. Interesi on stafe and local gove
obligations other than Connedcticu % B olooi™ ojoo] & 00 0100
2. Mutual fund exempt—inteigﬁﬁ ends Tr
non-Connecticut state ge {@ﬁ‘&
government obligation ., 2.1 oloo 0{0o|s o0 0{00
3. Certain deductions refa
from Connecticut income t 131 P ojooj» plogje Q0 0{00
4. Reserved for FUlUTE USE ..o 4. / // // /
5. Other - specify: 5. B oloo™ 0joo{™ o 0]00
Subtractions: Enter all amounts as pasitive numbers,
5. Interest on U.S. government obligations ..o B. o] 50le] Lot 0100 0a 0100
7. Exempt dividends from certain qualifying mutual
funds derived from U.S. govemnment abligations . 7. oloo|® 0]00{ & 00 0}00
8. Certain expenses related to income exempt frem
" faderal income tax but subject to Connecticut tax | 8. oloo{®™ oloo|® 00 000
g, Reserved for fUlLIE USE «.emimmesimsememness 9. 7
0. Other - specify: 10| P oloot™ olool® 00 olao
Page 3 of 4

Form C1-1065/CT-112081 (Rev., 01/16)
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NEW ERA REHABILITATION CENTER INC.

Part VI - Connecticut-Sourced Portion of liem

Inciude member's share of Connecticut modifications from Part V.

7™ Attach supplemental attachmenti(s), if nesded.

P97

02-0596949

s From Federal Schedule K-1 of Form 1065 or Form 11205,

Member Member Member Totals for All
# # Members
1, Ordinary busingss income (1088) . 1. | 00 0joo
5. Net rental real estate income {1088) .oeicienee 2. B 00| 0100
5 Other net rental INCOME (1088) wv.oomervsnracucmsensne | 3 - ]l g [s] 4]
4. GUAranteed PAYMENES cre.ewveesessrersssmsersncerees | 4 (B 0] L 000
5. [(HErEst INCOME wvrecrereeiisarreemesiinrisss s ansenens 5. |B 00 |- 000
Ga. Ordinary dividends B o0& 0100
8b. Qualified dividends | oo 0|06
7. ROYBHIES covvvevsercsssmeenssssarecscrsrmsmssssesssssssanssr s N 00[® 0|50
8. Net short-term capital gain {08} -..cvrirurenees g |b= o ik koo
9a. Net long-term capital gain (088} .oocovenireeanees 0a.|b- oo (¥ (] Jole]
gb. Collectibles (28%) gain (H0S8) .ourrmieressenas ob. | olLg 0100
gc. Unrecaptured section 1250 gaiM ...meeesnss ac. |B- [010] | of 0loo
10. Net section 1231 gain (I088) . ecernresrmimssssnens |46 B il 0|00
11, Other income (Ioss); Attach statement. ........... 11| oo(e Qo0
12. Section 179 dedUCHion ..o msniranasns, 1248 ] Lg oloo
13. Other deductions; Attach statement. .......ceoo.. 13|~ 00 |B- 0|00
Part Vil — Connecticut Income Tax Credit Summary
Aftach supplemental attachment(s), It needed. Mermber Totals for
All Members
1. Reserved for future use 7/
2. Job expanslon tax credit B 0{oo
3. Angel investor tax credit b~ 0[00
4. Insurance reinvestment fund tax credit ........... B 0300
5. Total credits: Add Lines 2 through 4. ..oovveeve. 0fo0
er _Service Center (TSC) to file and pay this return electronically.
a:gf%een granted an electronic filing waiver from DRS er amended returms.
To pay by mail, make check payable o ione of Revenue Services.
Mail return with payment to: Departm it Revéﬁi:\’ Services, State of Connecticut, PO Box 5019, Hariford CT 06102-5019.
‘Ravenue Services, State of Cennecticut, PO Box 2967, Hartford CT 06104-2967.
Declaration: | declare under penalty:oiaw that I{;a;ﬁg’ne examined this retum (including any accompanying schedules and statements) and, to the
best of my knowtedge and belief, it iSHreRcomp e, and correct, | understand the penalty for willfully delivering a false return or document fo
DRS is a fine of not more NANES .000, imE k{lé;% =nt for not more than five years, or both. The dedtaration of a paid preparer other than the
taxpayer is based on all jj ation of ﬁhlcﬁ%’tp‘e preparer has any knowledge.
1 Heorperate officer Date May DRS contact the preparer
Sign shown below about this return?
Here Telephane number D Yes No
(See instructions, Page 30.)
Kg:gya Email address of general partner or corporate officer
of this  |P
return for | Paid preparer's signature Date
rey(':?;rjc;s. . A . 511172016
Paid preparer's name {printed) Preparer's SSN or PTIN [: SSN
ANIKE BOLARINWA P p00490245 X1 e
Firm's name and address FEIN Telephone number
ANNCO CONSULTING LLC, CERTIFIED PUBLIC ACCOUNTA
4634 WHITE PLAINS ROAD, BRONX, NY 10470 13-4187087 (718) 882-7500
Page 4 of 4

Form CT-1065/CT-1120Sk (Rev. 01116}
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Depariment of Revenus Services S ch'e d ule CT K- 1

State of Connecticut . . -
(Rev. 12/15) Member's Share of Certain Connecticut items

P98

2015

For calendar year 2015 or other taxahie year B beginning , 2015, and B ending 20
Complete in biue or black ink cnly.
pass-through entity (PE) information Member information

Federal Employer 1D Number (FEIN} CT Tax Registration Number Member's Social Security Number (SSN) or FEIN - asN
B 02-0595249 B 5000554-000 B 126-70-2671 > Fen
Name Name Member: 1
B NEWERA REHABILITATION CENTER INC. B EBENEZER KOLADE
Number and street address PO Box Number and street address
B~ 3715 MAIN STREET b 38 CRAWFORD ROAD
City or town State ZIP code City of fown ZIP code
B RRIDGEPORT CT 06606 B WESTPORT 06880

Chack the box if this i ded final Schadule CT K1 Type of membar {ohe?

&Cl e DoX i is is an amends or a final Scheduie -1, ol
Xlr P [ | rE

B[] Amended Schedule CTK-1 B 1 Final Schedule CTK-1 L [e

Part | - Connecticut Modifications

Additions Enter all amounts as positive numbers.
1. Interest on state and local obligations other than Connecticut .....coeee 2 0100
2. Mutual fund exempt-interest dividgends from non-Connecticut state of

government QONGAHONS woevvvseserersassmssmsssssosssssass st b2 otoo
3. Cartain deductions relating to incame exempt from Connecticut incom LB 3 0100
4 Reserved For Ul USE ...t B4
5. Other - specify B | 5. ¢joo
Subtractions Enter all amounts as positive numbers.
6. Interest on U.8. government obligations «...c.coueneee .| B 0{0o0
7. Exempt dividends from certain qualifying mutual furid A 0|00
3. Certain expenses refated fo income exempt from feder B | 8. 0|co
9. ReServed for TUtUS USE . & @ & Ll
10, Other - specify B 10, oloo

Partii - Connecticut-Sourced Po

Federal Schedule K-1¢ Column A Column B
From Federal Schedule K-1 From Form GT-1065/CT-112081, Part VI

1. Ordinary business income (10s$) ¢ 1. oloo] b 0loo
2. Net rental real estate income {loss] 2. 0[00] b= 0|00
3. Other net rental iNCoMe (088 ...v..oeesurr™s el 3 ol0oi B~ 0]00
4. (Guaranteed payments . 44 0100| 0[oa
5. Interestincome ..o e ) cloct b 0[00
6a. Ordinary dividends ..., . i SOOI | - ojool B 0]o0
b. Qualified dividends; . 6b. 0lo0| - 0|00

. Royalties ... i e 7 0{CO| 0j00
8. Net short-term capitahgai 8. oloo| & c{0o
ga. Net long-term capital GAINHIOSS) ..o 9= 0|00 otoo
ab. Collectibles 26% gain (S PR Sh. 0[og| 0{0C
ge. Unrecaptured section 1250 gain .oaneee .19¢. 0[001 b= 0[00
40, Net section 1231 gain (loss) 10. 0j00; b 0[0C
11. Other income (loss): Attach statement. .o 11. cloc b 0]00
12, Section 179 deduclion ... 12, Q00| b 0100
13. Other deductions: Aftach statement. ..o s 13, 0[00] B |00
part Ilf - Connecticut Income Tax Information
1. Member's Connecticut income fax liability as reported by the PE for the member on |

Farm CT-1065/CT-11208], Part |, Schedufe B, Column F b 1. oloo

1833




EBENEZER KOLADE
Part IV - Connecticut Income Tax Credit Summary

Member: 1

P99

126-70-2671

Column A

Total credit eamed by
member in 2015 (from
Form CT-1085/CT-11208l,

Column B

Credit allowed on: behaif
of member on composite
return (amounts frem

Part Vi) workshaet beiow)
| FESEIVET FOF FULITE USE. cvecurmsavssssasaseessiarss s s s o Y 1. / %
2. JOD EXPANSION HAX CFBAIL coovisesomssarares s s 2. 0|00
3, Angel INvesior fax CTBAIL . 3. oloo
4 insurance reinvestment fund tax credit ....... 4 4. ol oo
5. Total credits; Add Lines 2 TR L1 T bl s 5. 0jo0
Income Tax Credit Worksheet
ColumnA Column C
Tax credit fimitztig] Amaunt of credit

Completed for nonresident, noncorporate,
and PE members only

(enter amounts
it IV, Column A)

applied to 2015
income {ax liability

1. Income iax liability: PE should enter member's amount from
Form CT-1065/CT-11208l, Part [, Schedule B, Column D. e 1.

9 Reserved for fUfUre USE. . miesecs s st reesass

3. Reserved For fUfUre USE. . it ety

4. Joh expansion tax credit: Enter in Column C

the lesser of Line 4, Golumn B, or Line 1, Column A, oevveees
5. Balance of income tax Hability. Subtract Line 4, Colurmn € fro ’i,

Line 1, Column A. If less than zero, enter s KRN £ &

5. Angel investor tax credit: Enter in Column C the fesser of
Line 6, Columnn B, or Line 5, Column Y N ..

7 Balance of income tax liability: Subfract Line 6,

Line 5, Column A, If less than zero, enter "0." 5

Sehedule CT K-1 (Rev. 12/15)
1833
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Depariment of Revenue Services
State of Connecticut

PO Bax 150420

Hartford CT 06115-0420

Form CT K-1T
Transmittal of Schedule CT K-1,

{Rev, 12/15)

Complete this form in biue or black ink only.

Member's Share of Certain Connecticut ltems

For DRS use only
- - 20

Pass-Through Entity information

B~ Cederal Employer 1D Number (FEIN)
02-0596948

0003554-000

CT Tax Registration Number

B Pass-through entity name

NEW ERA REHABILITATION CENTER INC.

B Number and street address PO Box
3715 MAIN STREET

P City or fown State
RRIDGEPORT CT

Part | - Schedule CT K-1s Submitted

1. Total number of Schedule CT K-1s submitied with this Form CT K-4T erennns 2
Part Il - Number of Members
Column B
Ownership Percentage by
Member Type
1. Resident (R, RT, RE) co.ooummrsssissssssmmss s > 100.000000%
2 Nonresident (Ni, NT, NE, PE) B 0.000000%
3. Corpotate (CM) om0 [ 0.000000%
Part H} - Summary of Schedule CT K-1 Inform;
1. Totat Connecticut-sourced income (NI, NT, NE} ........ 1. G| G0
5. Total Connecticut-sourced income (] =) TR 2 of oo
3. Connecficui-sourced income: Ameunt from For 3 6| o0
4 0| 00
Total Credit Allocated to
Members
1.
2 0| 00
........................................................................................ 3 0] 00
4 0} 00
..p| B 0| 00

o ot attach Form GT K Attatch ?chedule CT K-1s to Form CT K-1T and
Schetule CT K-1, Members] mail to:

Connecticut items to Ferm G 1:
Connscticut Composite Income aiRetum,

CT K-1T and copies of Schiedule CT %-1 must be

mailed separately.

Department of Revenue Services
State of Connecticut

PO Box 150420

Hartford CT 06115 - 0420

A penalty of $5 per schedule (up te a total of
$2,000 per calendar year) will be imposed for
failure to provide a copy of Schedule CT K- .
to DRS unless the failure is due to reasonakle
cause and not to willful neglect.

Declaration: | declare under the penalty of law that | have examined this retum {including any accompanyi
and, to the best of my knowledge and belief, itis frue, compiete, and correct. | understand the penalty for w
or document to the Department of Revenue Services {CRS) is a fine of not more than $5,000, imprisonmen

ng schedules and statemenis)
iifully delivering a false retum
t for not more than five years, or beth,

Date

sign Here | Signature

Keep a copy

of this
return for
your
records,

Title Telephone number

1833




P101

Do eSS Schedule CT K- 2015
(Rev. 12118) Member's Share of Certain Connecticut ltems
For calendar year 2015 or other taxable year B beginning . 2015, and B ending , 20
Complate in blue or black ink only.
Pass-through entity (PE) information Member information
Federal Employer ID Nurmber (FEIN) CT Tax Registration Number Membear's Social Security Number (SSN) or FEIN B SSN
B 020596949 B 0000554-000 P 100-72-9856 > E] FEIN
Name Name Member: 2
B NEWERA REHABILITATION CENTER INC. B CHRISTINA KOLADE
© Number and street address PO Box Nurrper and street addrass PO Box
B~ 23715 MAIN STREET - B 38 CRAWFORD ROAD
City or town State ZIP code City or town ZIP code
B BRIDGEPORT CT 06606 P> WESTPORT % :*? 06380
o . Type of member (check/piic)
Check the box if this is an amended or a final Schedule CT K-1. .
»[X] Ri [ ]re

b D Amended Schedule CTK-1 B~ [j Final Schedule CT K-1

> om

Part [ - Connecticut Modifications

Additions Enter all amounis as positive numbers.
1. Interest on state and local obligations other than Connecticut .....ocovevveo, Q100
2. Mutual fund exempt-interest dividends from non-Connecticut state or ¢
government obligations ... s & | 2. oloc

3 Certain deductions relating to income exempt from Connecticut incomi B3 |00
4 Reserved FOF FURLITS USE ..o e rnercias i sm e smei sy st s e LB 4

5. Other - specify B 5 aloo
Subtractions Enter all amounts as positive numbers.

6. Interest on U.S. government obligaticns ................ v I -3 0[ac
7. Exempt dividends frem certain qualifying mutual furidsderi . government obligations .......... B | 7. 0} 00
8. Certain expenses related to income exempt from federalintome tax but subject to Conhecficut tax ....... B 8. 0|09
G, Reserved for Fullirg USe ... & LB 9

10. Other - specify B |10, oloo

Part Il - Connecticut-Sourced Portion
Federal Schedule K-1 g

Column A
Frem Federal Schedule K-1

From Form CT-1065/CT-11208E Part V

Column B

4. Ordinary business income (loss) £ 1. clog| B oloo
2. Net rental real estate income (tossq)‘?., 12 0{00| b~ 0[00
3. Other net rental income (loss}) 0[00| » 0100
4, Guaranteed payments .. ﬁ«r 0100; b 0[oC
5. Intersstincome ........ 0]oc] b= 0{00
Ba. Ordinary dividends 0[00] B 0|c0
6b. Qualified dividends 0{00} B> 0|00
7. Royalties ... fgw T 0[oo] b~ 0[00
8. Netshort-term capﬁalgam {l 0[00] - 0100
9a. Net long-term capltalfgal ! 01001 b 0|0C
gb. Collectibles 28% gain (loss) 0{00! b~ 0{oo
gc. Unrecaptured section 1250 QaiM ...ty 9c. 0fo0| b~ 0§00
10. Net section 12341 gairl (IOSS) ooviereiimmicrcm s s 10. 0100| - cjoo
11. Other income {ioss): Attach statement. ............ S I i 00| ke 0[00
12. Section 179 deduction .. e anessnessnesreransonessennnesned 12, 0[00| - 0300
13. Other deductions: Attach statement ........................................................ 13, Q[C0) B~ 0[0c
Part I} - Connecticut Income Tax Information
1. Member's Connecticut income tax liability as reported by the PE for the member an

Form CT-1065/CT-11208l, Part |, Schedule B, Celumn E. 1 oloo

1833




CHRISTINA KOLADE
Part IV - Connecticut Income Tax Credit Summary

Member: 2

P102

100-72-2856

Column A

Total eredit earned by
member in 2015 (from
Form CT-1085/CT-112081,

Column B

Credit allowed on behalf
of member on composite
return (amounts from

Part Vi) worksheet below)

1. Reserved for fUllrg USE. ...

2. Job expansion tax Credit ... B ol oo
3. Angel investor tax credit . B oloo
4 insurance relnvestment fund tax B - SRR I B oloo
5. Total credits: Add Lines 2 through OO T ek 0|00
Income Tax Credit Worksheet

Column A Column C

Completed for nonresident, noncorporate,
and PE members only

1. Income tax liability: PE should enter membert's amount from
Form CT-1085/CT-11208L, Part |, Schedufe B, Column | RN Iy

2. ReSErved For FUHUIE LSB. e s sy 2.

9 ReSErved for UG USE. .oty

Amount of credit
applied to 2015
income tax liability

.

4. .Jjob expansion tax credit: Enter in Column G
the lesser of Line 4, Column 8, or Line 1, Column A. .ooeeners

5. Balance of income tax liahility: Subtract Line 4, Column C fro
tine 1, Column A. i less than zero, enter "0." s

5. Anget investor tax credit: Enter in Column G the lesser of
Line B, Golumn B, or Line 5, Column A, oot

. P
Colfimn C the

Schedule CT K-1 (Rev. 12/15)
1833
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Linidda Maseoln DNP, CHNS-BC, APRN

Linda Mascolo, DNP, MSN, CNS-BC, APRHN, CWON
378 Hawthorne Ave.
Derby, Connecticut 06418
(203) 736-0681 )
Linda.masceolo@yahoo.com

CLINICAL NURSE SPECIALIST

OBJECTIVE: Clinicat Nurse SpecialisVAPRN position in adult healthcare. To support and coordinate
health education and care while providing pplimal muitidisciplinary care.

SUMMARY: Experienced Nursing Specialist with strong clinical background. Successful track record in
education planning and presentation. Several years experience in various leadership roles, including
administrative, managerial, and financial. Skilled author and presentation speaker.

Key Qualifications:

e National Speaker e Industry Thought Leader
s Education Material Development e Accomplished Author
s Respected Nursing Expert « Leadership Training Skills
EXPERIENCE
Milford Hospital, Milford, CT 2013-Present

Director of Murses

Respofsibtity, authority and accountability for patient care administration and practice of identified
nursing units and services, Provides leadershiyand direction to respective Patient Care Managers and
contributes to and supports the philosophy and objectives of the Nursing Departmant and hospital ©
effect quatity patient care, staff development and patient and staff satisfaction.

incorporated Skin, Wound and Ostomy Education, LLG 2009-Presont
Director for Athena Online Wound Care Course ‘

Serves as director for online wound care course. Develops educational materials and programs. Reviews,
proofreads, and comments on learning materials. Regularly updates materials and presentations 0

ensure highest quality education standaerds.

Norwalk Hospital, Norwatk, CT ' 2006-2013
APRNMWound and Ostomy Care Specialist -

Coordinates and facilitates various aspects of wound-related care. Organized and expanded ihe ostomy
program, establishing the first ostomy support group in the facility. Updates care policy and procedure.
Marages program budgeting and finances.

Kinetic Coneept inc., San Antonio, TX ' 2005-2006
Regional Wound Closure Specialist

Regional educationat consultant, Support sales staff as well as clients regarding curent wound care

avidence and best practice. Work in coltaboration with the R&D department to implement marketing and
product education. Support product promotion at regional and naticnal conferences and seminars.,

Hospital of St. Raphael, New Haven, CT 2003-2005




Clinical Nurse Specialist in Wound, Skin and Ostomy

Provided clinical support to three surgical units. Led roonthly continuing education unit for wound and
gstomy care nurses. Performed wound and ostomy-related nursing duties on all medical and surgical
units as needed,

Hospital of $t. Raphael, New Haven, CT 200%-2003
Staff Development, Education and Clinical Resource
Served as clinical support for all surgical fioors. Coordinated and facilitated the wound and ostomy
service. Held the following officesftities:

o Cardiac Arrest Team Co-Chairperson

o Stroke Program Data Coordinator

Hospital of St Raphael, New Haven, CT 48992001
Emergency Department Staff Nurse

Experienceded staff nurse in & Level 2 Trauma Center,

Taught Advanced Cardiac Life Support to both nursing and physician staff.

Mentored staff new to the Emergency Room sefiing.

Hospita! of St Raphael, New Haven, CT 1992-1859
staff Development, Education and Clinical Resource

Provided support to the off-shift clinical staff. Assisted in the implementation of mandatory education for
the off-ghift staff, Coordinated the Certified Nurses Ald Program, in addition ta Graduate Nurse orientation

programs.

Hospital of St Raphael, New Haven, T 1987-1892
Surgical Intensive Care Unit - Nurge Care Coordinator

Sarved as Nurse Care Coordinator, Presented aducational in-services to pight staff in the unit
Supervised nursing staff, providing education and resources to the unit. Oversaw patient selection.
Responsible for patient resuscitation in the event of collapse.

Griffin Hospital, Derby, CT 1972-1887
Intensive Care Unit Stafi Nurse/Manager
Served as staff nurse for 8 years, before being promoted to acting manager.

EDUCATION
Sacred Heart Univarsity Fairfield, Connacticut
Doctorate of Nursing 2013
Southern Connecticut State University New Haven, Connecticut
Master of Science in Nursing 2004
Southern Connecticut State University New Maven, Connecticut
Bachelor of Science in Nursing 2000
Greenwich Hospital School of Nursing Gresnwich, Connecticut
Diploma Registered Nurse 1972

PROFESSIONAL ACCREDITATION
CWECN — Certified Wound Care Nurse
COGN — Certified Ostomy Care Nurse

CCRN — Certified Critical Care Nurse (1980 ~ 2005)

P106




LUinda Mascolr DNP, GNS-BC, APRN

Served on the board of the South Central Chapter of the American Critical Care Associafion for 2 years
American Heart Association ACLS Instructor (1994-2008)
TNCC — Trauma Nurse Certification 1885-2004
CATN- Advanced Trauma Nurse Certification
SANE — Sexual Assault Nurse Certification 2000-2003
PROFESSIONAL AFFILIATIONS

Wound, Ostomy and Continence Nurses Society
Sigma Theta Tau International Nursing Honor Society
American Heart Association

Norwalk Hospital Ingtitutional Review Board

PUBLICATIONS
*perioperative Wound Documentation.” Journal of Wound, Osfomy and Continence 36 (38) (2008): S14.

"Skin Gare Team Improves Assessment and Documentation.” Nursing 36,10 (2006): 6667,

“Wound VAC Management for Spinal or Bone Graft Infections.” Spine Surgery: Tricks of the Trade. Ed.
Alex R. Vaccaro and Todd J. Albert. New York: Thisme, 2003. Print.

FRESENTATIONS

June 22, 2013 A Retrospective Study of the Impact of Precperative Stama Siting on HMospital Length of
Stay at National WOCN Gonference in Seattle, VWA

October, 2012  Stoma Site Marking :impact on Patient QOutcomes and Hospital Length of Stay presented
at the New England Regional Conference iIn Danvers, MA.

June 2010 Poster Presentation at WQCN conferance in Phoenix, AZ
March 2009 Fistula Contro! Presentation at WOCN Regional Meeting in Faitrfax, VA

Oct. 2004 improved Patient Outcomes Post Lower Extremity Amputation at Nationat Skin and
wound Conference in Phoenix, AZ

Local Presentations given on various topics e.g. Skin and Wounds, Blood Pressure and
Stroke.

HONORS

2012 Caro! Bauer Scholarship Award
2011 Nurse Exemplar Award

2010 Norwatk Hospifal Quality Award
2008 Norwalk Hospitzl Presidents Award
2005 “Woman of Note" in New Haven, CT
2005 Seton Clinical Excelience Award
2005 Nightingale Nurse Award

g o & o @ @ @




Maurice F. Bunuell

38 Leigh Drive

East Haven, CT 06512
203-927-7309
bunnell@aya.yale.edu

LICENSURE
Advanced Practice Registered Nurse, 2002~Present.
Registered Nurse, 1976—Present.

PROFESSIONAL POSITIONS

Psychiatric APRN: Liberty HealthCare: Independent Contractor with
“Connections, Inc.” Medication Evaluation, Medication Management, 6/2014-
Present. :

Psychiatric APRN: Waterbury Hospital. Medication Evaluation, Medication
Management, 6/2015-4/2016.

Director of BEducation; Psychiatric Home Care Nurse; VNS of Southern CT,
4/2013~—Present.

Psychiatric Home Care Nurse; In-Service Director; Total Care Visiting Nurses;
New Haven, CT, 02/2010-4/2013.

Psychiatric Home Care Nurse, All About You; East Haven, CT, 01/2009~02/2010.

Commissioner of Mental Health, Town of East Haven; East Haven, CT,
2009-~2010.

- Responsible for overseeing Town of East Haven Counseling Services.

P108




Bducated the public on eliminating the stigma of mental illness.
Presentation on the History of Mental Jllness.

Adult Nurse Practitioner; Hill Health Center; Dual Diagnosis Clinic; New Haven,
CT, 2005.

Psychiatric Home Care Nurse; In-Service Director; New England Homecare; New
Haven, CT, 19972009,

Administrator; Psychiatric Home Care Nurse; PrimeCare of CT; New Haven, CT,
1995-1597. ‘

Yale-New Haven Hospital; New Haven, CT,

- Charge Nurse; Bar, Nose, and Throat Clinic, 1994-1995.

- Staff nurse; Cardio-Thoracic Intensive Care Unit, 19931994,

- Nursing Analyst; Clinical Care Support System Project, 1990-1993.

- Private Duty Nurse; Medical and Surgical Units, 1982-1989.

- Researcher; Phrenic Pacemaker (Dr. William Glenn), 1982-1989.

- Staff Nurse; In-Patient Psychiatry, 1981-1982.

- Assistant Head Nurse and Staff Nurse; Orthopaedics/Ear, Nose & Throat
Unit, 1976—1981.

EDUCATION
Sacred Heart University: Bridgeport, CT: Doctor of Nursing Practice Student.

Yale University School of Nursing; New Haven CT: M. 8. N., 2002. Completion
of Scholarly Praxis, “QTc Prolongation and Torsades de Pointes Associated with
Antipsychotic Agents”.

ANCC Board Certification Adult Psychiatric and Mental Health Nurse Practitioner.
ANCC Board Certification Adult Nurse Practitioner,

Southern Connecticut State University; New Haven, CT: B. 5. N., 1994.
Quinnipiac University; Hamden, CT: A. D. N., 1976.




AWARDS

Florence Nightingale Excellence in Nursing, 1994
Who’s Who in American Nursing, 1996.

PROFESSIONAL MEMBERSHIPS
Sigma Theta Tau; Delta Mu Chapter.
American Nurses Association.

WNeuroscience Institute.




Ebenezer A. Kolade, M.D., FASAM

38 Crawford Rd. | Westport, CT 06880
Office’ 203.372.3333 | Fax: 203.374.7515
Bmail: ekolade @sheplobal net

PROFESSIONAL EXPERIENCE

Mew Era Rehuabilitation Center Inc, Bridgeport, CT/ New Haven, CT

Chicf Executive Director | Medical Director

s Supervising Medical, Nursing, Administration and Counseling Department.
e Clinical evaiuation of all patients admitted into the program.

$t. Barnabas Union Hospital, Bronx, NY

Medical Director of the Alcoho!l and Drug Detoxification Inpatient Program
e Supervising Medical, Nursing, Administration and Counseling Department.

= Clinical evaluation of patients admitted into the program.

Medical Supervisor of Alcohol and Drug Detoxification Inpatient Program

s Supervising all Medical Staff

e Clinical evajuation of patients admitted into the program.,

Emergency Attending Physicion

+  Managing medical inpatients and running outpatient ciinic.

e Managing inpatient alcohol and drug detoxification unit

e Medical consultation in surgical, psychiatric, Obstetrics and Gynecology unit

Residency in Internal Medicine

Brookdale Hospital Medical Center, Brooklyn, NY

- Intern in Internal Medicine

Parkway Medical Gffice, Brooklyn, NY
Medical Physician

University College Hospital, Ibadan, Nigeria
OB/GYN Resident
e Qutpatient and Inpatient management.
s Medical Student and Resident teaching

Mariere Memorial Hospital, Ughelli, Nigeria
General Medicine Practitioner

University of Ibadan, Nigeria
Rotating Internship

06/02 ~ Present

07/99 — 95/02
07707 — 03/02
10/98 - 06/01

07792 - 09798

O7/90 ~ 06/92

(7/89 — 06/90
08/86 - 06/89

07/83 - 06/86

07/82 - 06/83

07/81 - 06/82




Ebenezer A. Kolade, ML.ID., FASAM

38 Crawford Rd. | Westport, CT 06880
Officet 203.372.3333 | Fax: 203.374.7515
Email: ekolude @sbicglabal.net

PROFESSIONAL EXPERIENCE

New Era Rehabilitation Center Inc, Bridgeport, CT/ New Haven, CT

Chief Executive Director | Medical Director

e Supervising Medical,_Nm‘sing,-Administration and Counseling Department,
o  Clinical evaluation of all patients admitted into the program.

St, Barnabas Union Hospital, Bronx, NY

Medical Directar of the Alcohol and Drug Detoxification inpatient Progrant
o Sppervising Medical, Nursing, Administeation and Counseling Department.
s Clinical evaluation of patients admitted into the program.

Medical Supervisor of Alcohol and Drug Detoxification Inpatient Program

s  Supervising all Medical Staff

» Clinical evaluation of patients admitted into the program.

Emergency Attending Physician

e Managing medical inpatients and funning outpatient clinic.
¢ Managing inpatient alcohol and drug detoxification unit
« Medical consultation in surgical, psychiatric, Obstetrics and Gynecology unit

Restdency in Internal Medicine

Brookdale Hospital Medical Center, Brooklyn, NY

Intern in Internal Medicine

Parkway Medical Office, Brooklyn, NY
Medical Physician

University College Hospital, Ibadan, Nigeria
OB/GYN Resident
¢ Qutpatient and Inpatient management.
s Medical Student and Resident teaching

Mariere Memorial Hospital, Ughelli, Nigeria
General Medicine Practitioner

University of Ibadan, Nigeria
Rotating Internship

H6/02 — Present

07/9¢ - §5/02
G7/01 - 05/02
10798 - 06/01

07/92 — 05/98

07/90 — 06/92

07188 - 06/90
08/86 — 06/59

07/83 - 06/86

07/82 — (46/83

07/81 - 06/82




Adaohuwa A. Kolade - P113

a8 crawford Road, Westport, 06880
Dakolade@gmall.com
, Tel-2035439950

EDUCATION
. Eepry University T S Atlarita, GA
ster's Degree: Management & Policy ' way 2009

" selevant Courseworl; Finance, Financial Accounting, Portfolio Management, Securities Analysis, Statistics

The George Washington University Washington, DC
Hochelor of Criminal Law May 2007
Relevant Coursework: Microeconomies, Macroeconomlics, Statlstics

WORK EXPERIENCE . _
riew Era Rehabilitation Center — Operations Department Bridgeport, CT
Birector of Operations Jan 2014 - Present

¢ Responsible for the supervision of 40+ employees between 2 facllities

«  Visionary with a track record for finding innovative ways to 2row revenus and Increase marging

= Manage all the sccounts payable and recelvable within the organization with full P&L responsihilities

»  Forward-thinker with the ability to implement sil new technology within the facility including electronic medical records

=  Developed internal outreach and referral program that consistently generated 5 patient leads per week

« wellversed in conducting presentations, secustomed to conducting all formal correspondence with the state agencies and corporations
«  Arficulate communicator, capable of building lasting relationships With senior management of clients, pariners and vendors

«  Expertise In collecting, managing and interpreting key oparation metrics and statistics

+  Calm under pressure with the ability to manage crises

Starhic IBTC- tnvestrient Banking : : Lagos, Nigeria
Analyst lan 2012-Jan 2013

+  Lead analyst on the $20mm minority buy-out of a network and communications provider

«  Lead analyst ona 550mm equity ca pital raising for Computer wWarehouse Group, & top tier 1ICT company {private placement)
«  Assisted inthe rights issue of Flour Mifls of Nigeria PLC

o Assisted in the Pre-IPO financing of SEPLAT: a large scale indigenous oil and gas exploration company

+ hesisted in the duat [P0 of SEPLAT: 2 large scale indigenous oif and gas exploration company

e Assisted in the IPO of a REIT with a total offer size of S180mm

Afrinvest ~Weailth Mahagement;’B—u‘ﬁiness Development - : Lagos, Nigeria
Anaiyst . : Aug 2010 - Dec 2011

o performed securities valuations {DCF and Comparables) and contributed to the design of an in-house factor madel in order ta guide Investment
dacislons for the Afrinvest Equity Fund h

. Conducted 2 comprehensive global economic analysis that was used (0 guide the departments investment strategy for the year

e Contributed in the structuring of the Afriwest Principles and Value Fund, 8 fund backed with convertible notes possessing both equity and deht
properties .

. Assisted in the creation of the fund structure, pltch book, Information memorencumn and conducted the dug diligence of a possivle acqulsition of
Access Asset Management as well as two potential funds that have not yet been reteased

wiew Era Rehabilitation Center — Cperations Department Bridgepart, cT
Gperotions Manager Aug 2009 - Aug 2010

«  Created detatled presentstions in response to Requests For Proposals to provide trestment for a number of patlents in the Falrfield County area

that resulted in a $500k increase in revenue
+  Devaloped fingncial models that were used for financiat due diligence required for an acquisition and constructed S-year strategic plan including

SWOT analysis, financial budgets and growth projections
& impiemented and managed relevant statistics and metrics for the facility, including Counselor to Patient ratio, Census, Charge per patient,

Reimbursement per Patient, number of hilled patients per week ete.

e A

PriceWaterhouseCoopers LLP. -Public Sector and Healthcare Atlanta, GA
Consuftant . lan 2009-Aug 2009
+  Developed a mode! to estimate the ecanoric impact of substance abuse in various states
e Contribited to the re-organization of the Blanchard Valley Hospital Emergency Department which decreased patient wait times by 31% and
patient lengsh of stay by 27% ’
«  Analyzed over 47,000 emargency department claims to debermine servire trend in order to implement re-organization strategy for Blanchard
Valtey Hospital
e tonducted statistical analysis on various facets of tha U.5. healthcsre industry in order to identy inefficiencies and made recommendations to
rectify them; specifically a cost-benefit analysis on the effects of incarcerating substance abusers vs, freatment for substance abusers




Kathleen Whelan Ulm, Consultant
4 Madaket Court
Guilford, CT 08437

To Whom 1t May Concern,

| am writing to support the New Era Rehabilitation Center In their applications to become a
provider of Mental Health Services at their Bridgeport and New Haven iocations.

As a clinician in the field of mental health and addiction services for thirty years, | am aware of
how mental health and other psychosocial needs complicate the treatment of this population.
Today, New Era must turn to these two major communities 1o provide those services.

As a consuiltant for New Era over the past year, | have witnessed the challenges of connecting
mentally ill substance abusers on methadone and Medicaid to resources in the community. And
when they do find willing providers, they are often not well versed in the nuances of methadone
maintenance, such as the interaction of psychotropic drugs with meathadone. Communication
between agencies is another challenge.

Studies conducted by Dartmouth and available through SAMHSA show evidence that if all
services can be provided at the same agency, cutcomes improve. This is especially important
when working with clients in a special modality such as methadone maintenance. New Era is
an expert in this modality. New Era MUST provide these services.

Sincgr‘ely‘,

ehig i AMlv, W S, (ES

- L
jﬁi&iﬁa 'ﬂ:'{f-(iéwﬁq_‘ P

Kathieen Whelan Uim, MA, L ADC, CCS
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New Era Rehabilitation Center
3851 Main Street Bridgeport, CT 06606
Phone 203-372-3333 | Fax 203-374-7515 |
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Cindy Carroli

From: Denise Hendricks [dhendricks@newspaperciassifieds.com]
Sent: Wednesday, January 18, 2017 11:34 AM

To: Cindy Carroli

Subject: New Haven Register Proof/Receipt

Attachments: NEWERAREHA-45-1235258-1 (1).pdf

Cindy:

Attached is your prooffreceipt. Deolu just called and gave me the credit card so your ad is all set to run Friday,
Saturday & Sunday, Jan. 20, 21 & 22 in the New Haven Register in print and online. The total is $155.45.

Thank you so much.

Denise Hendricks

Regional Classified Sales Representative for:
Connecticut, Massachusetts & Michigan

Phone: 248.745.4501
Fax: 248.284.1440

- dhendricks@newspaperclassifieds.com
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New Era Rehabilitation Center
3851 Main Street Bridgeport, CT 06606
Phone 203-372-3333 | Fax 203-374-7515 |
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Cindy Carroli

From: Denise Hendricks [dhendricks@newspaperclassifieds.com}
Sent: Wednesday, January 18, 2017 11:34 AM

To: Cindy Carroll

Subject: New Haven Register Proof/Receipt

Attachments: NEWERAREHA-45-1235258-1 (1).pdf

Cindy:

Attached is your prooffreceipt. Deolu just called and gave me the credit card so your ad is all set to run Friday,
Saturday & Sunday, Jan. 20, 21 & 22 in the New Haven Register in print and online, The total is $155.45.

Thank you so much.

Denise Hendricks

Regional Classified Sales Representative for:
Connecticut, Massachusetts & Michigan

Phone: 248.743.4501
Fax: 248.284.14440

dhendricks@,gewsgaperclassiﬁeds.com
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Certificate of Need
Additional Information
Docket Number 16-32115-CON




1. Provide a copy of the State of

New Era Rehabilitation Center, Inc.
Docket No.; 16-32113-CON

_ currently held by the applicant.

See Attachment

Page 105

Connecticut, Department of Public Health license(s)

Place a checkmark (¥) in the “Needed for Proposal” column for each license that the
Applicant is seeking from the State’s Department of Public Health {DPH) in relation to the

proposal.

Table 1: DPH Licenses Needed for the Proposal

r Neededﬁ
License for
Proposal

Psychiatric Outpatient Clinic for Adults v

Mental Health Day Treatment (outpatient- one unit of service must be v

four (4) hours or more per person daily also known as Partial

Hospitalization)

Mental Health Residential Living Center O

Mental Health Community Residence 1

Facility for the Care or the Treatment of Substance Abusive or Dependent 1

Persons:

Select at least one of the following if proposing substance abuse
treatment services:

Ambutatory Chemical Detox (outpatient) ™.

Day or Evening Treatment (outpatient, one unit of service is O
less than four {4) hours per person daily, includes 1OP & OP)

Chemical Maintenance {outpatient, administers Methadone, O
DEA involved in approval) ‘

Outpatient Treatment (outpatient)
Care or Rehab {residential}

Intermediate and tong term treatment and rehab {residential)

o O o 0

Detoxification & Evaluation (residential)

¥ o

105|Page

e
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New Fra Rehabilitation Center, Inc.
Docket No.: 16-32115-CON Page 106

3. Explain how the proposed mental health treatment program will operate, including the
services to be provided, treatment approaches and structure.

NERC’s goal is to provide comprehensive, recovery-oriented care for adults 18 years and older
with mental health and/or co-occurring disorders. NERC's treatment approach to recovery-
oriented care is based on DMHAS Practice Guidelines that define recovery and recovery-oriented

care:

e Recovery refers to the ways in which persons with mental iliness, addiction, and/or
medical/physical issues experience and manage their disorder in the process of
maintaining and/or reclaiming their life in the community

¢ Recovery-oriented care is what psychiatric, addiction, primary medical treatment and
rehabilitation practitioners offer in support of the person’s recovery and/or management
of his or her chronic illness/condition

NERC provides mental health services to clients in any of the substance abuse programs toward
improving access, engagement and continuity of care. Individual person-centered recovery plans
for clients will address all identified behavioral health needs. Clients are not expected or required
to progress in treatment through a pre-determined continuum of care.

The services will be provided by a combination of licensed psychiatrists, psychiatric APRNSs,
Licensed Professional Counselors and Licensed Marriage and Family Therapists. The inter-
disciplinary team will be employing medication therapy, individual and group counseling, staged
interventions, motivationa! enhancement therapy, cognitive behavioral therapy and social
support interventions. The structure of the treatment ranging from intake to discharge planning
is outlined in the policy and procedures for the mental health program.

4. Identify the Standard of Practice Guidelines that will be utilized in relation to the
proposal. Attach copies of relevant sections and briefly describe how the Applicant
proposes to meet each of the guidelines.

NERCs treatment approach will be based on DMHAS Practice guidelines that define recovery
and recovery-oriented care.

5. Describe how other residents in the proposed serviceé area of the NERC New Haven
location would access the proposed services, How are these potential clients currently
receiving mental health treatment?

NERC is located at 311 East Street, New Haven, CT. The facility is approximately 500 feet from

106 |Fage
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New Era Rehabilitation Center, Inc.
Docket No.: 16-32115-CON Page 106

3. Explain how the proposed mental health treatment program will operate, including the
services to be provided, treatment approaches and structure.

NERC’s goal is to provide comprehensive, recovery-oriented care for adults 18 years and older
with mental health and/or co-occurring disorders. NERC's treatment approach to recovery-
oriented care is based on DMHAS Practice Guidelines that define recovery and recovery-oriented
care:

e Recovery refers to the ways in which persons with mental illness, addiction, and/or
medical/physical issues experience and manage their disorder in the process of
maintaining and/or reclaiming their life in the community

o Recovery-oriented care is what psychiatric, addiction, primary medical treatment and
rehabilitation practitioners offer in support of the person’s recovery and/or management

of his or her chronic iliness/condition

NERC provides mental health services to clients in any of the substance abuse programs toward
improving access, engagement and continuity of care. Individual person-centered recovery plans
for clients will address all identified behavioral health needs. Clients are not expected or required
to progress in treatment through a pre-determined continuum of care.

The services will be provided by a combination of licensed psychiatrists, psychiatric APRNs,
Licensed Professional Counselors and Licensed Marriage and Family Therapists. The inter-
disciplinary team will be employing medication therapy, individual and group counseling, staged
interventions, motivational enhancement therapy, cognitive behavioral therapy and social
support interventions. The structure of the treatment ranging from intake to discharge planning
is outlined in the policy and procedures for the mental health program.

4. identify the Standard of Practice Guidelines that will be utilized in relation to the
proposal. Attach copies of relevant sections and briefly describe how the Applicant
proposes to meet each of the guidelines.

NERCs treatment approach will be based on DMHAS Practice guidelines that define recovery
and recovery-oriented care.

5. Describe how other residents in the proposed service area of the NERC New Haven
location would access the proposed services. How are these potential clients currently
receiving mental health treatment?

NERC is located at 311 East Street, New Haven, CT. The facility is approximately 500 feet from

10”6m|" Pa ge 7




New Era Rehabiljtation Center, Inc.
Docket No.: 16-32115-CON Page 107

the Grand Ave and East Street bus stop. This bus stop is on the CT Transit € and D lines, making
it very accessible from surrounding towns. in addition the facility is located less than a mile from
Exit 2 on Interstate 91 and about 2 miles from Exit 46 on Interstate 95. NERC NH currently
possesses a client base of nearly 400 MMTP clients who have no trouble accessing services by
both public and private transportation methods.

Currently these patients receive treatment at the following facilities:

Connection Inc
Outpatient Clinic
205-209 Orange Street
1st Floor

New Haven, CT 06510

Yale New Haven Psychiatric Hospital
Adult Intensive Outpatient

425 George Street

New Haven, CT 06511

Cornell Scott Hill Health Center
Northside Community Outpatient Servs
226 Dixwell Avenue

2nd Floor Suite 200

New Haven, CT 06511
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6. Provide the number of months covered in Table 8 on pa

Page 108 -

ge 31. Also, please update the

table to reflect utilization by town for the Bridgeport location only.

108 EVE" age

UTILIZATION BY TOWN

Utilization
Town FY 2016**
14
Ansonia, CT A
Beacon Falls, CT 5
Bathel, CT 235
Bridgeport, CT 1
Bridgewater, CT 2
Bristol, CT
Brookfieid, CT 14
Danbury, CT g
Derby, CT 2
Faston, CT 11
Faifield, CT 9
Mitford, CT 5
Manroe, CT 16
Naugatuck, CT 1
New Canaan, CT 1
New Fairfield, CT 1
New Haven, CT 4
New Milford, CT 4
Norwalk, CT 1
Orange, CT 5
Oxford, CT 1
Redding, CT 3
Ridgefield, CT ?
34
Seymour, CT 5
Shelton, CT 12
Sandy Hook, CT 37
Seymour, CT 2
Shelton, CT
Southbury, CT
Staffordville, CT 31
Stamford, CT
Stratford, CT 3
Thomaston, CT 20
Torrington, CT 29
Trumbull, CT 1
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Waterbury, CT

Watertown, CT

West Haven, CT
Westport, CT
Winsted, CT
Wolcott, CT

[

471

Total

** Table 8 represents a period of 9 months; 01/01/16 - 09/30/16.

7. Page 42 states that 20% of the total population will utilize the proposed program within 3

years, yet page 18 states that over 90% of NERC clients receiving substance abuse
treatment are also suffering from mental illness. What proportion of NERC Bridgeport
clients are currently suffering from co-occurring disorders? Explain how they will access
and utilize the proposed services.

According to NERC data 85% of BPT patients are suffering from co-occurring disorders. This
number is approximated from the number of patients who are utilizing the facilities in house
psychiatrist to be stabilized prior to being referred out as well as the number of clients
receiving prescriptions from an external psychiatrist.

All patients being treated at NERC will have access to our mental health services. If a client is
currently receiving substance about treatment from NERC, the client will alert their SA
counselor that they are interested in receiving MH services as well. The SA counselor will alert
the designated MH counselor who will complete a Mental Health Screening Form Il (MSFI1).
if the client is appropriate for treatment at NERC based on needed level of care as well as
capacity the patient will be referred to the proposed NERC MH program. Once formally
admitted into the program, the client will be assigned a specific MH counselor who will be
eharged with creating and maintaining the client’s treatment plan as well as liaising between
the client and the medical professional. '

8. The data in the table below is taken from Tables 5 and 6 on page 29. Please revise Tables 5
and 6 to include utilization for the Bridgeport location only. Provide the unit of measure
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{clients, sessions or visits) for the utilization data provided in the table. Confirm that the
volume for 10P is included in the projected utilization for the menta! health outpatient
program. Also, provide the method of annualizing and the number of actual months
covered for fiscal year 2016. Explain the 90% increase in the projected utilization for
methadone maintenance in 2017 compared with the current fiscal year, should this still

exist after revising the data.

crY
Actual Volume Volume Projected Volume
Service** FY 2013 FY 2014 | FY 2015 | FY 2016 FY 2017 FY 2018 FY 2019
Methadone Maintenance N/A 22,672 23,400 24,232 26,410 28,731 28,756
[o]3 N/A 75 540 540
Mental Health Qutpatient 4,136 5,657 5,657
Total N/A 22,747 23,940 24,772

TABLE S
KISTORICAL UTILIZATION BY SERVICE
Actual Volume
{Last 3 Compleied FYs) CFY Volume*
Service** FY 2013*%+* FY 2014%%* FY 2015%#% FY 2016***
Methadone Maintenance N/A 22,672 claims 23,400 claims 25,012 claims
0P N/A 75 sessions 540 sessions 540 sessions
Total : N/A 22,747 23,940 24,772

*  For periods greater than 6 months, report annuafized volume, identifying the number of actual months covered and the
method of annuaiizing, For periods less than & months, repart actual volume and identify the period covered.
#% |dentify each service type and leve] adding lines as necessary. Provide the number of visits or discharges as appropriate for

each service type and level listed.
%% |l in years. If the time period reported is not identical to the fiscal year regorted in Table 4 of the application, provide the

date range using the mem/dd format as a footnote to the table.

Methadone maintenance is billed as a weekly bundle. Each claim for this service represents 1
week of treatment per 1 client. The FY of 2016 is a projected number comprised of 11 months
of actual data (January-September) while the remainder of the year assumes a consistent rate
of treatment through year end. The 90% jump is actually the result of a typo. NERC expects to
conclude 2016 with a total of 481 clients. Assuming we obtain the mental health license in Q1
2017, we expect increased interest from underserved populations suffering from co-occurring
mental health and substance abuse disorders. The interest will bring our patient population to
increase about 5.6%. This will bring our 2017 census to 508 clients. The following year we
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forecast the rate increasing by a 3.25% to increase by roughly 8.8% to 553 clients and
approximately remain steady at that census through 2019.

Although NERC possesses an LOP license it does not have the ability to mandate IOP attendance.
Historically, this has made IOP attendance highly variable and difficult to forecast. However
going forward we expect the majority of the IOP patients to be mental health patients suffering
from co-occurring conditions. According to NERC internal data, 85% of our current population
exhibit signs of co-occurring disorders (see question 7). Applying this to the projected 2017
census of 508 clients, NERC possesses a comorbid population of 432 clients. Assuming 20% of
these clients opt to receive mental health treatment with NERC, NERC will add 86 clients {or
17%) to the proposed mental health program in 2017. In 2018 we expect the mental health
program to grow to 111 clients or 20% of the projected 2018 census. fn 2019 we expect the
growth to taper and remain steady at that census. Utilizing NERC internal data, we expect

clients in our mental health program to attend an average of 2 sessions per month.

TABLE 6

PROJECTED UTILIZATION BY SERVICE

Projected Volume
Service* FY 2017*% FY 2018%# FY 2019%#
Mental Health Outpatient 4,420 5,625 6,630
Methadone Maintenance 46,410 48,731 48,731
Total 50,830 54,256 55,361

* |dentify each service type by location and add lines as necessary. Provide the number of

visits/discharges as appropriate for each service fisted.
** If the first year of the proposal is only a partial year, provide the first partial year and then the
first three full FYs. Add columns as necessary. If the time pericd reported is not identice! to the

fiscal year reporied in Tabie 4 of the application, provide the date range using the mr/dd
format as a footnote to the table.

9. According to the Behavioral Health Treatment Services Locator on the Substance Abuse and
Mental Health Services Administration website (https://findtreatment.samhsa.gov), NERC of
Bridgeport currently accepts cash or self-pay. Does this location accept Access to Recovery
(ATR) Vouchers and have the availability of a sliding fee scale, similar to the New Haven
location? Will this be extended to the proposed mental health treatment program? Provide
a copy of the charity care policy if it applies to the proposal.

NERC is no longer involved with the Access to Recovery program. However, NERC's stance on charitable
care is as follows, New Era Rehabilitation Center is committed to providing charity care to persons who
have healthcare needs and are uninsured, underinsured, ineligible for a government program, or
otherwise unable to pay, for medically necessary care based on their individual financial situation.
Consistent with fts mission to deliver compassionate, high quality, affordable healthcare services and to
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advocate for those who are poor and disenfranchised, New Era Rehabilitation strives to ensure that the
financial capacity of people who need health care services does not prevent them from seeking or
receiving care. The facility will do this on a case by case basis and availability of such charity will also be
available dependent on the facilities ability to deliver such care at the individual’s time of need.

10. Provide the referral sources for the substance abuse treatment program for the
Bridgeport location only.

Currently the majority of Bridgeport clients enroll in the facility through client to client
referrals. However we do regularly receive referrals from The Summit House, First Step Detox,
alongside a number a handful of private physicians in the area.

11. Incilude any copies of agreements {(e.g. memorandum of understanding, transfer
agreement, operating agreement) related to the proposal. This includes any key referral
and/or transfer agreements with local providers.

See Attachment

12. Update and resubmit the Financial Worksheet {A} on pages 62 and 63 based on the
Bridgeport location only. include the net patient service revenue for commaercial insurers
in line 8. Verify any revenue included under “Other” non-government net patient service
revenue. Also, verify there is no projected incremental income from Medicaid in line 6,
column 12. Please include labels identifying the fiscal years.

See Attachment

13. Update Tabie 4 on page 28 based on the updated Financial Worksheet (A) for the
Bridgeport location. Also, the table shows that fiscal year 2016 is projected to have
$40,000 in incremental operating expenses. Please reflect this appropriately in Financial
Worksheet (A).

Table 4
PROJECTED INCREMENTAL REVENUES AND EXPENSES
FY 2016* FY 2017% FY 2018*
Revenue from Operations §46,344 $195,782 $213.124
Total Operating Expenses 540,000 540,000 $40,000
L.

w2 page
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Gain/Loss from Operations

$6,344

$155,782

$173,124

* £il! In years using those reported in the Financial Worksheet attached.

14. Page 14 states that the existing location was chosen for the mental health treatment

program to improve client health outcomes, including reduced rates of relapse. What is
the rate of relapse for the Bridgeport location clients? Provide evidence such as scholarly
articles, studies or reports which demonstrate how the location of the proposed services

impacts rates of relapse.

NERC intends to locate the mental health treatment program in the same tocation as its
current substance abuse treatment program, 3851 Main Street, Bridgeport, CT. The idea that
the location will help reduce the rate of relapse and improve client health outcomes is not
related to the physical location itself, but instead the theory of collocation. NERC believes by
collocating both the substance abuse and the mental health treatment programs this will

ensure better continuity of care.

This is supported in the following excerpt from the book: Improving the Quality of Health
Care for Mental and Substance-Use Conditions: Quality Chasm Series.

“roliocation and clinical integration of services Physical proximity of would-be
collaborators facilitates collaboration (IOM, 2004a). This point Is exemplified by the
muitiple studies of mental or substance-use health care showing that same-site delivery
of both types of care or primary care is more effective in identifying comorbid conditions
(Weisner et al., 2001), effectively links clients to the collocated services (Druss et af.,
2001; Somet et gl, 2001), and can improve treatment outcomes (Unutzer et al.,
2001; Weisner et gl. 2001). In a 1995 study of a nationally representative sample of all
outpatient drug-use treatment units, same-site delivery of services was more effective
than formal arrangements with external providers, referral agreements, or case
management in ensuring that patients would utilize necessary services (a first step in
collaborative care) (Friedmann et at., 2000q). For these reasons, the collocation of multiple
services (mental, substance-use, and/or general health) at the same site is o frequently
cited feature of many care collaboration programs. The congressionally mandated study
of prevention and treatment of co-occurring substance-use and mental conditions
(SAMHSA, undated) highlighted “integrated treatment” as an evidence-based approach
for co-occurring disorders, defined, in part, as services delivered “in one setting.” The
report noted that such integrated treatment programs can take place in either the mental
or substance-use treatment setting, put require that treatment and service for both
conditions be delivered by appropriately trained staff "within the same setting.”
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15. Update the list of services and service locations of existing providers on pages 33 and 34
based on the service area for the Bridgeport [ocation only.

See Attachment

16. Update Table 7 on page 30 to reflect the payer mix of the Bridgeport location only, based
on patient and visit volume. Utilize the table format below. Ensure visit totals are
consistent with “Outpatient Visits” in the Financial Worksheet (A). Also, please explain
the basis and the assumptions used to project the reported numbers.

CURRENT AND PROJECTED PAYER MIX FOR
NEW ERA REHABILITATION CENTER, INC., BY NUMBER OF CLIENTS AND VISITS

Current Projected ‘
FY 2016
FY 2016 FY 2017 FY 2018 FY 2018
| payer 9/27/16
Lo Patient Pat. Claim Pat. Claim Pat. Claim Pat. Claim
‘ % % % %
Vol. Vol. Vol Vol. Vol. Vol. Vol. Vol. Vol.
Medicare* 0 0 0 0 o 0 o a 0 0 0 0 a
Medicaid* 430 448 | 93% | 23,296 a7s | oa% | 24,700 520 | 94% | 27,040 520 | 94% | 27,040
CHAMPUS & 0 0 0 0 0 0 0 0 0 0 0 0 0
TriCare ;
Total 430 448 | 93.1% | 23,296 475 | 93.5% | 24,700 520 | 94.0% | 27,040 520 | 94.0% | 27,040
Government
Commercial 5 51 1.0% 260 5| 1.0% 260 5| o9% 260 51 0.9% 260
Insurars
Self-pay 28 28| s5.8% | 1456 281 s.5% | 1,456 28\ 51% i 1,456 28| sa% | 1,456
Uninsured 0 [ 0] 0 0 0 0 0 0 0 0 0
Workers 0 0 0 0 0 0 0 0 0 0 0 0
Comp.
Total Non- 33 33 7% | 1,716 33 5% | 1,716 33| 60%| 1,716 33 6% | 1,716
Government
::_E(al Payer 463 481 | 100% | 25012 s08 | 100% | 26,416 553 | 100% | 28,756 553 | 100% | 28,756
I
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NEW ERA REHABILITATION CENTER
3851 MAIN STREET
BRIDGEPORT, CT 086606

INTERAGENCY AGREEMENT

New Era Rehabilitation Center seeks to provide adequately for our client's healthcare
requirements. We desire {o establish interagency service agreements with other
service. area providers to make available health care services and resources not

available directly in our clinic.

New Era Rehabilitation Center will consequently like to establish an agreement with St.
Vincent's Medical Center whereby St. Vincent's will agree to provide necessary and
appropriate assessment and treatment to our clients, The intention of this agreement is
to establish such a relationship officially so as to facilitate the continuity of patient care.

St. Vincent's, where judged appropriate for the individual patient, accepts the transfer or
admission of patients consistent with Dr. Kolade's status as a member of the Medical
Staff of St. Vincent's Medical Center and consistent with St. Vincent's mission, policies
and procedures; provided, however, that this agreement is not predicated upon any
undertaking between the parties as to the existence, volurne or value of any referrals
between them. The parties hereto will not discriminate in accepting a patient on the
basis of race, creed, sex or national origin and will comply with State and Federal

Regulations.

As part of the agreement both New Era and St. Vincent's shall provide the other with
pertinent information as needed directly related to the expeditious and efficacious
treatment of patients, so as to assure appropriate and continued care. Any exchange of
patient information shall be conducted in accordance with applicable State and Federal
Regulations with regards to patient confidentiality, notably Federal Regulations on
Confidentiality Alcohol and Substance Abuse Patient Records (Title 42CFR, Part 2) and
Health Insurance Portability and Accountability Act of 1996 (HIPAA).

New Era Rehabilitation Center St. Vindentls Medical Center
By: W By: /74 ///W’L"’
Ebenizer Kolade, M. D. kai/se/ Missri, M. .

Its: Exeeebie aD,u»ec/Fw lts: Chief Medical Officer
Date: é ~ [é —o& | Date: é"/f”ﬂf




STATE OF CONNECTICUT

Department of Public Health

LICENSE

License No. 0381

Fac;lzty for the Care or Treatment of Substance Abusive
or Dependent Persons’

In accordance with the provisions of the General Statutes of Connecticut Section 19a-493:

New Era Rehabilitation Center, Inc. of Bridgeport, CT, d/b/a New Fra Rehabilitation
Center, Inc. is hereby licensed to maintain and operate a private freestanding Facility for
the Care or Treatment of Substance Abusive or Dependent Persons.

New Era Rehabilitation Center, Inc. is located at 311 East St, New Haven, CT 06511
with:

Ebenezer Adekunle Kolade, MD as Executive Director,
The service classification(s) and if applicable, the residential capacities are as follows:
Ambulatory Chemical Detoxification Treatment
Chemical Maintenance Treatment
Day or Evening Treatment
Qutpatient Treatment

This license expires September 30, 2018 and may be revoked for cause at any time.

Dated at Hartford, Connegcticut, October 1, 2016. RENEWAL

"X e

Raul Pino, MD, MPH
Commissioner
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STATE OF CONNECTICUT

Department of Public Health

LICENSE

License No. 0266

Facility for the Care or Treatment of Substance Abusive
or Dependent Persons

In accordance with the provi.sions of the General Statutes of Connecticut Section 19a-493:
New Era Rehabilitation Center, Inc. of Bridgeport, CT, d/b/a New Era Rehabilitation
Center, Inc. is hereby licensed to maintain and operate a private freestanding Facility for

the Care or Treatment of Substance Abusive or Dependent Persons.

New Era Rehabilitation Center, Inc. is located at 3851 Main St, Bridgeport, CT 06606
with:

Ebenczer A. Kolade, MD as Executive Director.
The service classification(s) and if applicable, the residential capacities are as follows:
Chemical Maintenance Treatment
Ambulatory Chemical Detoxification Treatment
Day or Evening Treatment
Outpatient Treatment

This license expires June 30, 2018 and may be revoked for cause at any time.

Dated at Hartford, Connecticut, July 1, 2016. RENEWAL

Raul Pino, MD, MPH

Commissioner
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User, OHCA

From: Mitchell, Micheala

Sent: Wednesday, March 22, 2017 2:42 PM

To: '‘Akolade@newerarehab.com'

Cc: Walker, Shauna; Riggott, Kaila; User, OHCA
Subject: CON 17-32149 and CON 17-32150

Dear Mr. Kolade:

On February 21, 2017, the Office of Health Care Access received two Certificate of Need applications from
New Era Rehabilitation Center, Inc., seeking authorization to establish psychiatric outpatient and mental health
day treatment clinics for adults in Bridgeport, CT and New Haven, CT. We will electronically mail you two
letters requesting additional information needed to analyze those applications no later than March 23, 2017.

Please be advised that each Certificate of Need application is distinct from the other and will be reviewed by
different analysts. The following guidance will help you and your staff address our additional inquiries:

e Answer each question completely.

e Ensure that each response corresponds with the appropriate application. Do not include responses
related to the Bridgeport location with responses related to the New Haven location and vice versa.

e Review all revised financial worksheets and all revised utilization and payer mix tables to ensure that
they are accurate, relate specifically the service area of the pertinent application, and are fully responsive
to each question.

Additionally, documents that correspond with the New Era Bridgeport CON application (CON 17-32149),
specifically the current Department of Public Health licenses and the transfer agreement, were only included in
the New Era New Haven CON application (CON 17-32150). Unless informed otherwise, these documents will
be appended to the New Era Bridgeport CON application.

If you would like to schedule time to meet with us so that we can explain our process to you in person, please
contact Shauna Walker at (860) 418-7069 or Micheala Mitchell at (860) 418-7055 at your earliest convenience.
Scheduling a meeting with our staff will not extend the deadline date by which your responses are due.

Thank you,

Micheala L. Mitchell

Staff Attorney, PHHO/OHCA

Connecticut Department of Public Health

410 Capitol Avenue, MS# 13-HCA, Hartford, CT 06134
Phone: (860) 418-7055

Email: micheala.mitchell@ct.gov
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CONFIDENTIALITY NOTICE: This electronic message may contain information that is confidential and/or legally privileged. It is
intended only for the use of the individual(s) and entity named as recipients in the message. If you are not an intended recipient of

the message, please notify the sender immediately and delete the material from any computer. Do not deliver, distribute, or copy
this message, and do not disclose its contents or take action in reliance on the information it contains. Thank you.



User, OHCA

From: Mitchell, Micheala

Sent: Thursday, March 23, 2017 1:49 PM

To: 'Akolade@newerarehab.com'

Cc: Walker, Shauna; Riggott, Kaila; User, OHCA

Subject: 17-32150 - Establishment of a Psychiatric Outpatient and Mental Health Day
Treatment Clinic for Adults in New Haven

Attachments: 32150 New Era Rehab MH_New Haven.docx

Dear Mr. Kolade:

Attached is a request for additional information regarding CON application 17-32150 — Establishment of a
Psychiatric Outpatient and Mental Health Day Treatment Clinic for Adults in New Haven. Responses are due
by Monday May 22, 2017 at 4:30 p.m. Please confirm receipt of this email.

Micheala L. Mitchell

Staff Attorney, PHHO/OHCA

Connecticut Department of Public Health

410 Capitol Avenue, MS# 13-HCA, Hartford, CT 06134
Phone: (860) 418-7055

Email: micheala.mitchell@ct.gov
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CONFIDENTIALITY NOTICE: This electronic message may contain information that is confidential and/or legally privileged. It is
intended only for the use of the individual(s) and entity named as recipients in the message. If you are not an intended recipient of
the message, please notify the sender immediately and delete the material from any computer. Do not deliver, distribute, or copy
this message, and do not disclose its contents or take action in reliance on the information it contains. Thank you.



STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH

Dannel P. Malloy

. Governor
Raul Pino, MD M.PH. Nancy Wyman
Commissioner 7Y T
Office of Health Care Access
March 23, 2017 Via Email Only

Mr. Adeoluwa Kolade

New Era Rehabilitation Center, Inc.
38 Crawford Road

Westport, CT 06880
akolade@newerarehab.com

RE:  Certificate of Need Application: Docket Number: 17-32150-CON
Establishment of a Psychiatric Outpatient and Mental Health Day Treatment Clinic for
Adults in New Haven
Certificate of Need Completeness Letter

Dear Mr. Kolade:

On February 21, 2017, OHCA received the Certificate of Need application from New Era
Rehabilitation Center, Inc., (“NERC” or “Applicant”), seeking authorization to establish a
psychiatric outpatient and mental health day treatment clinic for adults in New Haven. OHCA
requests additional information pursuant to Connecticut General Statutes §19a-639a(c). Please
“reply all” to electronically confirm receipt of this email as soon as you receive it. Provide
responses to the questions below in both a Word document and PDF format as an attachment to a
responding email. Please email your responses to both of the following email addresses:
OHCAQ@ct.gov and Kaila.Riggott@ct.gov.

Paginate and date your response (i.e., each page in its entirety). Repeat each OHCA question
before providing your response. Information filed after the initial CON application submission
(e.g., completeness response letter, prefiled testimony, late file submissions, etc.) must be
numbered sequentially from the Applicant’s preceding document. Begin your submission using
Page 145 and reference “Docket Number: 17-32150-CON.”

g Connecticuy

< Phone: (860) 418-7001 e Fax: (860) 418-7053
DPH 410 Capitol Avenue, MS#13HCA
Hartford, Connecticut 06134-0308
Connecticut Department WWWCtQOV/dph
of Public Health Affirmative Action/Equal Opportunity Employer
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New Era Rehabilitation Center, Inc. Page 2 of 4
17-32150-CON

Pursuant to Section 19a-639a(c) of the Connecticut General Statutes, you must submit your
response to this request for additional information no later than sixty days after the date this
request was transmitted. Therefore, please provide your written responses to OHCA no later than
May 22, 2017, 4:30 p.m., otherwise your application will be automatically considered
withdrawn.

1.

2.

Complete the last sentence in subsection “f” on page 16 of the application.

Provide a copy of the chapter from the book “Improving the Quality of Health Care for
Mental and Substance-Use Conditions: Quality Chasm Series,” which describes the
theory of collocation, as mentioned on page 136 of the application.

Explain why the Bridgeport methadone maintenance treatment (MMTP) and intensive
outpatient treatment (IOP) programs were utilized to project the service volumes for the
New Haven location for fiscal years 2017, 2018 and 2019 as explained on page 22 of
the application.

Update Table 8 on pp.130-131 of the application to reflect utilization for the complete
fiscal year of 2016. Utilization by town should be for the New Haven location only.
Ensure the total correctly reflects the sum of the utilization for each town.

Page 14 of the application states that NERC clients currently receive partial services
from the resident psychiatrist. How will the services that NERC currently provides
differ from the proposed mental health treatment program?

Page 39 of the application states that 20% of the total population will utilize the
proposed program within 3 years, yet page 18 states that over 90% of NERC clients
receiving substance abuse treatment are also suffering from mental illness. What
proportion of NERC New Haven clients are currently suffering from co-occurring
disorders? Explain how they will access and utilize the proposed services.

Page 128 of the application states that clients will not be expected or required to
progress in treatment through a predetermined continuum of care. Please explain.

Page 133 of the application states that clients in the proposed mental health treatment
program will attend an average of two sessions per month, yet page 21 states that
clients will attend one session per week. Clarify the number of sessions that clients are
expected to attend in the proposed program.

Update the tables on page 132 of the application to include volume for the complete
fiscal year of 2016. Additionally, include projections for the fiscal year of 2020.
Projected estimates should include volume for IOP. Specify whether the volume for
partial hospitalization is included in your projections. If not, please revise the projected
volume to include figures for partial hospitalization. Volume should reflect the New
Haven location only.



New Era Rehabilitation Center, Inc. Page 3 of 4
17-32150-CON

10.

11.

12.

13.

14.

15.

16.

17.

18.

Describe how residents in the Greater New Haven area, who are not NERC clients, will
be referred to the proposed mental health treatment program (e.g., self-referrals,
referrals through behavioral health professionals, Connecticut state agencies, etc.). How
and where are these potential clients currently receiving mental health treatment?
Describe the impact of the proposal on these providers.

Please clarify the location(s) to which the interagency agreement found on page 139 of
the application applies.

Page 37 of the application states that two full-time DPH-licensed health care
professionals, a Licensed Alcohol and Drug Counselor (LADC) and a Licensed Clinical
Social Worker (LCSW), will be required to initiate the proposed mental health
treatment program. Explain if either of these individuals are already employed by New
Era, as page 20 states that the proposal will require one additional staff member.

Update and resubmit the Financial Worksheet (A) on page 138 of the application based
on the New Haven location only. Include the net patient service revenue for
commercial insurers on line 9. The data should reflect complete fiscal year 2016 and
four years of projections. Projected outpatient volume with CON should be grouped by
service (i.e., methadone maintenance, IOP and mental health treatment). Specify
whether the number of sessions and claims will be added together.

Pages 20 and 21 of the application lists the cost of an additional staff member at
$60,000. Confirm this amount is reflected appropriately in the updated Financial
Worksheet (A).

Update Table 4 on page 134 of the application based on the updated Financial
Worksheet (A) for the New Haven location. Updated figures should be based on
projections for FY2017 through FY2020.

Update the list of services and service locations of existing providers on pages 32 and
33 of the application based on the service area for the New Haven location only. Do
any of these providers offer methadone maintenance and mental health treatment in the
same setting?

Provide the referral sources for the New Haven substance abuse treatment program.

Utilize Table A on page 4 of this correspondence to update the payer mix for the New
Haven location. The figures should be based on client and claim volume for the
proposed mental health treatment program. The total payer mix should equal the total
reported in the updated Financial Worksheet (A) for outpatient visit volume and the
updated projection tables for the proposed program. Explain the basis and the methods
and calculations used to project the reported numbers.



New Era Rehabilitation Center, Inc.

17-32150-CON

TABLE A: MENTAL HEALTH TREATMENT PROGRAM
PROJECTED PAYER MIX FOR

Page 4 of 4

NEW ERA REHABILITATION CENTER, INC., BY NUMBER OF CLIENTS AND VISITS

Payer

Projected Payer Mix

FY 2017

FY 2018

FY 2019

FY 2020

Client
Vol.

%

Visit
Vol.

Client
Vol.

%

Visit
Vol.

Client
Vol.

%

Visit
Vol.

Client

%
Vol.

Visit
Vol.

Medicare*
Medicaid*

CHAMPUS &
TriCare

Total
Government

Commercial
Insurers

Self-pay

Uninsured

Workers
Compensation

Total Non-
Government

Total Payer Mix

If you have any questions concerning this letter, please contact Kaila Riggott at (860) 418-7037.




User, OHCA

From:
Sent:
To:

Cc:
Subject:

Attachments:

Good Afternoon,
Please find attached.
Best Regards,

Deolu Kolade, MPH

Director of Operations

New Era Rehabiliation Center
akolade@newerarehab.com
Mobile:203-543-9950

Office: 203-372-3333 Ext. 28

Adeoluwa Kolade <akolade@newerarehab.com>

Tuesday, May 16, 2017 1:51 PM

Riggott, Kaila

User, OHCA

Re: Follow up Question- Docket Number: 17-32149-CON & Docket Number:
17-32150-CON

NERC MH CON NH Follow Up questions 5.16. 2017.docx; NERC MH CON BPT Follow
Up questions 5.16. 2017.docx; CON MH BPT workbook 2016-2017 5.16.2017.pdf; CON
MH NH workbook 2016-2017 5.16.2017.pdf; CON MH NH workbook 2016-2017.xlsx;
CON MH BPT workbook 2016-2017.xlsx; Chapter 5 of Improving the Quality of Health
Care for MH and Substance Use conditions Quality Chasm Adaptation (Collocation
Theory).pdf; NERC MH CON BPT Follow Up questions 5.16. 2017.pdf; NERC MH CON
NH Follow Up questions 5.16. 2017.pdf



STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH

Dannel P. Malloy

Governor
Raul Pino, M.D., M.PH. Nancy Wyman
Commissioner e ecsiiain
Office of Health Care Access
March 23, 2017 Via Email Only

Mr. Adeoluwa Kolade

New Era Rehabilitation Center, Inc.
38 Crawford Road

Westport, CT 06880
akolade@newerarehab.com

RE: Certificate of Need Application: Docket Number: 17-32150-CON
Establishment of a Psychiatric Outpatient and Mental Health Day Treatment Clinic for Adults in New
Haven
Certificate of Need Completeness Letter

Dear Mr. Kolade:

On February 21, 2017, OHCA received the Certificate of Need application from New Era Rehabilitation Center, Inc.,
(“NERC” or “Applicant”), seeking authorization to establish a psychiatric outpatient and mental health day
treatment clinic for adults in New Haven. OHCA requests additional information pursuant to Connecticut General
Statutes §19a-639a(c). Please “reply all” to electronically confirm receipt of this email as soon as you receive it.
Provide responses to the questions below in both a Word document and PDF format as an attachment to a
responding email. Please email your responses to both of the following email addresses: OHCA@ct.gov and
Kaila.Riggott@ct.gov.

Paginate and date your response (i.e., each page in its entirety). Repeat each OHCA question before providing your
response. Information filed after the initial CON application submission (e.g., completeness response letter,
prefiled testimony, late file submissions, etc.) must be numbered sequentially from the Applicant’s preceding
document. Begin your submission using Page 145 and reference “Docket Number: 17-32150-CON.”

Pursuant to Section 19a-639a(c) of the Connecticut General Statutes, you must submit your response to this
request for additional information no later than sixty days after the date this request was transmitted. Therefore,
please provide your written responses to OHCA no later than May 22, 2017, 4:30 p.m., otherwise your application
will be automatically considered withdrawn.

4 Phone: (860) 418-7001 e Fax: (860) 418-7053
DPH 410 Capitol Avenue, MS#13HCA
Hartford, Connecticut 06134-0308
Connecticut Department WWWCtQOV/dph
of Public Health Affirmative Action/Equal Opportunity Employer
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New Era Rehabilitation Center, Inc.
17-32150-CON

1. Complete the last sentence in subsection “f” on page 16 of the application.
e We expect that the utilization of the services will be predominantly from NERC’s current census.

2. Provide a copy of the chapter from the book “Improving the Quality of Health Care for Mental and
Substance-Use Conditions: Quality Chasm Series,” which describes the theory of collocation, as
mentioned on page 136 of the application.

e See Attachment

3. Explain why the Bridgeport methadone maintenance treatment (MMTP) and intensive outpatient
treatment (I0P) programs were utilized to project the service volumes for the New Haven location for
e  Please find corrected assumptions below:
i. Client census for MMTP NH location per year:

1. 2014:338
2. 2015:349
3. 2016:356
4. 2017:359*

ii. Client census for IOP NH location per year:

1. 2014:0
2. 2015:6
3. 2016:1
4. 2017:7*

e  Each client utilizes the MMTP service 1 per week or 52 per year
e  Avg IOP utilization per client is 15 sessions
e *Q12017 Figures
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New Era Rehabilitation Center, Inc.

17-32150-CON

4. Update Table 8 on pp.130-131 of the application to reflect utilization for the complete fiscal year of

2016. Utilization by town should be for the New Haven location only. Ensure the total correctly
reflects the sum of the utilization for each town.

Town

Census

Ansonia, CT

Beacon Falls, CT

Bethany, CT

=N

Branford, CT

11

Bridgeport, CT

Bristol, CT

Brookfield, CT

Cheshire, CT

Clinton, CT

Derby, CT

O[R[N IFPLINN

East Haven, CT

25

East haven, CT

w

Guilford, CT

Hamden, CT 20

21

Hartford , CT

Madison, CT

==

Meriden, CT

22

Middletown, CT

Milford, CT

Monroe, CT

Naugatuck, CT

New Britain, CT

RPW|IL (NN

New Haven, CT

128

New London, CT

North Branford, CT

North Haven, CT

Northford, CT

Norwich, CT

Plymouth, CT

Seymour, CT

Shelton, CT

Southbury, CT

Thomaston, CT

Wallingford, CT

O|R|Rr|IN|Rr|R|IN|IN VR |-

Waterbury, CT

(o3}
w

Watertown, CT

N

West Haven, CT

[uny
D

Wethersfield, CT

[uny

Woodbridge, CT

-

Total

362
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New Era Rehabilitation Center, Inc.
17-32150-CON

5.

7.

Page 14 of the application states that NERC clients currently receive partial services from the resident

psychiatrist. How will the services that NERC currently provides differ from the proposed mental
health treatment program?

e The psychiatric services that the facility currently provide are only to stabilize patients to the point
they receive substance abuse services. Without the license in question, NERC cannot treat mental
health disorders. Therefore clients needing to continue their mental health treatment after being
stabilized are referred to outside psychiatrists and/or other mental health facilities where they can
continue their treatment. In addition, other mental health practitioners such as Licensed
Professional Counselors, Licensed Clinical Social Workers and Licensed Marriage and Family
Therapist currently cannot hold sessions with clients leaving a major gap in client’s therapy. Lastly,
NERC cannot currently administer groups that’s focus directly on mental health issues. Therefore,

after the receipt of the MH license, services will differ greatly in scope and comprehension.

Page 39 of the application states that 20% of the total population will utilize the proposed program
within 3 years, yet page 18 states that over 90% of NERC clients receiving substance abuse treatment

are also suffering from mental illness. What proportion of NERC New Haven clients are currently

suffering from co-occurring disorders? Explain how they will access and utilize the proposed services.

e According to NERC data, greater than 90% of NH patients are suffering from co-occurring disorders. This
number is approximated from the number of patients who are utilizing the facilities in house psychiatrist to
be stabilized prior to being referred out as well as the number of clients receiving prescriptions from an
external psychiatrist. All patients being treated at NERC will have access to our mental health services. If a
client is currently receiving substance about treatment from NERC, the client will alert their SA counselor that
they are interested in receiving MH services as well. The SA counselor will alert the designated MH counselor
who will complete a Mental Health Screening Form Ill (MSFIll). If the client is appropriate for treatment at
NERC based on needed level of care as well as capacity the patient will be referred to the proposed NERC MH
program. Once formally admitted into the program, the client will be assigned a specific MH counselor who
will be charged with creating and maintaining the client’s treatment plan as well as liaising between the client

and the medical professional.

Page 128 of the application states that clients will not be expected or required to progress in
treatment through a predetermined continuum of care. Please explain.

e  Continuum of careis a concept involving a system that guides and tracks patients over time
through a comprehensive array of health services spanning all levels and intensity of care. In
relation to NERC, the facility has a proposed track of services starting from the most intensive to
the least intensive. For example, a client suffering from SMI and SA would be advised to start the
treatment program in PHP or IOP, in hopes they can eventually move down to a less intense form
of treatment. However, if a client comes to the facility with less severe Ml, they may be advised to
start with weekly counseling sessions instead. This is what is meant by “not requiring clients to
progress in treatment through a predetermined continuum of care”, the facility will tailor the

services offered to fit the particular needs of the client at any particular time.

Page 133 of the application states that clients in the proposed mental health treatment program will
attend an average of two sessions per month, yet page 21 states that clients will attend one session
per week. Clarify the number of sessions that clients are expected to attend in the proposed program.

e NERC forecasts 2 session per month per client.

Update the tables on page 132 of the application to include volume for the complete fiscal year of

2016. Additionally, include projections for the fiscal year of 2020. Projected estimates should include
volume for IOP. Specify whether the volume for partial hospitalization is included in your projections.
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New Era Rehabilitation Center, Inc.

17-32150-CON

If not, please revise the projected volume to include figures for partial hospitalization. Volume should
reflect the New Haven location only.

Actual Volume Projected Volume
Service** FY 2013 FY 2014 FY 2015 | FY 2016 FY 2017 FY 2018 FY 2019 FY 2020
Methadone Maintenance 0 17,576 18,148 18,512 18,668* 19,604 20,592 20,592
I0P 0 0 332 218 0 0 0 0
PHP 0 0 0 0 0 0 0 0
Mental Health Outpatient 0 0 0 0 432 1,885 1,901 1,901
Total 0 17,576 18,480 18,730 19,100 21,489 22,493 22,493

Assuming the MH license is received in September 2017 and the census increases 5% from 359 in 2017 to 377 in 2018 to 395 in 2019; MH
patients are assumed to be 20% of the total census

* MH Census: FY2017- 72; FY2018- 78.5; FY 2019- 79; FY2020- 79

10. Describe how residents in the Greater New Haven area, who are not NERC clients, will be referred to
the proposed mental health treatment program (e.g., self-referrals, referrals through behavioral
health professionals, Connecticut state agencies, etc.). How and where are these potential clients
currently receiving mental health treatment? Describe the impact of the proposal on these providers.

NERC expects the initial client base for the mental health program to be established by clients
currently receiving substance abuse services at the facility. From internal data we know that
over 80% of our new intakes are referred by existing clients. NERC expects this to continue with
the mental health program as well. The initial group of NERC substance abuse clients that
become NERC mental health clients, will most likely refer other potential clients looking for
mental health services to NERC. NERC forecasts this to account for about 80% of our referrals.
The remaining 20% will be a combination of independent therapists and agencies looking to
place their clients into a more structured higher level of treatment.

Currently the city of New Haven is suffering from a dearth of mental health and psychiatric
services. This is especially true for Medicaid recipients. Clients that are able to receive services
in the New Haven area are currently utilizing the following facilities: CT Mental Health Center,
Cornell Scott- Hill Health Center, The Connection Inc., Fair Haven Community Health Center,
Catholic Charities. NERC does not expect its proposal to effect providers at all. Several agencies
that provide mental health services to Medicaid clients have waiting lists of 3-4 months. If there
is any effect, we expect a decrease in the wait lists.

11. Please clarify the location(s) to which the interagency agreement found on page 139 of the
application applies.

Both New Haven and Bridgeport.

12. Page 37 of the application states that two full-time DPH-licensed health care professionals, a Licensed
Alcohol and Drug Counselor (LADC) and a Licensed Clinical Social Worker (LCSW), will be required to

initiate the proposed mental health treatment program. Explain if either of these individuals are

148



New Era Rehabilitation Center, Inc.
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already employed by New Era, as page 20 states that the proposal will require one additional staff
member.

e The Licensed and Alcohol and Drug Counselor is already employed at NERC.

13. Update and resubmit the Financial Worksheet (A) on page 138 of the application based on the New
Haven location only. Include the net patient service revenue for commercial insurers on line 9. The
data should reflect complete fiscal year 2016 and four years of projections. Projected outpatient
volume with CON should be grouped by service (i.e., methadone maintenance, IOP and mental health
treatment). Specify whether the number of sessions and claims will be added together.

e See Attachment

14. Pages 20 and 21 of the application lists the cost of an additional staff member at $60,000. Confirm
this amount is reflected appropriately in the updated Financial Worksheet (A).

e The cost will be $60,000.

15. Update Table 4 on page 134 of the application based on the updated Financial Worksheet (A) for the
New Haven location. Updated figures should be based on projections for FY2017 through FY2020.

Table 4
PROJECTED INCREMENTAL REVENUES AND EXPENSES

FY 2017* FY 2018 FY 2019 FY 2020
Revenue from
Operations $29,233 $127,558 $128,641 $128,641
Total Operating
Expenses $60,000 $60,000 $60,000 $60,000
Gain/Loss from
Operations ($30,767) $67,558 $68,641 $68,641

* Fill in years using those reported in the Financial Worksheet attached.

16. Update the list of services and service locations of existing providers on pages 32 and 33 of the
application based on the service area for the New Haven location only. Do any of these providers
offer methadone maintenance and mental health treatment in the same setting?

A number of these providers do offer methadone maintenance services however it is unclear if they do
so in the same setting. Please find the list of New Haven service locations below:

Connecticut Mental Health Center
Park St, New Haven, CT 06519
(203) 974-7300
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Cornell Scott - Hill Health Center

428 Columbus Ave, New Haven, CT 06519
(203) 503-3000

Open today - 8:30AM-5PM

Connection Inc
Cornerstone

282 Dwight Street

New Haven, CT 06511
Main Tel: 203-777-3216

Yale New Haven Psychiatric Hospital
Adult Intensive Outpatient

425 George Street

New Haven, CT 06511

Main Tel: 203-688-3182

Intake Tel 1: 203-688-9907

Connecticut Mental Health Center
34 Park Street

New Haven, CT 06519

Main Tel: 203-974-7300

Intake Tel 1: 203-974-7713

Continuum of Care Inc

DBA Dixwell/Newhallville CMHS
660 Winchester Avenue

New Haven, CT 06511

Main Tel: 203-776-8390

Crossroads Inc

Psychiatric OP Clinic for Adults
44 East Ramsdell Street

New Haven, CT 06515

Main Tel: 203-387-0094

17. Provide the referral sources for the New Haven substance abuse treatment program.

e The initial group of NERC substance abuse clients that become NERC mental health clients, will
most likely refer other potential clients looking for mental health services to NERC. NERC
forecasts this to account for about 80% of our referrals. The remaining 20% will be a combination
of independent therapists and agencies looking to place their clients into a more structured
higher level of treatment. However none of these relationships are formal.

18. Utilize Table A on page 4 of this correspondence to update the payer mix for the New Haven location.
The figures should be based on client and claim volume for the proposed mental health treatment
program. The total payer mix should equal the total reported in the updated Financial Worksheet (A)
for outpatient visit volume and the updated projection tables for the proposed program. Explain the
basis and the methods and calculations used to project the reported numbers.
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New Era Rehabilitation Center, Inc.

17-32150-CON

TABLE A: MENTAL HEALTH TREATMENT PROGRAM
PROJECTED PAYER MIX FOR

NEW ERA REHABILITATION CENTER, INC., BY NUMBER OF CLIENTS AND VISITS

Payer Projected Payer Mix
FY 2017 FY 2018 FY 2019 FY 2020
Client Visit Client Visit Client Visit Client Visit
% % % %
Vol. Vol. Vol. Vol. Vol. Vol. Vol. Vol.
Medicare*
Medicaid* 72 100 | 1,727 78.5 | 100 1885 79 100 1901 79 100 | 1901
CHAMPUS & 0 0 0 0 0 0 0 0 0 0 0 0
TriCare
Total 72 100 | 1,728 78.5 | 100 1885 79 100 1901 79 100 | 1901
Government
Commercial 0 0 0 0 0 0 0 0 0 0 0 0
Insurers
Self-pay 0 0 0 0 0 0 0 0 0 0 0 0
Uninsured 0 0 0 0 0 0 0 0 0 0 0 0
Workers 0 0 0 0 0 0 0 0 0 0 0 0
Compensation
Total Non- 0 0 0 0 0 0 0 0 0 0 0 0
Government
Total Payer Mix 72 100 | 1,728 78.5 | 100 1885 79 100 1901 79 100 | 1901

The data in the table assumes the following: the MH license is received in September 2017, the census increases by 5% from 359 in 2017 to 377
in 2018 then to 395 in 2019 and remains at this figure through 2020; MH patients are assumed to be 20% of the total census; MH Census: FY2017-
72; FY2018- 78.5; FY 2019- 79; FY2020- 79. Lastly, patients are assumed to have 2 MH visits per month.

If you have any questions concerning this letter, please contact Kaila Riggott at (860) 418-7037.
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Applicant Name: NEW ERA REHAB
Financial Worksheet (B)

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

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

FOR-PROFIT

LINE

Total Entity:

Description

OPERATING REVENUE

Total Gross Patient Revenue

Less: Allowances

Less: Charity Care

Alw|N| =P

Less: Other Deductions

Net Patient Service Revenue

Medicare

Medicaid

CHAMPUS & TriCare

OIN|O|O

Other

Total Government

Commercial Insurers

10

Uninsured

11

Self Pay

12

Workers Compensation

13

Other

Total Non-Government

Net Patient Service Revenue?
(Government+Non-Government)

14

|Less: Provision for Bad Debts

Net Patient Service Revenue less
provision for bad debts

Other Operating Revenue

Net Assets Released from Restrictions

TOTAL OPERATING REVENUE

OPERATING EXPENSES

Salaries and Wages

Fringe Benefits

Physicians Fees

Supplies and Drugs

Depreciation and Amortization

Provision for Bad Debts-Other®

Interest Expense

Malpractice Insurance Cost

©|o|N|o (o[ (wNd|= |l

Lease Expense

RN
o

Other Operating Expenses

TOTAL OPERATING EXPENSES

INCOME/(LOSS) FROM OPERATIONS |

NON-OPERATING INCOME |

Income before provision for income taxes|

Provision for income taxes® |

NET INCOME |

Retained Earnings, beginning of year
Retained Earnings, end of year

Principal Payments |

PROFITABILITY SUMMARY

Hospital Operating Margin

Hospital Non Operating Margin

(I =

Hospital Total Margin

m

FTEs

VOLUME STATISTICS®

Inpatient Discharges

N|—

Outpatient Visits

TOTAL VOLUME

(1)

FY 2016

Actual

FY 2017 (YTD 3/31/17)

Results

Projected

W/out CON

$0

$0

$0

$0

$0

$0

$0

$0

$0

$0

$1,568,159

$0

$0

$446,640

$0

$0

$1,568,159

$0

$0

$128,175

$0

$0

$128,175

$1,696,334

$0

$1,696,334

$0

$0

$0

$446,640

$0

$0

$34,825

$0

$0

$34,825

$481,465

$0

$481,465

$0

$0

$1,696,334

$678,014

$0

$0

$77,316

$145,247

$0

$10,811

$15,365

$157,272

$293,448

$1,377,473

$318,862 |

$0 |

$318,862 |

$127,545 |

$191,317 |

$0

$0

$0 |

18.8%

0.0%

11.3%

0]

0

0

0

$481,465

$569,999

$0

$0

$0

$0

$0

$0

$0

$0

$0

$0

$481,465 |

$0 |

$481,465 |

$192,586 |

$288,879 |

$0

$0

$0 |

100.0%

0.0%

60.0%

0|

0

0

0

(2) (3) (4) (5) (6) (7) (8) (9) (10)
FY 2017 FY 2017 FY 2017 FY 2018 FY 2018 FY 2018 FY 2019 FY 2019 FY 2019
Projected Projected Projected Projected Projected Projected Projected Projected Projected
W/out CON Incremental |With CON W/out CON Incremental With CON W/out CON Incremental With CON
$0 $0 $0 $0 $0
$0 $0 $0 $0 $0
$0 $0 $0 $0 $0
$0 $0 $0 $0 $0
$0 $0 $0 $0 $0 $0 $0 $0 $0
$0 $0 $0 $0 $0
$1,786,560.00 $29,233 $1,815,793 $1,831,224 $127,558 $1,958,782 $1,922,785 $128,641 $2,051,426
$0 $0 $0 $0 $0
$0 $0 $0 $0 $0
$1,786,560 $29,233 $1,815,793 $1,831,224 $127,558 $1,958,782 $1,922,785 $128,641 $2,051,426
$0 $0 $0 $0 $0 $0 $0
$0 $0 $0 $0 $0 $0 $0
$139,298.64 $0 $139,299 $45,781 $45,781 $48,070 $48,070
$0 $0 $0 $0 $0
$0 $0 $0 $0 $0
$139,299 $0 $139,299 $45,781 $0 $45,781 $48,070 $0 $48,070
$1,925,859 $29,233 $1,955,092 $1,877,005 $127,558 $2,004,563 $1,970,855 $128,641 $2,099,496
$0 $0 $0 $0 $0
$1,925,859 $29,233 $1,955,092 $1,877,005 $127,558 $2,004,563 $1,970,855 $128,641 $2,099,496
$0 $0 $0 $0 $0
$0 $0 $0 $0 $0
$1,925,859 $29,233 $1,955,092 $1,877,005 $127,558 $2,004,563 $1,970,855 $128,641 $2,099,496
$678,014 $60,000 $738,014 $688,185 $60,000 $748,185 $688,185 $60,000 $748,185
$0 $0 $0 $0 $0
$0 $0 $67,000 $67,000 $67,000 $67,000
$77,316 $0 $77,316 $78,862 $78,862 $80,834 $80,834
$145,247 $0 $145,247 $145,247 $145,247 $130,722 $130,722
$0 $0 $0 $0 $0 $0 $0
$10,811 $0 $10,811 $10,811 $10,811 $10,811 $10,811
$15,365 $0 $15,365 $15,365 $15,365 $15,365 $15,365
$157,272 $0 $157,272 $157,272 $157,272 $157,272 $157,272
$293,448 $0 $293,448 $322,793 $322,793 $338,932 $338,932
$1,377,473 $60,000 $1,437,473 $1,485,534 $60,000 $1,545,534 $1,489,121 $60,000 $1,549,121
| $548,386 | ($30,767)| $517,619 | $391,471 | $67,558 | $459,028 | $481,734 | $68,641 | $550,375 |
| $0 | $0 | $0 | $0 | | $0 | $0 | | $0 |
| $548,386 | ($30,767)| $517,619 | $391,471 | $67,558 | $459,028 | $481,734 | $68,641 | $550,375 |
| $219,354 | $0 | $207,048 | $156,588 | | $156,588 | $192,694 | | $220,150 |
| $329,032 | ($30,767)| $298,265 | $234,882 | $67,558 | $302,440 | $289,041 | $68,641 | $357,681 |
$0 $0 $0 $0 $0
$0 $0 $0 $0 $0
| $0 | $0 | $0 | | | $0 | | | $0 |
28.5% -105.2% 26.5% 20.9% 53.0% 22.9% 24.4% 53.4% 26.2%
0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%
17.1% -105.2% 15.3% 12.5% 53.0% 15.1% 14.7% 53.4% 17.0%
| 0| 0| 0] | | 0] | | 0|
0 0 0 0 0
0 432 432 1,885 1,885 1,901 1,901
0 432 432 0 1,885 1,885 0 1,901 1,901

(11) (12) (13)
FY 2020 FY 2020 FY 2020
Projected Projected Projected
W/out CON Incremental With CON
$0
$0
$0
$0
$0 $0 $0
$0
$1,922,785 $128,641 $2,051,426
$0
$0
$1,922,785 $128,641 $2,051,426
$0 $0
$0 $0
$48,070 $48,070
$0
$0
$48,070 $0 $48,070
$1,970,855 $128,641 $2,099,496
$0
$1,970,855 $128,641 $2,099,496
$0
$0
$1,970,855 $128,641 $2,099,496
$688,185 $60,000 $748,185
$0
$67,000 $67,000
$80,834 $80,834
$130,722 $130,722
$0 $0
$10,811 $10,811
$15,365 $15,365
$157,272 $157,272
$338,932 $338,932
$1,489,121 $60,000 $1,549,121
$481,734 | $68,641 | $550,375
| | $0
$481,734 | $68,641 | $550,375
| | $0
$481,734 | $68,641 | $550,375
$0
$0
| | $0
24.4% 53.4% 26.2%
0.0% 0.0% 0.0%
24.4% 53.4% 26.2%
I | 0
0
1,901 1,901
0 1,901 1,901

®Total amount should equal the total amount on cell line "Net Patient Revenue" Row 14.
®Provide the amount of any transaction associated with Bad Debts not related to the provision of direct services to patients. For additional information, refer to FASB, No.2011-07, July 2011.

°Provide the amount of income taxes as defined by the Internal Revenue Services for for-profit entities.

4Provide projected inpatient and/or outpatient statistics for any new services and provide actual and projected inpatient and/or outpatient statistics for any existing services which will change due to the proposal.
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FOR-PROFIT

Applicant Name: NEW ERA REHAB Please provide one year of actual results and three years of projections of Total Entity revenue, expense and volume statistics OHCAO000153
Financial Worksheet (B) without, incremental to and with the CON proposal in the following reporting format:
1) (2 3) (4) ©)] (6) @ (8) (©)] (10) (11) (12) 13)
LINE [Total Entity: FY 2016 FY 2017 (YTD 3/31/17) FY 2017 FY 2017 FY 2017 FY 2018 FY 2018 FY 2018 FY 2019 FY 2019 FY 2019 FY 2020 FY 2020 FY 2020
Actual Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected
Description Results Wi/out CON Wi/out CON Incremental  |With CON Wi/out CON Incremental With CON W/out CON Incremental With CON Wi/out CON Incremental With CON
A. OPERATING REVENUE
1 |Total Gross Patient Revenue $0 $0 $0 $0 $0 $0 $0
2 |Less: Allowances $0 $0 $0 $0 $0 $0 $0 $0
3 |Less: Charity Care $0 $0 $0 $0 $0 $0 $0 $0
4 |Less: Other Deductions $0 $0 $0 $0 $0 $0 $0 $0
Net Patient Service Revenue $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0
5 [Medicare $0 $0 $0 $0 $0 $0 $0 $0
6 [Medicaid $1,568,159 $446,640 $1,786,560.00 $29,233 $1,815,793 $1,831,224 $127,558 $1,958,782 $1,922,785 $128,641 $2,051,426 $1,922,785 $128,641 $2,051,426
7 _|CHAMPUS & TriCare $0 $0 $0 $0 $0 $0 $0 $0
8 [Other $0 $0 $0 $0 $0 $0 $0 $0
Total Government $1,568,159 $446,640 $1,786,560 $29,233 $1,815,793 $1,831,224 $127,558 $1,958,782 $1,922,785 $128,641 $2,051,426 $1,922,785 $128,641 $2,051,426
9 |Commercial Insurers $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0
10 |Uninsured $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0
11 |[Self Pay $128,175 $34,825 $139,298.64 $0 $139,299 $45,781 $45,781 $48,070 $48,070 $48,070 $48,070
12 [Workers Compensation $0 $0 $0 $0 $0 $0 $0 $0
13 |Other $0 $0 $0 $0 $0 $0 $0 $0
Total Non-Government $128,175 $34,825 $139,299 $0 $139,299 $45,781 $0 $45,781 $48,070 $0 $48,070 $48,070 $0 $48,070
Net Patient Service Revenue®
(Government+Non-Government) $1,696,334 $481,465 $1,925,859 $29,233 $1,955,092 $1,877,005 $127,558 $2,004,563 $1,970,855 $128,641 $2,099,496 $1,970,855 $128,641 $2,099,496
14 [Less: Provision for Bad Debts $0 $0 $0 $0 $0 $0 $0 $0
Net Patient Service Revenue less
provision for bad debts $1,696,334 $481,465 $1,925,859 $29,233 $1,955,092 $1,877,005 $127,558 $2,004,563 $1,970,855 $128,641 $2,099,496 $1,970,855 $128,641 $2,099,496
15 _[Other Operating Revenue $0 $0 $0 $0 $0 $0 $0 $0
17 |Net Assets Rel d from Restrictions $0 $0 $0 $0 $0 $0 $0 $0
TOTAL OPERATING REVENUE $1,696,334 $481,465 $1,925,859 $29,233 $1,955,092 $1,877,005 $127,558 $2,004,563 $1,970,855 $128,641 $2,099,496 $1,970,855 $128,641 $2,099,496
B. OPERATING EXPENSES
1 [Salaries and Wages $678,014 $569,999 $678,014 $60,000 $738,014 $688,185 $60,000 $748,185 $688,185 $60,000 $748,185 $688,185 $60,000 $748,185
2 _|Fringe Benefits $0 $0 $0 $0 $0 $0 $0 $0
3 [Physicians Fees $0 $0 $0 $0 $67,000 $67,000 $67,000 $67,000 $67,000 $67,000
4 |Supplies and Drugs $77,316 $0 $77,316 $0 $77,316 $78,862 $78,862 $80,834 $80,834 $80,834 $80,834
5 [Depreciation and Amortization $145,247 $0 $145,247 $0 $145,247 $145,247 $145,247 $130,722 $130,722 $130,722 $130,722
6 |Provision for Bad Debts-Other” $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0
7 [Interest Expense $10,811 $0 $10,811 $0 $10,811 $10,811 $10,811 $10,811 $10,811 $10,811 $10,811
8 |Malpractice Insurance Cost $15,365 $0 $15,365 $0 $15,365 $15,365 $15,365 $15,365 $15,365 $15,365 $15,365
9 [Lease Expense $157,272 $0 $157,272 $0 $157,272 $157,272 $157,272 $157,272 $157,272 $157,272 $157,272
10 |Other Operating Expenses $293,448 $0 $293,448 $0 $293,448 $322,793 $322,793 $338,932 $338,932 $338,932 $338,932
TOTAL OPERATING EXPENSES $1,377,473 $0 $1,377,473 $60,000 $1,437,473 $1,485,534 $60,000 $1,545,534 $1,489,121 $60,000 $1,549,121 $1,489,121 $60,000 $1,549,121
INCOME/(LOSS) FROM OPERATIONS | [ $318,862 | [ $481,465 | [ $548,386 | ($30,767)] $517,619 | [ $391,471 | $67,558 | $459,028 | [ $481,734 | $68,641 [ $550,375 | [ $481,734 | $68,641 | $550,375
NON-OPERATING INCOME| | [ $0 | [ $0 | [ $0 [ $0 | $0 | [ $0 | [ $0 | [ $0 [ [ $0 | [ [ [ $0
Income before provision for income taxes | [ $318,862 | [ $481,465 | [ $548,386 | ($30,767)] $517,619 | [ $391,471 | $67,558 | $459,028 | [ $481,734 | $68,641 [ $550,375 | [ $481,734 | $68,641 | $550,375
Provision for income taxes® | [ $127,545 | [ $192,586 | [ $219,354 | $0 | $207,048 | [ $156,588 | [ $156,588 | [ $192,694 | [ $220,150 | [ [ [ $0
NET INCOME ] [ $191,317 | [ $288,879 | [ $329,032 | ($30,767)] $298,265 | [ $234,882 | $67,558 | $302,440 | [ $289,041 | $68,641 [ $357,681 | [ $481,734 | $68,641 | $550,375
. [Retained Earnings, beginning of year | [ $0 | [ $0 | [ $0 | $0 | $0 | [ | [ $0 | [ | | $0 | [ | [ $0
" [Retained Earnings, end of year [ $0 | [ $0 | [ $0 | $0 | $0 | [ | | $0 | [ [ | $0 | [ [ [ $0
Principal Payments | [ $0 | [ $0 | [ $0 [ $0 | $0 | [ [ [ $0 | [ [ [ $0 | [ [ [ $0
D. PROFITABILITY SUMMARY
1 [Hospital Operating Margin 18.8% 100.0% 28.5% -105.2% 26.5% 20.9% 53.0% 22.9% 24.4% 53.4% 26.2% 24.4% 53.4% 26.2%
2 [Hospital Non Operating Margin 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%
3 [Hospital Total Margin 11.3% 60.0% 17.1% -105.2% 15.3% 12.5% 53.0% 15.1% 14.7% 53.4% 17.0% 24.4% 53.4% 26.2%
E. FTEs o] | o] | 0] 0] o] | | | o] | | | o] | | | 0
F. VOLUME STATISTICS®
1 [Inpatient Discharges 0 0 0 0 0 0 0 0
2 | Outpatient Visits 0 0 0 432 432 1,885 1,885 1,901 1,901 1,901 1,901
TOTAL VOLUME 0 0 0 432 432 0 1,885 1,885 0 1,901 1,901 0 1,901 1,901

#Total amount should equal the total amount on cell line "Net Patient Revenue" Row 14.
"Provide the amount of any transaction associated with Bad Debts not related to the provision of direct services to patients. For additional information, refer to FASB, N0.2011-07, July 2011.
°Provide the amount of income taxes as defined by the Internal Revenue Services for for-profit entities.
“Provide projected inpatient and/or outpatient statistics for any new services and provide actual and projected inpatient and/or outpatient statistics for any existing services which will change due to the proposal.
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Coordinating Care for Better
Mental, Substance-Use, and
General Health

Summary

Mental and substance-use problems and illnesses seldom occur in
isolation. They frequently accompany each other, as well as a
substantial number of general medical illnesses such as heart disease,
cancers, diabetes, and neurological illnesses. Sometimes they masquerade
as separate somatic problems. Consequently, mental, substance-
use, and general bealth problems and illnesses are frequently intertwined,
and coordination of all these types of health care is essential to
improved health outcomes, especially for chronic illnesses. Moreover,
mental and/or substance-use (M/SU) problems and illnesses frequently
affect and are addressed by education, child welfare, and other
human service systems. Improving the quality of M/SU bhealth care—
and general health care—depends upon the effective collaboration
of all mental, substance-use, general health care, and other human
service providers in coordinating the care of their patients.
However, these diverse providers often fail to detect and treat
(or refer to other providers to treat) these co-occurring problems
and also fail to collaborate in the care of these multiple health
conditions—placing their patients’ bealth and recovery in jeopardy.
Collaboration by mental, substance-use, and general health care
clinicians is especially difficult because of the multiple separations
that characterize mental and substance-use health care: (1) the
greater separation of mental and substance-use health care from
general health care; (2) the separation of mental and substance-

210
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use health care from each other; (3) society’s reliance on the education,
child welfare, and other non—health care sectors to secure M/SU
services for many children and adults; and (4) the location of
services needed by individuals with more-severe M/SU illnesses in
public-sector programs apart from private-sector health care.

This mass of disconnected care delivery arrangements requires
numerous patient interactions with different providers, organizations,
and government agencies. It also requires multiple provider “handoffs”
of patients for different services and transmittal of information to
and joint planning by all these providers, organizations, and agencies
if coordination is to occur. Overcoming these separations also is
made difficult because of legal and organizational probibitions on
clinicians’ sharing information about mental and substance-use
diagnoses, medications, and other features of clinical care, as well
as a failure to implement effective structures and processes for
linking the multiple clinicians and organizations caring for patients.
To overcome these obstacles, the committee recommends that individual
treatment providers create clinically effective linkages among mental,
substance-use, and general health care and other human service
agencies caring for these patients. Complementary actions are also
needed from government agencies, purchasers, and accrediting bodies
to promote the creation of these linkages.

To enable these actions, changes are needed as well to address
the less-evolved infrastructure for using information technology,
some unique features of the M/SU treatment workforce that also
have implication for effective care coordination, and marketplace
practices. Because these issues are of such consequence, they are
addressed separately in Chapters 6, 7, and 8, respectively.

CARE COORDINATION AND RELATED PRACTICES DEFINED

Crossing the Quality Chasm notes that the multiple clinicians and
health care organizations serving patients in the American health care sys-
tem typically fail to coordinate their care. That report further states that the
resulting gaps in care, miscommunication, and redundancy are sources of
significant patient suffering (IOM, 2001).! The Quality Chasm’s health
care quality framework addresses the need for better care coordination in

n a subsequent report, produced at the request of the U.S. Department of Health and
Human Services, the Institute of Medicine identified “care coordination” as one of 20 priority
health care areas deserving of immediate attention by all participants in American health care
(IOM, 2003a).

Copyright © National Academy of Sciences. All rights reserved.
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one of its ten rules and in another rule calls attention to the need for
provider communication and collaboration to achieve this goal:

Cooperation among clinicians. Clinicians and institutions should actively
collaborate and communicate to ensure an appropriate exchange of infor-
mation and coordination of care.

Shared knowledge and the free flow of information. Patients should have
unfettered access to their own medical information and to clinical knowl-
edge. Clinicians and patients should communicate effectively and share
information. (IOM, 2001:62)

These two rules highlight two prerequisites to coordination of care:
communication and collaboration across providers and within and across
institutions. Communication exists when each clinician or treatment pro-
vider caring for a patient shares needed treatment information with other
clinicians and providers caring for the patient. Information can be shared
verbally; manually in writing; or through information technology, such as a
shared electronic health record. Collaboration is multidimensional and re-
quires the aggregation of several behaviors, including the following:

¢ A shared understanding of goals and roles—Collaboration is en-
hanced by a shared understanding of an agreed-upon collective goal (Gittell
et al., 2000) and clarity regarding each clinician’s role. Role confusion and
role conflict are frequent barriers to interdisciplinary collaboration (Rice,
2000).

e Effective communication—Multiple studies have identified effective
communication as a key feature of collaboration (Baggs and Schmitt, 1988;
Knaus et al., 1986; Schmitt, 2001; Shortell et al., 1994). “Effective” is
defined variously as frequent, timely, understandable, accurate, and satisfy-
ing (Gittell et al., 2000; Shortell et al., 1994).

e Shared decision making—In shared decision making, problems and
strategies are openly discussed (Baggs and Schmitt, 1997; Baggs et al.,
1999; Rice, 2000; Schmitt, 2001), and consensus is often used to arrive at a
decision. Disagreements over treatment approaches and philosophies, roles
and responsibilities, and ethical questions are common in health care set-
tings. Positive ways of addressing these inevitable differences are identified
as a key component of effective caregiver collaboration (Shortell et al.,
1994).

It is important to note that, according to health services researchers,

collaboration is not a dichotomous variable, simply present or absent.
Rather, it is present to varying degrees (Schmitt, 2001).
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Collaboration also is typically characterized by necessary precursors.
Clinicians are more likely to collaborate when they perceive each other as
having the knowledge necessary for good clinical care (Baggs and Schmitt,
1997). Mutual respect and trust are necessary precursors to collaboration
as well (Baggs and Schmitt, 1988; Rice, 2000); personal respect and trust
are intertwined with respect for and trust in clinical competence.

Care coordination is the outcome of effective collaboration. Coordi-
nated care prevents drug—drug interactions and redundant care processes. It
does not waste the patient’s time or the resources of the health care system.
Moreover, it promotes accurate diagnosis and treatment because all provid-
ers receive relevant diagnostic and treatment information from all other
providers caring for a patient.

Care integration is related to care coordination. As defined by experts
in health care organization and management (Shortell et al., 2000), integra-
tion of care and services can be of three types:

o “Clinical integration is the extent to which patient care services are
coordinated across people, functions, activities, and sites over time so as to
maximize the value of services delivered to patients” (p. 129).

®  Physician (or clinician) integration is the extent to which clinicians
are economically linked to an organized delivery system, use its facilities
and services, and actively participate in its planning, management and gov-
ernance.

®  Functional integration is “the extent to which key support func-
tions and activities (such as financial management, strategic planning, hu-
man resources management, and information management) are coordinated
across operating units so as to add the greatest overall value to the system”
(p. 31). The most important of these functions and activities are human
resources deployment strategies, information technologies, and continuous
improvement processes.

Shortell et al.’s clinical integration corresponds to care coordination as
addressed in the Quality Chasm report.

In the context of co-occurring mental and substance-use problems and
illnesses, the Substance Abuse and Mental Health Services Administration
(SAMHSA) similarly identifies three levels of integration (SAMHSA,
undated):

o [Integrated treatment refers to interactions between clinicians to
address the individual needs of the client/patient, and consists of “any
mechanism by which treatment interventions for co-occurring disorders are
combined within the context of a primary treatment relationship or service
setting” (p. 61).
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o [Integrated program refers to an organizational structure that en-
sures the provision of staff or linkages with other programs to address all of
a client’s needs.

o [Integrated systems refers to an organizational structure that sup-
ports an array of programs for individuals with different needs through
funding, credentialing/licensing, data collection/reporting, needs assessment,
planning, and other system planning and operation functions.

SAMHSA’s integrated treatment corresponds to Shortell et al.’s clinical
integration; both appear to equate to coordination of care as used in the
Quality Chasm report. In this report, we use the Quality Chasm terminol-
ogy of care coordination and address the coordination of care at the level of
the patient. We do not address issues surrounding the other levels of coor-
dination or integration represented by Shortell et al.’s clinician and func-
tional integration or SAMHSA’s integrated programs and systems.

FAILED COORDINATION OF CARE FOR
CO-OCCURRING CONDITIONS

Co-Occurring Mental, Substance-Use, and
General Health Problems and Illnesses

Mental or substance-use problems and illnesses seldom occur in isola-
tion. Approximately 15-43 percent of the time they occur together (Kessler
et al., 1996; Kessler, 2004; Grant et al., 2004a,b; SAMHSA, 2004). They
also accompany a wide variety of general medical conditions (Katon, 2003;
Mertens et al., 2003), sometimes masquerade as separate somatic problems
(Katon, 2003; Kroenke, 2003), and often go undetected (Kroenke et al.,
2000; Saitz et al., 1997). As a result, individuals with M/SU problems and
illnesses have a heightened need for coordinated care.

Co-Occurring Mental and Substance-Use Problems and Illnesses

The 1990-1992 National Comorbidity Survey well documented the
high rates of co-occurring mental and substance use conditions, finding an
estimated 42.7 percent of adults aged 15-54 with an alcohol or drug “dis-
order” also having a mental disorder, and 14.7 percent of those with a
mental disorder also having an alcohol or drug disorder (Kessler et al.,
1996; Kessler 2004). These findings are reaffirmed by more recent studies.
According to the National Institute on Alcohol Abuse and Alcoholism
(NTAAA) 2001-2002 National Epidemiologic Survey on Alcohol and Re-
lated Conditions, 19.7 percent of the general adult (18 and older) U.S.
population with any substance-use disorder is estimated to have at least one
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co-occurring independent (non-substance-induced) mood disorder, and
17.7 percent to have at least one co-occurring independent anxiety disor-
der. Among respondents with a mood disorder, 20 percent had at least one
substance-use disorder, as did 15 percent of those with an anxiety disorder.
Rates of co-occurrence are higher among individuals who seek treatment
for substance-use disorders; 40.7 percent, 33.4 percent, and 33.1 percent of
those who sought treatment for an alcohol-use disorder had at least one
independent mood disorder, anxiety disorder, or other drug use disorder,
respectively. Among those seeking treatment for a drug-use disorder, 60.3
percent had at least one independent mood disorder, 42.6 percent at least
one independent anxiety disorder, and 55.2 percent a comorbid alcohol-use
disorder (Grant et al., 2004a).

Similar or higher rates of co-occurrence are found for other types of
mental problems and illnesses (Grant et al., 2004b), as well as for serious
mental illnesses generally. The 2003 National Survey on Drug Use and
Health documented that among adults aged 18 and older not living in an
institution or inpatient facility, an estimated 18 percent of those who had
used illicit drugs in the past year also had a serious mental illness.2 Over 21
percent of adults with substance “abuse” or dependence were estimated to
have a serious mental illness, and 21.3 percent of adults with such an illness
had been dependent on or “abused” alcohol or illicit drugs in the past year
(SAMHSA, 2004).

One longitudinal study of patients in both mental health and drug
treatment settings found that mental illnesses were as prevalent and serious
among individuals treated in substance-use treatment facilities as among
patients in mental health treatment facilities. Similarly, individuals served
in mental health treatment facilities had substance-use illnesses at rates and
severity comparable to those among individuals served in substance-use
treatment facilities (Havassy et al., 2004).

Co-occurrence with General Health Conditions

M/SU problems and illnesses frequently accompany a substantial num-
ber of chronic general medical illnesses, such as diabetes, heart disease, neu-
rologic illnesses, and cancers, sometimes masquerading as separate somatic
problems (Katon, 2003). Approximately one in five patients hospitalized for
a heart attack, for example, suffers from major depression, and evidence
from multiple studies is “strikingly consistent” that post-heart attack depres-

2A serious mental illness was defined for this study as a diagnosable mental, behavioral, or
emotional disorder that met criteria in the Diagnostic and Statistical Manual, fourth edition
(DSM-1V) and resulted in functional impairment that substantially interfered with or limited
one or more major life activities.
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sion significantly increases one’s risk for death: patients with depression are
about three times more likely to die from a future attack or other heart
problem (Bush et al., 2005:5). Depression and anxiety also are strongly
associated with somatic symptoms such as headache, fatigue, dizziness, and
pain, which are the leading cause of outpatient medical visits and often
medically unexplained (Kroenke, 2003). They also are more often present in
individuals with a number of medical conditions as yet not well understood,
including chronic fatigue syndrome, fibromyalgia, irritable bowel syndrome,
and nonulcer dyspepsia (Henningsen et al., 2003).

The converse also is true. Individuals with M/SU conditions often have
increased prevalence of general medical conditions such as cardiovascular
disease, high blood pressure, diabetes, arthritis, digestive disorders, and
asthma (De Alba et al., 2004; Mertens et al., 2003; Miller et al., 2003; Sokol
et al., 2004; Upshur, 2005). Persons with severe mental illnesses have much
higher rates of HIV and hepatitis C than those found in the general popula-
tion (Brunette et al., 2003; Rosenberg et al., 2001; Sullivan et al., 1999).
Moreover, specific mental or substance-use diagnoses place individuals at
higher risk for certain general medical conditions. For example, those in
treatment for schizophrenia, depression, and bipolar illness are more likely
than the general population to have asthma, chronic bronchitis, and emphy-
sema (Sokol et al., 2004). Persons with anxiety disorders have higher rates of
cardiac problems, hypertension, gastrointestinal problems, genitourinary dis-
orders, and migraine (Harter et al., 2003). Individuals with schizophrenia are
at increased risk for obesity, heart disease, diabetes, hyperlipidemia, hepatitis,
and osteoporosis (American Diabetes Association et al., 2004; Goff et al.,
2005; Green et al., 2003). And chronic heavy alcohol use is associated with
liver disease, immune system disorders, cardiovascular diseases, and diabetes
(Carlsson et al., 2000; Corrao et al., 2000; NIAAA, 2000).

Substance use, particularly injection drug use, carries a high risk of
other serious illnesses. In a large cohort study of middle-class substance-
using patients, the prevalence of hepatitis C was 27 percent in all substance
users and 76 percent in injection drug users (Abraham et al., 1999). Injec-
tion drug use accounts for about 60 percent of new cases of hepatitis C
(Alter, 1999) and remains the second most common risk behavior for ac-
quisition of HIV in the United States (CDC, 2001). Evidence of past infec-
tion with hepatitis B also is common in injection drug users (Garfein, et al.,
1996). Hepatitis C and coinfection with HIV and active hepatitis B are
associated with more-severe liver disease (Zarski et al., 1998). Alcohol use
is prevalent among HIV-infected patients (Conigliaro et al., 2003), and
accelerates cognitive impairment in HIV-associated dementia complex (Fein
et al., 1998; Tyor and Middaugh, 1999).

Given that patients with HIV infection are now living longer, the impact
of comorbid conditions in these patients, including alcohol and drug-use
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problems, has become increasingly important. Hepatitis C-related liver
injury progresses more rapidly in both HIV coinfected persons and alcohol
users. Laboratory and preliminary clinical evidence indicates that both al-
cohol use and hepatitis C can negatively affect immunologic and clinical
HIV outcomes. Furthermore, both alcohol and drug use may adversely
affect the prescription and efficacy of and adherence to HIV medications
(Moore et al., 2004; Palepu et al., 2003; Samet et al., 2004).

The co-occurrence of mental, substance-use, and general health prob-
lems and illnesses has important implications for the recovery of individu-
als with these illnesses. All of these conditions need to be to be detected
and treated; however, this often does not happen, and even when it does,
providers dealing with one condition often fail to detect and treat the co-
occurring illness and to collaborate in the coordinated care of these
patients.

Failure to Detect, Treat, and Collaborate in the
Care of Co-Occurring Illnesses

Although detection of some common mental illnesses, such as depres-
sion, has increased over the past decade, general medical providers still too
often fail to detect alcohol, drug, or mental problems and illnesses (Friedmann
et al., 2000b; Miller et al., 2003; Saitz et al., 1997, 2002). In a nationally
representative survey of general internal medicine physicians, family medi-
cine physicians, obstetrician/gynecologists, and psychiatrists, for example, 12
percent reported that they did not usually ask their new patients whether they
drank alcohol, and fewer than 20 percent used any formal screening tool to
detect problems among those who did drink (Friedmann et al., 2000Db).
Moreover, evidence indicates that general medical providers often assume
that the health complaints of patients with a prior psychiatric diagnosis are
psychologically rather than medically based (Graber et al., 2000).

Similarly, mental health and substance-use treatment providers fre-
quently do not screen, assess, or address co-occurring mental or substance-
use conditions (Friedmann et al., 2000b) or co-occurring general medical
health problems. In a survey of patients of one community mental health
center, 45 percent of respondents reported that their mental health provider
did not ask about general medical issues (Miller et al., 2003).

Evidence presented in Chapter 4 documents some of the failures of
providers to treat co-occurring conditions. Other studies have added to the
evidence that even when co-occurring M/SU conditions are known, they are
not treated (Edlund et al., 2004; Friedmann et al., 2000b, 2001). The
above-cited longitudinal study of patients with comorbid conditions at four
public residential treatment facilities for seriously mentally ill patients and
three residential treatment facilities for individuals with substance-use ill-
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nesses found no listings of co-occurring problems or illnesses in patient
charts despite the existence of significant comorbidity. “Patient charts in
the public mental health system generally include a primary psychiatric
disorder; co-occurring psychiatric or substance use disorders are not sys-
tematically included. Substance abuse treatment sites only documented sub-
stance use disorders” (Havassy et al., 2004:140). In the national survey of
primary care providers and psychiatrists described above, 18 percent of
physicians reported that they typically offered no intervention (including a
referral) to their problem-drinking patients, in part because of misplaced
concern about patients’ sensitivity on these issues (Friedmann et al., 2000b).
Nearly the same proportion (15 percent) reported that they did not inter-
vene when use of illicit drugs was detected (Friedmann et al., 2001). A
1997-1998 national survey found that among persons with probable co-
occurring mental and substance-use disorders who received treatment for
either condition, fewer than a third (28.6 percent) received treatment
for the other (Watkins et al., 2001).

Additional evidence of the failure to coordinate care is found in the
complaints of consumers of M/SU services. The President’s New Freedom
Commission reported that consumers often feel overwhelmed and bewil-
dered when they must access and integrate mental health care and related
services across multiple, disconnected providers in the public and private
sectors (New Freedom Commission on Mental Health, 2003).

These failures to detect and treat co-occurring conditions take place in
a health care system that has historically and currently separates care for
mental and substance-use problems and illnesses from each other and from
general health care, to a greater extent than is the case for other specialty
health care. Absent or poor linkages characterize these separate care deliv-
ery arrangements. Numerous demonstration projects and strategies have
been developed to better link health care for general, mental, and substance-
use health conditions and related services. These include The Robert Wood
Johnson Foundation’s Depression in Primary Care: Linking Clinical and
Systems Strategies Project (Upshur, 2005) and the MacArthur Foundation’s
RESPECT—Depression Project (Dietrich et al., 2004).

NUMEROUS, DISCONNECTED CARE DELIVERY
ARRANGEMENTS

“Every system is perfectly designed to achieve exactly the results it gets.”
(Berwick, 1998)

Organizations and providers offering treatment and services for men-
tal, substance-use, and general health care conditions typically do so through
separate care delivery arrangements:
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e Arrangements for the delivery of health care for mental and
substance-use conditions are typically separate from general health care
(financially and organizationally more so than other specialty health care
services).

e In spite of the frequent co-occurrence of M/SU problems and ill-
nesses, the delivery of health care for these conditions also typically occurs
through separate treatment providers and organizations.

e Some health care for mental and substance-use conditions and re-
lated services are delivered through governmental programs that are sepa-
rate from private insurance—requiring coordination across public and pri-
vate sectors of care.

e Non-health care sectors—education, child welfare, and juvenile
and criminal justice systems—also separately arrange for M/SU services.

Traversing these separations is made difficult by a failure to put in place
effective strategies for linking general, mental, and substance-use health
care and the other human services systems that also deliver much-needed
services for M/SU problems and illnesses; by a lack of agreement about
which entity or entities should be held accountable for coordinating care;
and by state and federal laws (and the policies and practices of some health
care organizations) that limit information sharing across providers.>

Separation of M/SU Health Care from General Health Care

Although the proportion has been declining in recent years, two-thirds
of Americans (64 percent in 2002) under the age of 65 receive health care
through private insurance offered by their or their family member’s em-
ployer (Fronstin, 2003). Over the past two decades, employers and other
group purchasers of health care (e.g., state Medicaid agencies) have increas-
ingly provided mental and substance-use health care benefits through health
insurance plans that are separate administratively and financially from the
plans through which individuals receive their general health care. These
separate M/SU health plans are informally referred to as “carved out.” In
payer carve-outs, an employer or other payer offers prospective enrollees
one or more health plans encompassing all of their covered health care
except that for mental and substance-use conditions. Covered individuals
are then enrolled in another health plan that includes a network of M/SU

3In addition, the less-evolved infrastructure for deploying information technology among
mental health and substance-use treatment providers inhibits ease of coordination (see Chap-
ter 6). Some of the unique features of the M/SU treatment workforce (e.g., the greater number
of provider types, variation in their training and focus, and their greater location in solo or
small group practices) that also contribute to this problem are addressed in Chapter 7.
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providers chosen separately by the employer/payer. In health plan carve-
outs, employees enroll in just one comprehensive health plan, and the ad-
ministrators of that plan arrange internally to have M/SU health care pro-
vided and managed through a separate vendor. Estimates of the proportion
of employees receiving M/SU health services through carve-out arrange-
ments with managed behavioral health organizations (MBHOs) vary from
36 to 66 percent, reflecting differences in targeted survey respondents (e.g.,
employers, MBHOs, or employees) and what is being measured (e.g.,
carved-out services can include utilization review or case management only,
or the provision of a full array of M/SU services) (Barry et al., 2003).

The MBHOs that provide these carve-out M/SU services arose in part
in response to financial concerns. In the 1980s, employers’ costs for behav-
ioral health services were increasing at twice the rate of medical care overall
and four times the rate of inflation. Evidence is clear that MBHOs have
been successful in reducing these costs and also in achieving greater use of
community-based care as opposed to institutionalization. They also have
been credited with playing a role in keeping costs down in the face of
broadened benefits, which has assisted in securing support for greater par-
ity of mental health benefit coverage. Moreover, MBHOs have helped move
clinicians from solo into group practices (Feldman, 2003), which, as dis-
cussed in Chapter 7, can facilitate quality improvement. Carve-out arrange-
ments can nurture recognition and support for specialized knowledge of
M/SU problems and illnesses and treatment expertise. They also can attenu-
ate problems involving the adverse selection of individuals with M/SU ill-
nesses in insurance plans (see Chapter 8).

In contrast to the clear evidence for the benefits described above, evi-
dence for the effects of carve-out arrangements on quality of care is limited
and mixed (Donohue and Frank, 2000; Grazier and Eselius, 1999;
Hutchinson and Foster, 2003). However, models of safety and errors in
health care suggest that whenever individuals are cared for by separate
organizations, functional units, or providers, discontinuities in care can
result unless the unavoidable gaps in care are anticipated, and strategies to
bridge those gaps are implemented (Cook et al., 2000). A previous Institute
of Medicine (IOM) report found that carved-out M/SU services “do not
necessarily lead to poor coordination of care. ... However the separation
of primary care and behavioral health care systems brings risks to coordina-
tion and integration. ..” (IOM, 1997:116). The President’s New Freedom
Commission on Mental Health care deemed the separation between systems
for mental and general health care so large as to constitute a “chasm” (New
Freedom Commission on Mental Health, 2003).

Several factors could help account for problems with coordinating care
in the presence of M/SU carve-outs. First, under carve-out arrangements,
primary care physicians generally are not expected to treat (and may not
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always be able to be reimbursed for treating) M/SU problems and illnesses
(Feldman et al., 2005; Upshur, 2005). The employer or other purchaser of
health insurance benefits for the individual has, by contract, specified that
general health care is to be provided by one network of providers though a
health plan covering that care, and M/SU care through a different health
plan’s network of specialty M/SU providers. This is different from the
situation with other medical problems and illnesses. For example, when a
patient seeks care for diabetes, asthma, allergies, heart problems, or other
general medical conditions, the patient’s primary care provider is allowed
to treat these illnesses and can be reimbursed for those services. When the
primary care provider and/or the patient decides that the problem requires
the attention of a specialist, the provider makes a referral or the patient self-
refers to a specialist. Use of a specialist comes about based generally on the
primary care provider’s and/or patient’s judgment. In contrast, under M/SU
carve-out arrangements, M/SU health care often is predetermined by the
employer or other group purchaser to require the attention of a specialist
and must therefore be provided by a second provider. As a result, one
method of care coordination—care by the same provider—is not available
to the patient. While not all primary care providers have the expertise and/
or desire to treat M/SU illnesses (see Chapters 4 and 7), some do, and
evidence indicates that many patients typically turn initially to their pri-
mary care provider for help with M/SU problems and illnesses (Mickus et
al., 2000).

A second obstacle to care coordination is that information about the
patient’s health problem or illness, medications, and other treatments must
now be shared across and meet the often differing privacy, confidentiality,
and additional administrative requirements imposed by the different health
plans. Consumers also are required to navigate the administrative require-
ments of both health plans.

Finally, as described in Chapter 4, the use of carve-outs poses difficul-
ties for quality measurement and improvement—including measurement
and improvement of coordination—in two ways. First, because primary
care providers cannot always be reimbursed for M/SU health care, they
sometimes provide the care but code the visit according to the patient’s
somatic complaint (for which the treatment they provide can be reim-
bursed) (Rost et al., 1994). This situation masks the true prevalence of
M/SU illnesses in primary care and impedes quality measurement and im-
provement efforts. Moreover, the existence of two parallel health plans
serving the patient creates some confusion about accountability for quality
and coordination. For example, the National Committee for Quality
Assurance’s mental and substance-use quality measures (i.e., those con-
tained in its Health Plan Employer Data and Information Set [HEDIS]
measurement set) are required to be reported by comprehensive managed

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/11470.html

OHCA000168
222 HEALTH CARE FOR MENTAL AND SUBSTANCE-USE CONDITIONS

care plans seeking accreditation, but not by MBHOs seeking accreditation.*
Also, as discussed later in this chapter, accreditation standards do not
always make clear the responsibilities for care coordination when an indi-
vidual is served by two health plans, such as a managed care plan providing
general health care and an MBHO.

Separation of Health Services for Mental and
Substance-Use Conditions from Each Other

The mental health and substance-use treatment systems evolved sepa-
rately in the United States as a result of the different historical understandings
of and responses to these illnesses described in Chapter 2. This separation
became increasingly institutionalized with the evolution of three separate
institutes of the National Institutes of Health (NIH) (the National Institute
of Mental Health [NIMH] in 1949 and National Institute on Alcohol Abuse
and Alcoholism [NIAAA] and the National Institute on Drug Abuse [NIDA]
in 1974) and separate programming and funding divisions within SAMHSA.
This separation at the federal policy level is frequently mirrored at the state
level, where separate state mental health and substance-use agencies exist
(although they are combined in some states).

The separation of service delivery that mirrors this separation of policy
making and funding does not optimally serve individuals with co-occurring
mental and substance-use illnesses. A congressionally mandated study of
the prevention and treatment of co-occurring substance-use and mental
conditions (SAMHSA, undated) found that the difficulties faced by indi-
viduals with these co-occurring conditions in receiving successful treatment
and achieving recovery are due in part to the existence of these two separate
service systems. The study notes: “Too often, when individuals with co-
occurring disorders do enter specialty care, they are likely to bounce back
and forth between the mental health and substance abuse services systems,
receiving treatment for the co-occurring disorder serially, at best” (SAMHSA,
undated:i). The study further states that this separation of public-sector
substance-use and mental health service systems is accompanied by marked
differences in “staffing resources, philosophy of treatment, funding sources,
community political factors, regulations, prior training of staff, credentials
of staff, treatment approaches, medical staff resources, assertive commu-
nity outreach capabilities, and routine types of evaluations and testing
procedures performed” (SAMHSA, undated:v). Of greatest concern, the
study found that individuals with these co-occurring conditions also may be

4Personal communication, Philip Renner, MBA, Assistant Vice President for Quality Mea-
surement, NCQA on March 22, 2005.
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excluded from mental health programs because of their substance-use con-

dition and from substance-use treatment programs because of their mental
condition (SAMHSA, undated).

Frequent Need for Individuals with Severe Mental Illnesses to Receive
Care Through a Separate Public-Sector Delivery System

Treatment for M/SU conditions also is unique in that state and local
governments manage public-sector health care systems that are separate
from the private-sector health care system for individuals with M/SU ill-
nesses. Indeed, “behavioral disorders remain essentially the only set of
health problems for which state and local governments finance and manage
a specialty treatment system. [Although] public funds pay for a large por-
tion of the costs of care for certain other disorders (such as Medicare
financing of dialysis), and public services exist for a few rare disorders such
as leprosy, ... the public mental health system is the only substantial
disorder-specific treatment system in existence today” (Hogan, 1999:106).

Because (as discussed in Chapter 3) individuals with M/SU illnesses face
greater limitations in their insurance coverage than is the case with cover-
age for other illnesses, some individuals with M/SU illnesses who start
receiving their care through private insurance must switch to public insur-
ance (Medicaid or the State Children’s Health Insurance Program [SCHIP])’
or other publicly funded programs at the state and local levels when their
private insurance is exhausted. Evidence indicates that these benefit limits
most often are reached by individuals with some of the most severe mental
illness diagnoses, including depression, bipolar disorder, and psychoses.
There is also evidence that other serious diagnoses appearing in childhood,
such as autism, are excluded from coverage under certain private health
benefit plans (Peele et al., 2002). The lesser availability of health insurance
for severe mental illnesses and for substance-use treatment also helps ex-
plain the involvement of other public sectors (i.e., child welfare and juvenile
justice) in the delivery of mental health care (as described below).

The federal Substance Abuse Prevention and Treatment (SAPT) and
Community Mental Health Services (CMHS) Block Grant programs pro-
vide funds to states help fill these gaps. SAPT and CMHS grants to states
support the planning, delivery, and evaluation of M/SU treatment services.
SAPT funds can be used for individuals regardless of the severity of their
substance-use problem or illness, while CMHS grant funds may be used
only for individuals with serious mental illnesses and children with “serious

SThe Medicaid and SCHIP programs also deliver mental health services to individuals for
whom these programs are the primary source of health insurance as a result of low income.
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emotional disturbances” (SAMHSA, undated). Some of these funds also are
given to county and other local government units to use in the planning and
delivery of care. In a number of states, major responsibility for mental
health services rests with local government, and the extent of coordination
between state and local governments is variable.

In addition, public mental health hospitals play a key role in the care
of forensic patients—those charged with crimes and being evaluated for
competence to stand trial or assume criminal responsibility, or for other
issues; those found incompetent to stand trial and being treated to restore
competence; those found not guilty by reason of insanity and being
treated; those referred for presentencing evaluation; and those sent from
prison for hospital-based treatment. In some states, these and related
categories account for more than half of all inpatient beds in public men-
tal hospitals. A growing number of people in each of these categories are
also being treated in the public (or equivalent community mental health
clinic-based) outpatient system. To a considerable extent, this is a func-
tion that the public sector has always served. But as other functions have
shrunk or been transferred to the private sector (e.g., acute care in many
states), forensic functions have come to account for a larger percentage of
the public system.

Involvement of Non-Health Care Sectors in M/SU Health Care

M/SU problems and illnesses often are detected (sometimes for the
first time) by agencies or organizations that are not part of the traditional
health care sector, such as schools, employers, or the welfare and justice
systems. These organizations often refer, arrange for, support, monitor,
and sometimes deliver M/SU health services. School mental health ser-
vices and the child welfare and juvenile justice systems provide access to
mental health services for the majority of children (DHHS, 1999). The
criminal justice system also plays a role in securing M/SU services for
some adults. In the private sector, employee assistance programs play a
key role in the identification, referral, and provision of services to indi-
viduals with M/SU problems and illnesses. Moreover, many other publicly
funded entities, such as housing programs, programs for individuals who
are homeless, income maintenance programs, and employment programs,
provide services that are essential to the recovery of many individuals
with severe and chronic M/SU illnesses. The involvement of this array of
human service providers generally not considered to be part of the health
care sector necessitates additional levels of care coordination. This coor-
dination must be effected despite the inevitable difficulties of work-
ing with multiple bureaucracies and in systems with differing priorities,
knowledge bases, and practices.
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Schools

Most children and adolescents who receive health care for mental con-
ditions receive that care through their schools, not from primary medical or
specialty mental health care providers (Kessler et al., 2001). The approaches
used by schools to deliver M/SU health care services are highly variable,
ranging from (1) class-room based, teacher-implemented programs; to (2)
multifaceted, schoolwide programs that employ multiple strategies, such as
modification of school policies, classroom management strategies, curricu-
lum changes, and facilitation of parent—school communications; to (3)
therapy provided to an individual student, group, or family; to (4) other
strategies, such as parent training and education, case management, and
consultation. Some of these approaches are prevention-oriented, while oth-
ers are designed to treat individuals with identified psychopathology. Ser-
vice modality, intensity, and duration also vary according to individual
needs (Rones and Hoagwood, 2000). Some programs rely primarily or
exclusively on school-supported mental health professionals (e.g., school
social workers, guidance counselors, school nurses), while others have vary-
ing degrees of linkage with community mental health agencies and provid-
ers (e.g., clinical psychologists, social workers, psychiatrists) who either
provide the mental health services exclusively in the school or partner with
school staff. In some cases, mental health providers from the school and/or
community work on-site in school-based health centers in partnership with
primary care providers (Weist et al., 20035).

A review of research on such school-based mental health services pub-
lished between 1985 and 1999 found that although evidence exists for the
effectiveness of a subset of strong programs across a range of emotional and
behavioral problems, most school-based programs have no evidence to
support their impact, and no programs are targeted to specific clinical
syndromes such as anxiety, attention deficit hyperactivity disorder (ADHD),
and depression. This same study also found that precisely what is provided
by schools under the rubric of mental health services is largely unknown, as
is whether those services are effective (Rones and Hoagwood, 2000).

To learn more about school-based mental health services, SAMHSA
and Abt Associates recently conducted a national survey aimed at providing
information on mental health services delivered in U.S. public schools,
including:

e The types of mental health problems/issues encountered most fre-
quently in the school setting.

e The types of mental health services delivered, and models and ar-
rangements for their delivery in public elementary, middle, and secondary
schools.
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e Barriers to the provision and coordination of mental health services
in school settings.

e  The numbers, availability, and qualifications of mental health staff
in public schools.

The final report is to be released during fall 2005.¢

Experts on school-based mental health services note that (1) schools
should not be viewed as responsible for meeting all the mental health needs
of their students (in some cases they are already overburdened with de-
mands that should be addressed elsewhere); and (2) connections between
school-based mental health services and substance-use treatment services
are nonexistent or tenuous (Weist et al., 20035). These two factors, plus the
need to coordinate M/SU services with general health care, impose respon-
sibilities on school-based M/SU providers to collaborate with other spe-
cialty and general health care providers serving the student, and for the
other specialty and general health care providers to do the same.

Child Welfare Services

Almost half (47.9 percent) of a nationally representative, random sample
of children aged 2-14 who were investigated by child welfare services in
1999-2000 had a clinically significant need for mental health care (Burns et
al., 2004). Even higher rates have been observed in children placed in foster
care arrangements (Landsverk, 2005). This is not surprising given that the
circumstances of children who are the subject of reports of maltreatment and
investigated by child welfare services are characterized by the presence of
known risk factors for the development of emotional and behavioral prob-
lems, including abuse, neglect, poverty, domestic violence, and parental sub-
stance abuse (Burns et al., 2004). Moreover, substantial rates of substance use
among adolescents in child welfare have been detected (Aarons et al., 2001).

Ensuring the well-being of children is typically considered part of the
mandate of child welfare services, and the children served by these agencies
also have very high rates of use of mental health services. However, the first
nationally representative study examining the well-being of children and
families that came to the attention of child welfare services (the National
Survey of Child and Adolescent Well-Being [NSCAW]) found that three of
four youths in child welfare who met a stringent criterion of need did not
receive mental health care within 12 months of a child abuse and neglect
investigation (Landsverk, 20035). States have traditionally used Medicaid to
provide medical, developmental, and mental health services to children in

6Personal communication, Judith L. Teich, ACSW, Health Policy Analyst. Center for Mental
Health ServicessSAMHSA on July 15 and October 10, 2005.
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foster care;” however, use of this resource requires that child welfare ser-
vices first identify children in need of such services. Analysis of the NSCAW
data found that although 94 percent of counties participating in the survey
assessed all children entering foster care for physical health problems, only
47.8 percent had policies for assessing mental health problems (Leslie et al.,
2003). Data from the NSCAW also indicate that underutilization of needed
services can be alleviated when there is strong coordination between local
child welfare and public mental health agencies (Hurlburt et al., 2004).

Justice Systems

Criminal justice system The proportion of U.S. citizens incarcerated has
been increasing annually—from a rate of 601 persons in custody per
100,000 U.S. residents in 1995 to 715 persons in custody per 100,000
residents in 2003. As of mid-2003, the nation’s prisons and jails® held
2,078,570 persons—one in every 140 U.S. residents (Harrison and Karberg,
2004). Corrections facilities increasingly must attend to M/SU treatment
because of this growth in the proportion of the U.S. population that is
incarcerated and the requirement that prisons and jails provide treatment
to inmates with medical needs (Haney and Specter, 2003).

A rigorous epidemiologic study of the prevalence of mental and
substance-use illnesses in correctional settings has not been undertaken.’
According to the U.S. Bureau of Justice, however, approximately 16 per-
cent of all persons in jails and state prisons reported having either a mental
“condition” or an overnight stay in a psychiatric facility, as did 7 percent of
those in federal prisons (Ditton, 1999). Consistent with the evidence in
Chapter 3 indicating that those with mental illnesses are responsible for a
small share of violence in society, this rate is not much higher than that
among the U.S. population overall (13 percent of those over age 18 re-
ported receiving mental health treatment in an inpatient or outpatient set-
ting in 20031%) (SAMHSA, 2004). Also consistent with the evidence in

7Little information is available about the need for and use of mental health services for
children whose families receive in-home services from the child welfare system (Landsverk,
200S5).

8In general, prisons and jails differ by the inmates’ length of sentence. Prisons hold those
convicted of felonies and serving sentences longer than a year, while jails hold those awaiting
adjudication, convicted of misdemeanors, and serving sentences of a year or less. Prisons are
operated by the state; jails by counties and other localities (Wolff, 2004).

9A more rigorous epidemiologic study of the prevalence of mental and substance use ill-
nesses in correctional settings, modeled on the prevalence studies of the general population in
the United States (Kessler et al., 2001) and the correctional and general populations in the
United Kingdom, has been called for (Wolff, 2004).

10This figure does not include treatment solely for substance use.
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Chapter 3, substance use plays a larger role in incarceration. Over half of
inmates in state prisons and local jails were under the influence of alcohol
or other drugs at the time of their offense, as were 33 to 46 percent of
federal prison inmates (Ditton, 1999). In an average year, moreover, ap-
proximately one-third of new admissions to prisons result from a violation
of parole conditions, nearly 16 percent of which are for some type of drug-
related violation, such as a positive test for drug use or possession of drugs
(Hughes et al., 2001). Although the majority of prisons and jails screen,
assess, and provide treatment for mental illnesses, far fewer prisoners re-
ceive treatment for their substance-use problems and illnesses. When they
do, detoxification and self-help group/peer support counseling are most
commonly provided (Wolff, 2004).

The police and courts also interact with systems providing treatment
for M/SU illnesses as they exercise their judgment and license to divert
individuals with such illnesses from criminal processing (Metzner, 2002).
As discussed in Chapter 3, courts increasingly influence the receipt of treat-
ment for M/SU illnesses through the use of specialty drug and mental health
courts. Defendants in these courts have the option of treatment or incar-
ceration. If they choose treatment, they may forgo criminal processing
altogether, or undergo criminal processing but forgo sentencing. The court
supervises compliance with treatment. Police also influence treatment; as
the gatekeepers for the criminal justice process, they are charged with deter-
mining whether to “socialize, medicalize, or criminalize” the event. And
probation and parole officers influence treatment in exercising their over-
sight over compliance with terms of probation and parole. All of these
actors’ decisions are influenced by their personal understanding of these
issues, the culture of their agency, and their localities’ enforcement policies
and social norms (Wolff, 2004).

Appropriate decision making about diverting or prosecuting, exercising
coercion into treatment in a way that preserves patient-centered care (see
Chapter 3), and fulfilling the right of incarcerated persons to medical treat-
ment requires policies and practices that reflect an understanding of M/SU
problems and illnesses and their effective treatment, as well as knowledge
of the availability of treatment in the local community. However, indi-
vidual agents of the judicial system vary in their training on these issues,
and the policies and practices of each locality vary according to local norms
and the public’s beliefs about M/SU illnesses!! (Wolff, 2004). As a result,
coordination with specialty M/SU providers, organizations, and systems is
essential to the development of evidence-based criminal justice policies and

HSince the chief prosecutor in each jurisdiction is typically elected, the public’s perception
of M/SU illnesses and dangerousness, for example (see Chapter 3), even if erroneous, may
shape policies and practices (Wolff, 2004).
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practices and to the delivery of effective care to individuals in the criminal
justice system.

However, numerous and sizable obstacles to coordination between
M/SU health care and criminal justice systems have been documented. Several
actions that are consistent with the Quality Chasm framework for redesign-
ing health care have been recommended to overcome these obstacles. These
include using performance measures of the coordination between M/SU
health care and criminal justice systems at the system, agency, program,
and individual levels; providing combined, interdisciplinary training in
collaboration and coordination for personnel from both types of agencies
and programs; incentivizing coordination through promotion, salary, and
budget decisions; providing education and decision support to prosecutors
and judges; and using information systems to facilitate the communication
of information essential to responding appropriately to each individual
(Wolff, 2004).

Juvenile justice system Primary components of the juvenile justice system
include intake, detention centers, probation services, secure residential fa-
cilities, and aftercare programs (Cocozza, 2004). Although research on the
prevalence and nature of M/SU illnesses in juvenile justice systems is lim-
ited (Cocozza, 2004), between 60 and 75 percent of youths in these systems
are estimated to have a diagnosable mental health “disorder” (Cocozza
2004; Teplin et al., 2002; Wierson et al., 1992), and 20 percent are conser-
vatively estimated to have a severe mental illness (Cocozza and Skowyra,
2000). Rates of co-occurring substance-use illnesses also are high (Cocozza,
2004; Grisso, 2004).

Moreover, in a 2003 survey of all (698) secure juvenile detention facili-
ties in the United States,'? two-thirds of the facilities reported holding
youths (prior to, after, or absent any pending adjudication) because they
were awaiting community mental health services. Further, like youths who
are not abused or neglected but are placed in child welfare solely to obtain
mental health services (discussed in Chapter 1), children who are not guilty
of any offence are similarly placed in local juvenile justice systems and
incarcerated solely to obtain mental health services not otherwise available.
Although no formal counting and tracking of such children takes place,
juvenile justice officials in 33 counties in the 17 states with the largest
populations of children under age 18 estimated that approximately 9,000
such children entered their juvenile justice systems under these circum-
stances in 2001. County juvenile justice officials’ estimates ranged from
zero to 1,750, with a median of 140. Nationwide the number of children

12Response rate of 75 percent.

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/11470.html

OHCA000176
230 HEALTH CARE FOR MENTAL AND SUBSTANCE-USE CONDITIONS

placed in juvenile justice systems is likely to be higher; 11 states reported to
the Government Accountability Office (GAO) that they could not provide
estimates even though they were aware that such placements occur (GAO,
2003).

Although the vast majority of juvenile justice facilities report providing
some type of mental health service (Goldstrom et al., 2001), “numerous
investigations suggest that many youth in the juvenile justice system do not
receive needed mental health services and that available services are insuffi-
cient and inadequate.” Most existing programs have not been evaluated,
and some of the most popular and widely implemented programs have no
evidence to support them and may actually be harmful. Juvenile justice
systems, however, lack the training, service, and expertise to respond more
effectively (Cocozza, 2004). Because many youths are in juvenile justice
systems for relatively minor, nonviolent offenses, there also is a growing
sentiment that whenever possible, youths with serious mental illnesses
should be diverted from those systems. However, the limited amount of
research on the efficacy of juvenile diversion programs has yielded mixed
results. To achieve appropriate diversion and the provision of evidence-
based care to children and youths in juvenile justice, coordination is crucial:
“Almost every study and report that has focused on youth with mental
health disorders who come in contact with the juvenile justice system has
arrived at the same conclusion—that collaboration between mental health
and juvenile justice (and other systems such as child welfare and education
as well) at every level and at every stage is critical to any progress. The
problem cannot be solved by any single agency” (Cocozza, 2004:35).

Employee Assistance Programs

An increasing number of individuals are covered by employee assis-
tance programs (EAPs). An estimated 66.5 million employees were enrolled
in such programs in 2000—a 245 percent increase since 1994 and a 13
percent increase over the year before (Fox et al., 2000). EAPs offered by
employers!3 to their employees (and frequently employees’ family mem-
bers) vary in structure, types and qualifications of personnel, scope and
length of services provided, location, and relationship to health plans pro-
viding M/SU and general health care services to the same employees. Al-
though EAPs began as occupational programs to address alcohol-related
problems in the workplace, they now typically offer consultation with per-
sonnel in identifying and resolving other job performance issues, and pro-

13Qther organizations, such as labor organizations, unions, and professional associations,
also sponsor EAPs.
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vide further assessment, referral, and follow-up services. Additional ser-
vices offered include assistance to employees experiencing stressful events,
wellness training, assistance with work/life issues, legal assistance, and fi-
nancial services. EAPs sometimes have a formal relationship with the M/SU
services offered by a health plan and/or serve as a required gateway to
M/SU services (Masi et al., 2004). Thus, an EAP’s caseload can include
individuals with severe M/SU problems and illnesses (Masi, 2004). EAPs
are distinct in that their services are typically brief (an average of six coun-
seling sessions) and often are provided via telephone or the Internet by a
provider in a different location—perhaps several states away—and with
round-the-clock access (Masi, 2004).

Linkages with Community and Other Human Services Resources

Individuals with M/SU problems and illnesses sometimes require addi-
tional services from a variety of community resources, such as self-help and
support programs for individuals with specific diseases, housing services,
income maintenance programs, and employment services, that are essential
to the recovery of many individuals with severe and chronic M/SU illnesses.
Appendix C contains a description of an array of such support services
provided by the Veterans Health Administration to veterans with severe
M/SU illnesses.

Discharge planning units or similar staff within inpatient facilities, as
well as case management staff within outpatient treatment settings or pro-
grams, must assess patients for the need for these services, establish referral
arrangements, and coordinate the services with the human service agencies
providing them. Such coordination of care across inpatient and outpatient
providers is essential to ensure timely access to these services. When dis-
charge planning or outpatient care fails to ensure speedy access to these
services and continuity of care within the community, patients are at risk
for failure to implement their treatment plans, homelessness, incarceration,
or other adverse outcomes.

Unclear Accountability for Coordination

Because patients receive care from multiple providers and delivery sys-
tems, there often is an unclear point (or points) of accountability for pa-
tients’ treatment outcomes. When organizations or providers are reimbursed
separately for the services they provide, each may perceive no responsibility
for the services delivered by others and, as a result, for any patient out-
comes likely to be affected by those services. Unless providers’ accountabil-
ity for sharing information or collaborating with other providers is explic-
itly identified in their agreements with purchasers, they may reasonably
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believe that those other providers have primary responsibility for initiating
and maintaining ongoing communication and collaboration.

Moreover, the concept of collaboration has not been clearly defined
(Schmitt, 2001). Thus, when providers do accept responsibility for collabo-
rating with other providers, what constitutes “collaboration” is left to their
own interpretation based on historical local practice patterns and limita-
tions imposed by their current workload. This unclear accountability has
been acknowledged and addressed in a conceptual model for coordinated
care delivery developed by the National Association of State Mental Health
Program Directors and the National Association of State Alcohol and Drug
Abuse Directors. This model articulates a vision of coordinated care involv-
ing primary, mental health, substance-use, and other health and human
service providers who share responsibility for delivering care to the full
population in need of M/SU health care depending upon the predominance
of medical, mental, or substance-use symptoms (SAMHSA, undated).

DIFFICULTIES IN INFORMATION SHARING

The sharing of patient information across providers treating the same
patient so that care can be coordinated is widely acknowledged as necessary
to effective and appropriate care. This need was acknowledged most re-
cently in regulations governing the privacy of individually identifiable health
information under the authority of the Health Insurance Portability and
Accountability Act (HIPAA) of 1996. HIPAA’s implementing regulations
generally permit health care organizations to release—without requiring
patient consent—individually identifiable information (except psycho-
therapy notes) about the patient to another provider or organization for
treatment purposes.!*

However, the HIPAA regulations are superseded by other federal and
state statutory and regulatory provisions that may make it difficult for
different providers or treatment organizations to share information. First,
HIPAA itself (Section 264 (c)(2)) requires that regulations promulgated to
implement its privacy provisions not supersede any contrary provisions of
state law that impose more stringent requirements, standards, or implemen-
tation specifications pertaining to patient privacy. Each of the 50 states
(and the District of Columbia) has a number of statutes governing the
confidentiality of medical records, and specifically governing aspects of
mental health records. Many of these statutes are more stringent than the
HIPAA requirements, and the variation among them is great (see Appendix
B for a detailed discussion of federal and state laws regarding confidential-

1445 CFR Part 164, Subpart E, § 164.502.
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ity and the release of health care information pertaining to mental and
substance-use conditions).

Second, regulations implementing HIPAA also permit health care organi-
zations to implement their own patient consent policies for the release of
patient information to other treating providers.!> As a result, health care
organizations may adopt even more stringent privacy protections that require
participating providers to adhere to additional procedures before sharing
patient information with other treatment providers or organizations.

Moreover, separate federal laws govern the release of information per-
taining to an individual’s treatment for drug or alcohol use. These laws do
not permit sharing of records related to substance-use treatment or rehabili-
tation by organizations operated, regulated, or funded by the federal gov-
ernment without the patient’s consent, except within a program or with an
entity with administrative control over the program, between a program
and organizations that provide support services such as billing and data
processing, or in case of a “bona fide medical emergency.” These federal
laws are also superseded by any state laws that are more stringent (see
Appendix B). The preamble to the HIPAA privacy regulations also recog-
nizes the constraints of the substance-use confidentiality law and states that
wherever one is more protective of privacy than the other, the more restric-
tive should govern (65 Fed. Reg. 82462, 82482-82483).

The bottom line is that clinicians providing treatment to individuals
with M/SU illnesses must comply with multiple sets of rules governing the
release of information: one prescribed federally and pertaining to informa-
tion on treatment for alcohol or drug problems, state laws that pertain to
information on health care for mental and substance-use conditions (de-
pending upon whether they are more stringent than the federal rules), and
other policies prescribed by the organization or multiple organizations un-
der whose auspices patient care is provided.

STRUCTURES AND PROCESSES FOR COLLABORATION THAT
CAN PROMOTE COORDINATED CARE

Because of the complexities described above, strategies to improve co-
ordination of care need to be multidimensional (Gilbody et al., 2003; Pincus
et al., 2003). A systematic review of studies of organizational and educa-
tional interventions to improve the management of depression in primary
care settings found that initiatives with the most multidimensional ap-
proaches generally achieved positive results in their primary outcomes
(Gilbody et al., 2003). Components of multidimensional strategies to im-

1545 CFR Part 164 Subpart E § 164.506(b).
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prove care coordination that can be used by providers and health care
organizations at the locus of care include (1) screening for co-occurring
conditions; (2) making a formal determination to either treat, or refer for
treatment of, co-occurring conditions; (3) implementing more effective
mechanisms for linking providers of different services to enable joint plan-
ning and coordinated treatment; and (4) providing organizational supports
for collaboration between clinicians on- and off-site. Purchasers and quality
oversight organizations can create incentives for providers to employ these
strategies through their funding and accountability mechanisms and by
exercising leadership within their spheres of influence.

Health Care Provider and Organization Strategies

Screening

Because of the high rates of comorbidity described above—especially
among those seeking treatment—screening to detect the presence of co-
morbid conditions is a necessary first step in care coordination. Screening
enables a service provider to determine whether an individual with a
substance-use problem or illness shows signs of a mental health problem or
illness, and vice versa. If a potential problem is identified, a more detailed
assessment is undertaken. Routine screening has been shown to improve
rates of accurate mental health and substance-use diagnosis (Pignone et al.,
2002; Williams et al., 2002).

The above-mentioned congressionally mandated study of the preven-
tion and treatment of co-occurring substance-use and mental conditions
(SAMHSA, undated) identified screening as critical to the successful treat-
ment of comorbid conditions. Similarly, because of the high prevalence of
emotional and behavioral problems among children served by child welfare
services, screening has been recommended for children in the child welfare
system overall (Burns et al., 2004) and especially for those placed in foster
care (American Academy of Child & Adolescent Psychiatry and Child Wel-
fare League of America, 2003). The U.S. Preventive Services Task Force
also has recommended two types of screening in primary care settings:

e Screening for alcohol misuse by adults, including pregnant women,
along with behavioral counseling interventions.

e Screening for depression in adults in clinical practices that have
systems in place to ensure accurate diagnosis, effective treatment, and
follow-up (AHRQ, 2002-2003).

The U.S. Preventive Services Task Force has not addressed the issue of
screening for comorbid mental or substance-use conditions among indi-

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/11470.html

OHCA000181
COORDINATING CARE 235

viduals presenting with either condition. To facilitate the adoption of screen-
ing and treatment for comorbid mental and substance-use illnesses, the task
force could include among its recommended guidelines screening for a co-
occurring mental or substance-use problem at the time of an individual’s
initial presentation with either condition.

As discussed earlier, however, when screening is done, it often is not
performed effectively (Friedmann et al., 2000b; Saitz et al., 2002). Effec-
tiveness can be increased by use of any of a broad range of available and
reliable instruments for screening for mental illnesses and co-occurring
substance-use problems and illnesses (NTAAA, 2002; Pignone et al., 2002;
Williams et al., 2002). An example is the Patient Health Questionnaire, a
self-administered instrument designed to screen for depression, anxiety dis-
orders, alcohol abuse, and somatiform and eating disorders in primary care
(Spitzer et al., 1999). Other very brief, single-question screens have been
evaluated for use in screening for alcohol-use problems (Canagasaby and
Vinson, 2005). NTAAA has developed a single question (one for men
and one for women) for screening for alcohol-use problems in primary care
and other settings (NTAAA, 2005).

Anticipation of Comorbidity and Formal Determination to Treat or Refer

Again because of the high prevalence of co-occurring conditions, espe-
cially among individuals seeking treatment, the congressionally mandated
study of the prevention and treatment of co-occurring substance-use and
mental conditions (SAMHSA, undated) stated that individuals with co-
occurring disorders should be the expectation, not the exception, in the
substance-use and mental health treatment systems. SAMHSA and others
have concluded that substance-use treatment providers should expect and
be prepared to treat patients with mental illnesses, and similarly that mental
health care providers should be prepared to treat patients with substantial
past and current drug problems (Havassy et al., 2004; SAMHSA, undated).
In its report to Congress, SAMHSA stated that one of the principles for
effective treatment of co-occurring disorders is that “any door is the right
door”; that is, people with co-occurring disorders should be able to receive
or be referred to appropriate services whenever they enter any agency for
mental health or substance-use treatment.

This same principle is applicable to general health problems and ill-
nesses as well. A review of innovative state practices for treating comorbid
M/SU conditions found that agency staff expected their clients to present
with co-occurring general health problems. They screened and assessed for
related conditions, including HIV/AIDS, physical and sexual abuse, brain
disorders, and physical disabilities. Staff were cross-trained in both mental
health and substance-use disciplines (although they did not work outside of
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their primary discipline) (NASMHPD and NASADAD, 2002). The congres-
sionally mandated study also stated that with training and other supports,
primary care settings can undertake diagnosis and treatment of these inter-
related disorders (SAMHSA, undated). Alternatively, use of a systematic
approach to referral to and consultation with a mental health specialist is
often used in model programs for better care (Pincus et al., 2003).

Linking Mechanisms to Foster Collaborative Planning and Treatment

As discussed at the beginning of this chapter, the simple sharing of
information, by itself, is insufficient to achieve care coordination. Care
coordination is the result of collaboration, which exists when the sharing of
information is accompanied by joint determination of treatment plans and
goals for recovery, as well as the ongoing communication of changes in
patient status and modification of treatment plans. Such collaboration re-
quires structures and processes that enable, support, and promote it (IOM,
2004a).

Not surprisingly, available evidence indicates that referrals alone do
not lead to collaboration or coordinated care (Friedmann et al., 2000a).
Stronger approaches are needed to establish effective linkages among pri-
mary care, specialty mental health and substance-use treatment services,
and other care systems that are involved in the delivery of M/SU treatment.
These stronger linkage mechanisms vary in form and are theorized to exist
along a continuum of efficacy. The extremes range from the ad hoc pur-
chase of services from separate providers to on-site programs (see Figure 5-1)
(D’Aunno, 1997; Friedmann et al., 2000a). Linkage mechanisms toward
the right of the continuum are theorized to be stronger because they lower
barriers or causes of “friction” (e.g., problems in identifying willing provid-
ers, clients’ personal disorganization, and lack of transportation'®) that
prevent patients from receiving services.

Lowest Certainty of Service Delivery Highest
d '
« »
Informal Referral Contractual Joint Program Case Management/ On Site
Ad Hoc Agreement Arrangement or Venture Transportation Program

FIGURE 5-1 The continuum of linkage mechanisms.
SOURCE: Friedmann et al., 2000a. Reprinted, with permission, from Health Services
Research, June 2000. Copyright 2000 by the Health Research and Educational Trust.

Approaches whose effectiveness in securing collaboration has some
conceptual and/or empirical support include collocation and clinical inte-
gration of services, use of a shared patient record, case (or care) manage-

L6These are in addition to the problems in insurance coverage discussed in Chapter 3.
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ment, and formal agreements with external providers. Evidence to date also
indicates that some of these approaches are more effective than others.
Moreover, their successful implementation requires leadership within an
organization, facilitating structures and processes within treatment settings,
and often redesigned professional roles and training in these new roles.

Collocation and clinical integration of services Physical proximity of
would-be collaborators facilitates collaboration (IOM, 2004a). This point
is exemplified by the multiple studies of mental or substance-use health
care showing that same-site delivery of both types of care or primary care
is more effective in identifying comorbid conditions (Weisner et al., 2001),
effectively links clients to the collocated services (Druss et al., 2001; Samet
et al., 2001), and can improve treatment outcomes (Unutzer et al., 2001;
Weisner et al., 2001). In a 1995 study of a nationally representative sample
of all outpatient drug-use treatment units, same-site delivery of services
was more effective than formal arrangements with external providers, re-
ferral agreements, or case management in ensuring that patients would
utilize necessary services (a first step in collaborative care) (Friedmann et
al., 2000a). For these reasons, the collocation of multiple services (mental,
substance-use, and/or general health) at the same site is a frequently cited
feature of many care collaboration programs. The congressionally man-
dated study of prevention and treatment of co-occurring substance-use and
mental conditions (SAMHSA, undated) highlighted “integrated treatment”
as an evidence-based approach for co-occurring disorders, defined, in part,
as services delivered “in one setting.” The report noted that such integrated
treatment programs can take place in either the mental or substance-use
treatment setting, but require that treatment and service for both condi-
tions be delivered by appropriately trained staff “within the same setting.”

Others have noted the benefits of integrating behavioral health special-
ists into primary settings, as well as the reciprocal strategy of including
primary care providers at locations that deliver care to individuals with
severe mental and substance-use illnesses. This type of collocation facili-
tates patient follow-through on a referrals, allows for face-to-face verbal
communication in addition to or as an alternative to communicating in
writing, and allows for informal sharing of the views of different disciplines
and easy exchange of expertise (Pincus, 2003).

Such opportunities for face-to-face communication are important be-
cause multiple studies identify effective communication as a key feature of
collaboration (Baggs and Schmitt, 1988; Knaus et al., 1986; Schmitt, 2001;
Shortell et al., 1994). “Effective” communication is described as frequent
and timely (Gittell et al., 2000; Shortell et al., 1994),17 and is characterized

17As well as accurate, understandable, and satisfying.
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by discussion with contributions by all parties, active listening, openness, a
willingness to consider other ideas and ask for opinions, questioning (Baggs
and Schmitt, 1997; Shortell et al., 1994), and the free flow of information
among participants. This type of communication is less easily achieved
through electronic, mail, and telephone communications. Nonetheless, when
physical integration of services is not feasible, other efforts to promote effec-
tive collaboration (i.e., communication between providers by indirect means
such as shared patient records or use of a case manager) may yield benefits.

Shared patient records Coordination of care provided by different pro-
viders can also be facilitated by shared patient records and documentation
practices that promote interdisciplinary information exchange. Electronic
health records (EHRs) are supported as an important mechanism for shar-
ing such information and have been highlighted as one of the essential
components of the developing National Health Information Infrastructure
(NHII). EHRs allow (1) the longitudinal collection of electronic informa-
tion pertaining to an individual’s health and health care; (2) immediate
electronic access—by authorized users only—to person- and population-
level information; (3) provision of knowledge and decision support to en-
hance the quality, safety, and efficiency of patient care; and (4) support for
efficient processes of health care delivery (IOM, 2003b). Although still in a
minority, hospitals and ambulatory practices are increasingly investing in
EHRs; these investments typically are being made by larger facilities, creat-
ing what is referred to as the “adoption gap” between large and small
organizations (Brailer and Terasawa, 2003). Although sharing of patient
information maintained in paper-based records can still take place, the
capture and storage of patient information electronically is endorsed as a
more thorough and efficient mechanism for timely access to needed infor-
mation by the many providers serving a patient.

Case (care) management Case (or care) management refers to varying com-
binations of actions performed by a designated individual® (i.e., case man-
ager) to arrange for, coordinate, and monitor health, psychological, and
social services important to an individual’s recovery from illness and the
effects of these services on the patient’s health. Although the services en-
compassed by case management often vary by the severity of the illness,
the needs of the individual, and the specific model of case management

18ve distinguish in this section between case management, provided by an additional
resource person working with both the patient and the involved clinicians, and disease man-
agement programs. The latter often involve transfer of the overall medical and related health
care management of a patient’s specific disease to a separate organization or program, fre-
quently through a contract. Disease management programs can also offer case management
services by an individual as a part of their approach to disease management.
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employed (Gilbody et al., 2003; Marshall et al., 2004), typical activities
include assessment of the patient’s need for supportive services; individual
care planning, referral, and connection of the patient with other necessary
services and supports; ongoing monitoring of the patients’ care plan; advo-
cacy; and monitoring of the patient’s symptoms.

Although systematic reviews of the effectiveness of case management
for individuals with serious mental illnesses have been conducted with
different review strategies and produced conflicting findings (Marshall et
al., 2004; Ziguras and Stuart, 2000) (perhaps in part because of the large
number of different models of case management [Zwarenstein et al., 2000]),
the approach continues to be a common component of many mental health
treatment services for individuals with other than mild mental illnesses. A
systematic review of studies of organizational and educational interven-
tions to improve the management of depression in primary care settings
found that although most initiatives used multiples strategies, case manage-
ment was one of two approaches used most often in projects achieving
positive outcomes and health-related quality of life!® (Gilbody et al., 2003).
More recently, within The Robert Wood Johnson Foundation’s national
program for depression treatment in primary care, all eight demonstration
sites independently designed their interventions to incorporate case man-
agement, often with expanded roles for case managers that include ensuring
that treatment guidelines and protocols are followed and that a depression
registry is used by clinicians. Case managers also serve as intermediaries
between patients’ primary care providers and mental health specialists
(Anonymous, 2004; Rollman et al., 2003). Case management is an essential
element as well of the MacArthur Foundation’s RESPECT—Depression
Project for improving the treatment of depression in primary care, and of
disease management programs such The John A. Hartford Foundation and
California Health Care Foundation’s Project IMPACT program for treating
late-life depression (Unutzer et al., 2001).

Formal agreements with external providers Formal agreements with exter-
nal providers also can influence patients’ appropriate utilization of needed
services (Friedmann et al., 2000a). Such agreements can include, for ex-
ample, a substance-use treatment or mental health organization that con-
tracts with a medical group practice to provide physical examinations and
routine medical care for its patients. The advantages of this approach are

191n some studies, the case manger role was of low intensity and included follow-up phone
calls to monitor medication adherence, providing brief patient education and medication
counseling, or giving support over the phone. In other programs, nurse case managers took
on additional roles that included, for example, ongoing support and monitoring of patient
therapy and treatment response according to algorithms.
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that it requires fewer organizational and physical plant resources than do
collocated services, and it makes use of existing community resources
(Samet et al., 2001). Specialty consultation with primary care providers is
another frequently identified service that can be secured through a formal
agreement with an external provider (Pincus et al., 2003). At a minimum,
formal agreements with external providers should include not just the
agreement to provide the referred service, but also provisions addressing
information sharing, joint treatment planning, and monitoring of patient
outcomes.

Organizational Support for Collaboration

Successfully implementing the above strategies for care coordination
requires facilitating structures and processes within treatment settings. Col-
laboration also often requires changes in the design of work processes at
treatment sites, in particular, flexibility in professional roles. Effective lead-
ership is an overarching need to help health care providers successfully
adopt, adapt to, and sustain these changes.

Facilitating structures and processes at treatment sites Structures and pro-
cesses that encourage multidisciplinary providers to come together for joint
treatment planning foster collaboration. For example, in acute, general
inpatient care, there is evidence that using interdisciplinary rounds can be
effective in improving patient care (Curley et al., 1998). Improvement in
care can also be achieved by involving primary and mental health care
providers in interdisciplinary team meetings (Druss et al., 2001; Unutzer et
al., 2001) at which joint care planning takes place, or by providing case
managers (see above) to facilitate patient education, monitoring, and com-
munication between primary care providers and M/SU specialists (Feldman
et al., 2005). In addition, a number of more general quality improvement
strategies, such as medication algorithms, hold the potential to improve
coordination of care by standardizing care processes and creating channels
of communication. For instance, the Texas Medication Algorithm Project
includes a clinical coordinator to help ensure appropriate coordination
among clinicians, patients, and family members in promoting adherence to
medication guidelines (Miller et al., 2004; Rush et al., 2003).

In a randomized controlled trial of the integration of medical care with
mental health services, it was found that same-site location, common chart-
ing, enhanced channels of communication (including joint meetings and
e-mail), and in-person contact facilitated the development of common goals
and sharing of information between medical and mental health providers.
Interdisciplinary team meetings involving primary and behavioral health
care providers can do the same (Druss et al., 2001).
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Heavy workloads can interfere with the formation of collaborative
relationships. Collaboration requires that staff have the time to participate
in such activities as interdisciplinary team meetings (Baggs and Schmitt,
1997). lllustrating this point, additional staff resources and reduced caseload
were identified as two of several components of success in a randomized
controlled trial of collocating and integrating medical care with mental
health care (Druss et al., 2001). When staff are overwhelmed with caregiving
responsibilities, they may not take the time to collaborate. Yet while unilat-
eral decision making is easier in the short run, collaborative relationships
are viewed as saving time in the long run (Baggs and Schmitt, 1997).

The committee also calls attention to the Chronic Care Model, used to
improve the health care of individuals with chronic illnesses in primary care
settings. This model has six components: (1) providing chronic illness self-
management support to patients and their families (see Chapter 3); (2)
redesigning care delivery structures and operations; (3) linking patients and
their care with community resources to support their management of their
illness (described above); (4) providing decision support to clinicians (see
Chapter 4); (5) using computerized clinical information systems to support
compliance with treatment protocols and monitor patient health indica-
tors (see Chapter 6); and (6) aligning the health care organization’s (or
provider’s) structures, goals, and values to support chronic care (discussed
below) (Bodenheimer et al., 2002). The Chronic Care Model has been
applied successfully to the treatment of a wide variety of general chronic
illnesses, such as diabetes, asthma, and heart failure (The National Coali-
tion on Health Care and The Institute for Healthcare Improvement, 2002),
as well as to common mental illnesses such as depression (Badamgarev et
al., 2003), and has been theorized to have the potential for improving the
quality of care for persons with other M/SU illnesses (Watkins et al., 2003).

The Chronic Care Model also emphasizes the use of certain organiza-
tional structures and processes, including interdisciplinary practices in which
a clear division of the roles and responsibilities of the various team mem-
bers fosters their collaboration. Instituting such arrangements may necessi-
tate new roles and divisions of labor among clinicians with differing train-
ing and expertise. In the Chronic Care Model, for example, physician team
members are often responsible for the treatment of patients with acute
conditions, intervene in stubbornly difficult chronic care problems, and
train other team members. Nonphysician personnel support patients in the
self-management of their illnesses and arrange for routine periodic health
monitoring and follow-up. Providing chronic care consistent with this model
requires support from health care organizations, health plans, purchasers,
insurers, and other providers. Elements of the Chronic Care Model have
been implemented in a variety of care settings, including private general
medical practices, integrated delivery systems, and a community health
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center for general health care (Bodenheimer et al., 2002). The committee
believes this model should be developed for use in the care of individuals
with chronic M/SU illnesses as a mechanism for improving coordination of
care, as well as other dimensions of quality.

Flexibility in professional roles As seen in the Chronic Care Model, col-
laboration sometimes requires revision in professional roles, including the
shifting of roles among health care professionals and the expansion of roles
to include new tasks (Gilbody et al., 2003; Katon et al., 2001). It also often
requires participating as part of an interdisciplinary team with certain pre-
scribed roles (Unutzer et al., 2001). Research findings and other empirical
evidence show that health care workers of all types are capable of perform-
ing new tasks necessitated by advances in therapeutics, shortages in the
health care workforce, and the pressures of cost containment. For example,
the development of safer and more effective medications for mental and
substance-use illnesses (e.g., selective serotonin reuptake inhibitors) has
enabled the treatment of depression by primary care clinicians. Other medi-
cations, such as buprenorphine, may do the same. Other developments
that are likely to require redefinition of professional roles include the use
of peer support personnel (described in Chapter 3) and the delivery of
more M/SU health care in primary care settings and by primary care pro-
viders (Strosahl, 2005).

However, new communication patterns and changes in roles, especially
functioning as part of an interdisciplinary team, can at times be uncomfort-
able for health professionals. Role confusion and conflict are a frequent
barrier to interdisciplinary collaboration (Rice, 2000). As a result, it may be
necessary to provide training and development in collaborative practice
behaviors, such as effective communication and conflict resolution (Disch
et al., 2001; Strosahl, 2005). Collaboration is enhanced by a shared under-
standing of agreed-upon collective goals and new individual roles (Gittell et
al., 2000).

Leadership Leadership is well known to be a critical factor in the success
of any major change initiative or quality improvement effort (Baldridge
National Quality Program, 2003; Davenport et al., 1998) and an essential
feature of successful programs in care coordination (NASMHPD, NASADAD,
2002). Effective leadership in part models the behaviors that are expected
at the clinical care level. For example, in The Robert Wood Johnson
Foundation’s Initiative on Depression in Primary Care, leadership was one
of six component interventions to overcome barriers to the delivery of
effective care for depression in primary care settings. Teams of primary
care, mental health, and senior administrative personnel were responsible
for securing needed resources, representing stakeholder interests, promot-
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ing adherence to practice standards, setting goals for key process measures
and outcomes, and encouraging sustained efforts at continuous quality
improvement (Pincus et al., 2003). Such activities ensure that the structures
and processes that enable and nurture collaboration are in place at the
locus of care.

Practices of Purchasers, Quality Oversight Organizations,
and Public Policy Leaders

Clinicians and health care organizations will not be able to achieve full
coordination of patient care without complementary and supporting activi-
ties on the part of federal and state governments, health care purchasers,
quality oversight organizations, and other organizations that shape the
environment in which clinical care is delivered. As noted earlier, care co-
ordination has been identified by the IOM as one of 20 priority areas
deserving immediate attention by all participants in the American health
care system. Health care purchasers, quality oversight organizations, and
public policy leaders can help give care coordination this immediate atten-
tion by (1) clarifying their expectations for information sharing, collabora-
tion, and coordination in their purchasing agreements; (2) including the
care coordination practices recommended above in their quality oversight
standards and purchasing criteria; and (3) modeling collaborative practices
across health care for general, mental, and substance-use health conditions
in their policy-making and operational activities.

Purchaser Practices

Purchasers can stimulate and incentivize better coordination of care
among general, mental, and substance-use health care by including care
coordination as one of the quality-of-care parameters used to evaluate
proposals and award contracts for the delivery of general, specialty M/SU,
and comprehensive (general and M/SU) health care (see Chapter 8). In
soliciting health plans and providers to deliver these health care services,
purchasers can ask bidders to specify what care coordination practices they
require of their clinicians, and how the organization supports clinicians and
measures care coordination. When awarding contracts, purchasers can
clarify in contracts with health care plans their expectations for informa-
tion sharing, collaboration, and coordination. In addition, purchasers
should allow primary care providers to bill for the M/SU treatment services
they provide, a practice now under way in some MBHO settings (Feldman
et al., 2005). Doing so will allow consumers and their primary care provid-
ers to determine jointly, as they do for other medical conditions, when
specialty consultation and care are appropriate; enable coordination of care
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through the use of a single provider to treat general and M/SU conditions;
and eliminate the adverse consequences that arise when primary care pro-
viders code visits related to M/SU problems and illnesses as being due to
somatic complaints.

Quality Oversight Practices

Many purchasers delegate their attention to care coordination and other
quality-related issues by accepting the quality-of-care determinations made
by expert quality oversight organizations, such as accrediting bodies. Four
main organizations accredit M/SU health care organizations (and some-
times individual providers). The National Committee for Quality Assur-
ance (NCQA) accredits managed care organizations, MBHOs, and disease
management programs and recognizes physician practices through other
oversight programs. The Joint Commission on Accreditation of Healthcare
Organizations (JCAHO) accredits hospitals and specialty behavioral health
care organizations. The Commission on Accreditation of Rehabilitation
Facilities accredits a wide variety of behavioral health programs and ser-
vices. Finally, the Council on Accreditation for Children and Family Ser-
vices, Inc. accredits a wide variety of counseling and other M/SU programs
and services, as well as EAPs. These accrediting bodies generally perform
their quality oversight activities either through review of an organization’s
structures and operational practices or through measurement of an
organization’s or provider’s clinical care processes and outcomes. Clinical
care processes and outcomes are generally evaluated through performance
measures (discussed in Chapter 4). Organizational structures and processes
such as the linking strategies recommended above are typically reviewed
through evaluation of compliance with the established structural and pro-
cedural standards that make up an organization’s accreditation standards.

Although the accreditation standards of each of the above four organi-
zations address care coordination and collaboration to some extent (CARF,
2005; COA, 2001; JCAHO, 2004; NCQA, 2004), accreditation standards
for care coordination could be improved. For example, NCQA’s MBHO
accreditation standards address care coordination between M/SU and gen-
eral health care in Standard QI 10, “Continuity and Coordination between
Behavioral Health and Medical Care,” which states (NCQA, 2004:91):

The organization collaborates with relevant medical delivery systems or
primary care physicians to monitor and improve coordination between
behavioral health and medical care.

However, the following note is appended to this standard:
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Note: If the organization does not have any formal relationship with the
medical delivery system through contracts, delegation, or otherwise,
NCQA considers this standard NA. (NCQA, 2004:91). NCQA’s customer
support line clarifies that “NA” means “Not Applicable.”20

Collaboration and Coordination in Policy Making and Programming

Throughout this report, the committee emphasizes the need for col-
laboration and coordination in mental, substance-use, and general health
care policy making and programming that parallels desired collaboration
and coordination at the care delivery level—for example, in the dissemina-
tion of information on innovations in new treatments (see Chapter 4), in
the measurement of the quality of M/SU care (see Chapter 4), and in the
development of information technology for M/SU care (see Chapter 6).
Such attention to coordination and collaboration at the policy and pro-
gramming represents an opportunity for federal, state, and local officials to
model and promote the coordination and collaboration needed at the clini-
cal level—across M/SU health care and across providers of these specialty
health care services and general health care. The importance of seizing this
opportunity is emphasized in the IOM report Leadership by Example:
Coordinating Government Roles in Improving Health Care Quality. That
report, commissioned by Congress to examine and recommend quality
improvement activities in six major federal programs,?! concluded that the
federal government must assume a strong leadership role in quality
improvement:

By exercising its roles as purchaser, regulator, provider of health services,
and sponsor of applied health services research, the federal government
has the necessary influence to direct the attention and resources of the
health care sector in pursuit of quality. There is no other stakeholder with
such a combination of roles and influence. (IOM, 2002:x)

Because coordination of care is one dimension of quality, the federal
government needs to exercise leadership and model coordination and col-
laboration in general, mental, and substance-use health care. This coordi-
nation and collaboration should be practiced across the separate Centers

20Conversation with NCQA Customer Support on July 22, 2005.

21Even this initiative represents a missed opportunity for collaboration and coordination.
Congress charged the IOM with examining the roles of Medicare, Medicaid, the Indian
Health Service, the State Children’s Health Insurance Program, the Department of Defense’s
TRICARE program, and the program of the Veterans Health Administration in enhancing
health care quality, but not the role of federal M/SU programs administered by SAMHSA.
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for Substance Abuse Prevention and Treatment and Center for Mental
Health Services within SAMHSA, across SAMHSA and other operating
divisions of the Department of Health and Human Services (DHHS), across
DHHS and other departments, and across the public and private sectors.

A strong example of such leadership in coordination and collaboration
is found in the federal action agenda, Transforming Mental Health Care in
America, formulated to implement the recommendations of the President’s
New Freedom Commission on Mental Health. This action agenda is the
collaborative product of 12 DHHS agencies (the Administration on Aging,
Administration for Children and Families, Agency for Healthcare Research
and Quality, Centers for Disease Control and Prevention, Centers for Medi-
care and Medicaid Services, Health Resources and Services Administration,
Indian Health Service, National Institutes of Health, Office for Disability,
Office for Civil Rights, Office of Public Health and Science, and SAMHSA),
five other departments (Education, Housing and Urban Development, Jus-
tice, Labor, and Veterans Affairs), and the Social Security Administration.
To guide the implementation of this agenda, DHHS is leading an intra- and
interagency Federal Executive Steering Committee composed of high-level
representatives from DHHS agencies and other federal departments that
serve individuals with mental illnesses (SAMHSA, 2005). This strong model
of collaboration and coordination could be strengthened by including on
the action agenda items addressing the substance-use problems and illnesses
that so frequently accompany mental illnesses, and by including more ex-
plicitly in implementation activities the SAMHSA centers and state agencies
responsible for planning and arranging for care for co-occurring substance-
use illnesses. Similarly engaging key private-sector entities, especially those
in the general health sector who deliver much care for mental illnesses,
would strengthen this collaborative approach and help break down the
separations discussed earlier in this chapter between mental and substance-
use illnesses, between specialty M/SU and general health care, and between
the public and private sectors.

New Mexico provides one example of processes now under way to
achieve such coordination and collaboration at the state level (see Box 5-1).
While the fruits of this initiative are not yet known, these efforts are testi-
mony to the critical need for such coordination and collaboration at the
policy level and the importance of high-level leadership in meeting this
need.
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BOX 5-1 New Mexico’s Behavioral Health Collaborative:
A Case Study in Policy Coordination

In 2003 the Governor of New Mexico identified as a major policy issue the fact that
New Mexico’s behavioral health system (like others across the United States) re-
flected the problems cited in the report of the President’'s New Freedom Commis-
sion: insufficient and inappropriate services, uneven access and quality, failure to
maximize resources across funding streams, duplication of effort, higher adminis-
trative costs for providers, and overall fragmentation that makes service systems
difficult to access and manage effectively. After consultation with key cabinet sec-
retaries, the governor announced a new approach to address these problems
through the creation of a high-level policy collaborative. This executive-level body
was charged specifically with achieving better access, better services, and better
value for taxpayer dollars in mental and substance-use health care.

This group, consisting of 17 members including the heads of 15 agencies,
was established in law by the New Mexico legislature effective May 2004 and
charged with creating a single behavioral health (mental and substance-use
treatment) delivery system across multiple state agencies and funding sources.
The vision that guided this effort, based on months of public participation, was
that this single system must support recovery and resiliency so that consumers
can participate fully in the life of their communities. The agencies forming the
collaborative reflected these broad goals and included those responsible for such
areas as housing, corrections, labor, and education, as well as primary health
and human services agencies.

To ensure that this broad perspective would be reflected in the collaborative’s
actions, the group decided that decisions would be made whenever feasible by
consensus, but that if votes were required, each agency would have a single vote
regardless of its budget or size. The group is cochaired by the secretary of Human
Services and (in alternating years) the secretary of Children, Youth, and Families
or the secretary of Health. Such a broad policy vision clearly also required that the
collaborative develop coordinated structures for the efficient management of a
broad range of funds and services. Therefore, a request for proposals was issued,
and a contractor was selected as the single statewide entity to manage approxi-
mately $350,000,000 in cross-agency funds for the first phase of the change pro-
cess. In addition, the collaborative has formed senior-level coordination teams,
including one focused specifically on cross-cutting policy issues. A single Behav-
ioral Health Planning Council has also been established to form an ongoing part-
nership with consumers, families, providers, and state agencies in keeping the
system on track. In addition, local collaboratives are being formed with cross-
agency state assistance across all of the state’s 13 judicial districts, as well as in
its Native American communities, to ensure strong feedback and coordination in-
volving stakeholders at the local level as a guide for collaborative state policies
and actions. The overall transformation also is being carefully evaluated by multi-
ple groups to help guide future work of this broad policy nature.

SOURCE: Personal communication, Leslie Tremaine, Behavioral Health Coordinator, New
Mexico BH Collaborative, on July 28, 2005.
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Recommendations

To address the complex obstacles to care coordination and collabora-
tion described above, the committee recommends a set of related actions
to be undertaken by individual clinicians, health care organizations, health
plans, health care purchasers, accrediting organizations, and policy
officials.

Recommendation 5-1. To make collaboration and coordination of pa-
tients’ M/SU health care services the norm, providers of the services
should establish clinically effective linkages within their own organiza-
tions and between providers of mental health and substance-use treat-
ment. The necessary communications and interactions should take place
with the patient’s knowledge and consent and be fostered by:

* Routine sharing of information on patients’ problems and phar-
macologic and nonpharmacologic treatments among providers of
M/SU treatment.

e Valid, age-appropriate screening of patients for comorbid mental,
substance-use, and general medical problems in these clinical set-
tings and reliable monitoring of their progress.

Recommendation 5-2. To facilitate the delivery of coordinated care by
primary care, mental health, and substance-use treatment providers,
government agencies, purchasers, health plans, and accreditation orga-
nizations should implement policies and incentives to continually in-
crease collaboration among these providers to achieve evidence-based
screening and care of their patients with general, mental, and/or
substance-use health conditions. The following specific measures should
be undertaken to carry out this recommendation:

e Primary care and specialty M/SU health care providers should
transition along a continuum of evidence-based coordination
models from (1) formal agreements among mental, substance-use,
and primary health care providers; to (2) case management of
mental, substance-use, and primary health care; to (3) collocation
of mental, substance-use, and primary health care services; and
then to (4) delivery of mental, substance-use, and primary health
care through clinically integrated practices of primary and M/SU
care providers. Organizations should adopt models to which they
can most easily transition from their current structure, that best
meet the needs of their patient populations, and that ensure
accountability.

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/11470.html

OHCA000195
COORDINATING CARE 249

e DHHS should fund demonstration programs to offer incentives
for the transition of multiple primary care and M/SU practices
along this continuum of coordination models.

¢ Purchasers should modify policies and practices that preclude pay-
ing for evidence-based screening, treatment, and coordination of
M/SU care and require (with patients’ knowledge and consent) all
health care organizations with which they contract to ensure ap-
propriate sharing of clinical information essential for coordina-
tion of care with other providers treating their patients.

¢ Organizations that accredit mental, substance-use, or primary
health care organizations should use accrediting practices that as-
sess, for all providers, the use of evidence-based approaches to
coordinating mental, substance-use, and primary health care.

¢ Federal and state governments should revise laws, regulations, and
administrative practices that create inappropriate barriers to the
communication of information between providers of health care
for mental and substance-use conditions and between those pro-
viders and providers of general care.

With respect to the need for purchasers to modify practices that pre-
clude paying for evidence-based screening, treatment, and coordination of
health care for mental and substance-use conditions, the committee calls
particular attention to practices that prevent primary care providers from
receiving payment for delivery of the M/SU health services they provide and
the failure of some benefit plans to cover certain evidence-based treatments.

Recommendation 5-3. To ensure the health of persons for whom they
are responsible, M/SU providers should:

¢ Coordinate their services with those of other human services and
education agencies, such as schools, housing and vocational re-
habilitation agencies, and providers of services for older adults.
e Establish referral arrangements for needed services.

Providers of services to high-risk populations—such as child welfare
agencies, criminal and juvenile justice agencies, and long-term care
facilities for older adults—should use valid, age-appropriate, and cul-
turally appropriate techniques to screen all entrants into their systems
to detect M/SU problems and illnesses.

Recommendation 5-4. To provide leadership in coordination, DHHS

should create a high-level, continuing entity reporting directly to the
secretary to improve collaboration and coordination across its mental,
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substance-use, and general health care agencies, including the Sub-
stance Abuse and Mental Health Services Administration; the Agency
for Healthcare Research and Quality; the Centers for Disease Control
and Prevention; and the Administration for Children, Youth, and Fami-
lies. DHHS also should implement performance measures to monitor
its progress toward achieving internal interagency collaboration and
publicly report its performance on these measures annually. State gov-
ernments should create analogous linkages across state agencies.

With respect to recommendation 5-4, the committee notes that this
recommendation echoes the call made in the report Leadership by Ex-
ample: Coordinating Government Roles in Improving Health Care Quality
for Congress to consider directing the Secretary of DHHS to produce an
annual progress report “detailing the collaborative and individual efforts of
the various government programs to redesign their quality enhancement
processes” (IOM, 2002:11).
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From: Mitchell, Micheala

Sent: Tuesday, June 13, 2017 12:51 PM

To: '‘Akolade@newerarehab.com'

Cc: Walker, Shauna; Riggott, Kaila; User, OHCA

Subject: Additional Completeness Questions-17-32150 CON

Attachments: 32150 New Era Rehabilitation Center Inc. Second Completeness.pdf

Dear Mr. Kolade:

Attached is a second request for additional information regarding CON application 17-32150 — Establishment of a
Psychiatric Outpatient and Mental Health Day Treatment Clinic for Adults in New Haven, CT. Responses are due by
Monday, August 14, 2017 at 4:30 p.m.

Please confirm receipt of this email.
Thank you,

Micheala L. Mitchell

Staff Attorney, PHHO/OHCA

Connecticut Department of Public Health

410 Capitol Avenue, MS# 13-HCA, Hartford, CT 06134
Phone: (860) 418-7055

Email: micheala.mitchell@ct.gov
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the message, please notify the sender immediately and delete the material from any computer. Do not deliver, distribute, or copy
this message, and do not disclose its contents or take action in reliance on the information it contains. Thank you.



STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH

Dannel P. Malloy

; Governor
Raul Pino, MD M.PH. Nancy Wyman
Commissioner Lt. Governor
Office of Health Care Access
June 13, 2017 Via Email Only

Mr. Adeoluwa Kolade

New Era Rehabilitation Center, Inc.
38 Crawford Road

Westport, CT 06880
akolade@newerarehab.com

RE:  Certificate of Need Application: Docket Number: 17-32150-CON
Establishment of a Psychiatric Outpatient and Mental Health Day Treatment Clinic for
Adults in New Haven
Certificate of Need Second Completeness Letter

Dear Mr. Kolade:

On May 16, 2017, OHCA received completeness responses from New Era Rehabilitation Center,
Inc. (“NERC”), seeking authorization to establish a psychiatric outpatient and mental health day
treatment clinic for adults in New Haven. OHCA requests additional information pursuant to
Connecticut General Statutes 819a-639a(c). Please “reply all” to electronically confirm receipt
of this email as soon as you receive it. Provide responses to the questions below in both a Word
document and PDF format as an attachment to a responding email. Please email your responses
to both of the following email addresses: OHCA@ct.gov and Kaila.Riggott@ct.gov.

Paginate and date your response (i.e., each page in its entirety). Repeat each OHCA question
before providing your response. Information filed after the initial CON application submission
(e.g., completeness response letter, prefiled testimony, late file submissions, etc.) must be
numbered sequentially from the Applicant’s preceding document. Begin your submission using
Page 259 and reference “Docket Number: 17-32150-CON.”

Pursuant to Section 19a-639a(c) of the Connecticut General Statutes, you must submit your
response to this request for additional information no later than sixty days after the date this
request was transmitted. Therefore, please provide your written responses to OHCA no later than

N Phone: (860) 418-7001 e Fax: (860) 418-7053
DPH 1 410 Capitol Avenue, MS#13HCA
| Hartford, Connecticut 06134-0308

|

-’ www.ct.gov/dph

Connecticut Department

of PUBlc Health Affirmative Action/Equal Opportunity Employer
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17-32150-CON

August 14, 2017, 4:30 p.m., otherwise your application will be automatically considered
withdrawn.

1. Pages 127 and 147 of the application detail the types of mental health treatment professionals

that will provide mental health treatment to clients participating in the proposed program
(e.g., licensed psychiatrists, psychiatric APRNs, clinical social workers, licensed professional
counselors, and licensed marriage and family therapists). Page 21 of the application
contemplates the addition of one additional staff member with an annual associated cost of
$60,000. Indicate whether the types of mental health treatment professionals listed on pages
127 and 147 are part of NERC’s current staff.

Question 4 on page 146 of the application requests the utilization for Fiscal Year (“FY”)
2016 at the New Haven location. The census for East Haven is listed twice and includes
differing numerical values in each row. Clarify which of these figures is correct and revise
accordingly.

Page 148 of the application confirms that an interagency agreement exists between the
proposed location in New Haven, CT and St. Vincent’s Hospital in Bridgeport, CT. Indicate
whether similar agreements are being contemplated with hospitals that are closer to the
proposed location, as the distance between the two cities is approximately 20 miles.

Specify whether the volume for partial hospitalization is included in the projections for other
services on page 148 of the application. If not, revise the projected volume to include figures
for partial hospitalization using the table below. All responses should reflect data for the New

Haven location only. Adjust Financial Worksheet (B) and the payer mix table on page 151
accordingly.

Actual Volume Projected Volume
FY FY FY FY FY FY FY FY
Service 2013 2014 2015 2016 2017 2018 2019 2020

Methadone Maintenance | O 17,576 18,148 | 18,512 | 18,668 | 19,604 | 20,592 | 20,592

IOP 0 0 332 218 0 0 0 0

PHP 0 0 0 0 0 0 0 0

Mental Health Outpatient | O 0 0 0 432 1,885 1,901 1,901
0

Total 17,576 18,480 | 18,730 | 19,100 | 21,489 | 22,493 | 22,493

5. Page 148 of the application states that the client census will increase by 5% in FYs 2017 to
2018, and 2018 to 2019, respectively. Provide the methods and calculations used for these
increases. Explain if they are derived from the historical increases in methadone maintenance
claims, calculated as 3.25% from FY 2014 to 2015 and 2% from FY 2015 to 2016.

6. Indicate whether the providers listed on pages 149 and 150 of the application provide
methadone maintenance and mental health treatment in the same setting.
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7.

Page 18 of the application states that 90% of NERC’s current census is comprised of
individuals who utilize Medicaid to pay for their healthcare services. Additionally, the payer
mix table on page 136 projects that approximately 94% of clients will be insured under
Medicaid, 1% of clients will be commercially insured and 5% of clients will self-pay.
Conversely, Table A on page 151 of the application projects that 100% of clients
participating in the new service will be covered by Medicaid for FY’s 2018, 2019, and 2020.
Explain why the most recent projections do not include self-paying or commercially insured
clients.

The total visit volumes in Table A on page 151 of the application are inconsistent with the
reported volumes in the projection table on page 148 of the application and in the financial
worksheet on page 152. Explain the discrepancies and revise, as necessary.

Page 18 of the application indicates that the client census is currently 850 clients, yet page
151 of the application states that the client census will approach 395 in 2019. Explain the
difference in the reported census numbers and revise, as necessary.

If you have any questions concerning this letter, please feel free to contact Kaila Riggott at (860)
418-7037.

Digitally signed

by Micheala
._Mitchell

Date: 2017.06.13

11:52:32 -04'00'



User, OHCA

From:

Sent:

To:

Subject:
Attachments:

Good Morning,
Please find attached.
Best Regards,

Deolu Kolade, MPH

Director of Operations

New Era Rehabiliation Center
akolade@newerarehab.com
Mobile:203-543-9950

Office: 203-372-3333 Ext. 28

Adeoluwa Kolade <akolade@newerarehab.com>

Friday, July 28, 2017 10:29 AM

User, OHCA; Riggott, Kaila

NERC CON 2nd Set of Follow Up Questions

CON MH BPT workbook 2016-2017 7.5.2017.xIsx; CON MH NH workbook 2016-2017
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2016-2017 7.5.2017.pdf; NERC MH CON NH 2nd set Follow up questions
7.26.2017.pdf; NERC MH CON BPT 2nd set Follow up questions 7.26.2017.pdf; NERC
MH CON NH 2nd set Follow up questions 7.26.2017.docx; NERC MH CON BPT 2nd set
Follow up questions 7.26.2017.docx
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STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH

Dannel P. Malloy
Governor
Raul Pino, M.D., M.PH.

e Nancy Wyman
Commissioner

Lt. Governor

Office of Health Care Access

June 13, 2017 Via Email Only

Mr. Adeoluwa Kolade

New Era Rehabilitation Center, Inc. 38 Crawford
Road

Westport, CT 06880

akolade@newerarehab.com

RE: Certificate of Need Application: Docket Number: 17-32150-CON
Establishment of a Psychiatric Outpatient and Mental Health Day Treatment Clinic for Adults in New Haven
Certificate of Need Second Completeness Letter Dear Mr.

Kolade:

On May 16, 2017, OHCA received completeness responses from New Era Rehabilitation Center, Inc. (“NERC”), seeking
authorization to establish a psychiatric outpatient and mental health day treatment clinic for adults in New Haven. OHCA
requests additional information pursuant to Connecticut General Statutes §19a-639a(c). Please “reply all” to electronically
confirm receipt of this email as soon as you receive it. Provide responses to the questions below in both a Word document and
PDF format as an attachment to a responding email. Please email your responses to both of the following email addresses:
OHCA@ct.qgov and Kaila.Riggott@ct.gov.

Paginate and date your response (i.e., each page in its entirety). Repeat each OHCA question before providing your response.
Information filed after the initial CON application submission (e.g., completeness response letter, prefiled testimony, late file
submissions, etc.) must be numbered sequentially from the Applicant’s preceding document. Begin your submission using
Page 259 and reference “Docket Number: 17-32150-CON.”

Pursuant to Section 19a-639a(c) of the Connecticut General Statutes, you must submit your response to this request for
additional information no later than sixty days after the date this request was transmitted. Therefore, please provide your written
responses to OHCA no later than August 14, 2017, 4:30 p.m., otherwise your application will be automatically considered
withdrawn.
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1. Pages 127 and 147 of the application detail the types of mental health treatment professionals
that will provide mental health treatment to clients participating in the proposed program (e.g.,
licensed psychiatrists, psychiatric APRNs, clinical social workers, licensed professional
counselors, and licensed marriage and family therapists). Page 21 of the application
contemplates the addition of one additional staff member with an annual associated cost of
$60,000. Indicate whether the types of mental health treatment professionals listed on pages
127 and 147 are part of NERC’s current staff.

e Currently NERC employs the following professionals a licensed psychiatrist, licensed

alcohol and drug counselor (LMFT candidate) and licensed master social worker (LCSW
candidate). All other positions will be hired depending on need and availability.
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2. Question 4 on page 146 of the application requests the utilization for Fiscal Year (“FY”) 2016 at
the New Haven location. The census for East Haven is listed twice and includes differing
numerical values in each row. Clarify which of these figures is correct and revise accordingly.

e The correct amountis the sum of the two figures equaling 30. Please reference the revised

table below.

Town Census

Ansonia, CT 5
Beacon Falls, CT 4
Bethany, CT 1
Branford, CT 11
Bridgeport, CT 2
Bristol, CT 2
Brookfield, CT 1
Cheshire, CT 2
Clinton, CT 1
Derby, CT 8
East Haven, CT 30
Guilford, CT 4
Hamden, CT 20 21
Hartford , CT 1
Madison, CT 1
Meriden, CT 22
Middletown, CT 2
Milford, CT 2
Monroe, CT 1
Naugatuck, CT 3
New Britain, CT 1
New Haven, CT 128
New London, CT 1
North Branford, CT 1
North Haven, CT 5
Northford, CT 2
Norwich, CT 2
Plymouth, CT 1
Seymour, CT 1
Shelton, CT 2
Southbury, CT 1
Thomaston, CT 1
Wallingford, CT 9
Waterbury, CT 65
Watertown, CT 2
West Haven, CT 14
Wethersfield, CT 1
Woodbridge, CT 1
Total 362
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3. Page 148 of the application confirms that an interagency agreement exists between the
proposed location in New Haven, CT and St. Vincent’s Hospital in Bridgeport, CT. Indicate
whether similar agreements are being contemplated with hospitals that are closer to the
proposed location, as the distance between the two cities is approximately 20 miles.

e NERCis attempting to secure a similar agreement with a hospital in New Haven. However,
the organization is currently only in agreement with St. Vincent’s Hospital in Bridgeport,
CT.

4. Specify whether the volume for partial hospitalization is included in the projections for other
services on page 148 of the application. If not, revise the projected volume to include figures
for partial hospitalization using the table below. All responses should reflect data for the New
Haven location only. Adjust Financial Worksheet (B) and the payer mix table on page 151
accordingly.

e NERC forecasts 7.6% of the clients needing mental health services will need PHP.
According to the latest NSDUH, this is one third of the percentage of individuals
suffering from serious mental illness. The assumption of individuals suffering serious
mental illness is derived from the chart below which states that 22.6% of adults with
any mental illness suffered from serious mental illness within the last 12 months. As
a prudent estimation NERC assumes that 1 in 3 clients suffering from SMI will remain
in the facility to receive PHP services.

Figure 39. Any Mental lliness, Serious Mental lliness, and Any Mental
lliness Excluding Serious Mental lliness in the Past Year among
Adults Aged 18 or Older: 2014

AMI

Excluding SMI: Sl'll!lz_
33.7 Million 9.8 Million
(14.0% of {4.1% of All Adults
Al Adults and and 22.6% of Adults
T7.4% of Adulis with AMI)

with AMI)

43.6 Million Adults with AMI in the Past Year (18.1% of All Adults)

AMI = any mental illness; 3MI = serious mental iliness.

Source: National Survey of Drug Use and Health 2014
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Actual Volume Projected Volume
Service** FY 2013 FY 2014 | FY 2015 | FY 2016 FY 2017 FY 2018 FY 2019 FY 2020
Methadone Maintenance 0 17,576 18,148 18,512 18,668* 19,604 20,592 20,592
I0P 0 0 332 218 0 0 0 0
PHP 0 0 0 0 356 1,551 1,561 1,561
Mental Health Outpatient 0 0 0 0 432 1,885 1,901 1,901
Total 0 17,576 18,480 18,730 19,456 23,040 24,054 24,054

5. Page 148 of the application states that the client census will increase by 5% in FYs 2017 to 2018,
and 2018 to 2019, respectively. Provide the methods and calculations used for these increases.
Explain if they are derived from the historical increases in methadone maintenance claims,
calculated as 3.25% from FY 2014 to 2015 and 2% from FY 2015 to 2016.

e NERC's 2017-2019 growth rate is based on the assumption that the DPH will award the
licenses in September of 2017. NERC assumes the expansion of services will increase its
appeal to clients looking for services in the New Haven area. The facility forecasts this
appeal will most likely be among Medicaid recipients as there is a shortage of mental
health facilities accepting Medicaid in the state. In addition, NERC currently refers out
about 75%-80% of its patients out to receive mental health services at other facilities. The
combination of the expanded services with the ability to treat a portion of patients who
would have been referred out prior to receiving the licenses, NERC believes it is modest
and appropriate to assume the growth rate will increase 1.5x from 2% to 5%.

6. Indicate whether the providers listed on pages 149 and 150 of the application provide
methadone maintenance and mental health treatment in the same setting.

e No, none of the facilities listed provide methadone maintenance services and mental
health treatment in the same setting.

7. Page 18 of the application states that 90% of NERC’s current census is comprised of individuals
who utilize Medicaid to pay for their healthcare services. Additionally, the payer mix table on
page 136 projects that approximately 94% of clients will be insured under Medicaid, 1% of
clients will be commercially insured and 5% of clients will self-pay. Conversely, Table A on page
151 of the application projects that 100% of clients participating in the new service will be
covered by Medicaid for FY’s 2018, 2019, and 2020. Explain why the most recent projections do
not include self-paying or commercially insured clients.

e First, itis important to note that NERC’s Charity Care Policy is not a traditional charity care

policy whereby patients earning below specific income are eligible to receive free and/or
subsidized services. NERC is a private for profit facility and does not receive donations or
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grants to subsidize these clients who may need charity care. However patients who have
lost their insurance coverage are allowed to continue receiving services on a case by case
basis depending on their individual circumstances. Given the construct of the policy it is
very likely that all new clients will be covered under Medicaid.

e Furthermore, with the advent of the economic crisis in 2008 and the passing Affordable
Care Act of 2010, NERC has seen a significant increase in the number of individuals who
utilize Medicaid to pay for their healthcare services. In addition to the national trend,
within the state of Connecticut there is a dearth of mental health services that accept
Medicaid as payment. Considering this NERC believes it is reasonable and modest to
assume that 100% of clients participating in the new services will be covered by Medicaid
in the foreseeable future.

8. The total visit volumes in Table A on page 151 of the application are inconsistent with the
reported volumes in the projection table on page 148 of the application and in the financial
worksheet on page 152. Explain the discrepancies and revise, as necessary.

e The figure of 1,727 visits in Table A is the annualized figure of visits. The figure of 432
visits, found on pages 148 and the financial worksheet on page 152 assumes the licenses
will be awarded by September 2017 (Q4). A revised version of Table A is provided below.
The table also includes the addition of PHP visits.
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TABLE A: MENTAL HEALTH TREATMENT PROGRAM

PROJECTED PAYER MIX FOR
NEW ERA REHABILITATION CENTER, INC., BY NUMBER OF CLIENTS AND VISITS

Payer Projected Payer Mix
FY 2017 FY 2018 FY 2019 FY 2020
Client Visit Client Visit Client Visit Client Visit
% % % %
Vol. Vol. Vol. Vol. Vol. Vol. Vol. Vol.
Medicare*
Medicaid* 72 100 788 78.5 | 100 3436 79 100 | 3462 79 100 | 3462
CHAMPUS & 0 0 0 0 0 0 0 0 0 0 0 0
TriCare
Total 72 100 788 78.5 | 100 3436 79 100 | 3462 79 100 | 3462
Government
Commercial 0 0 0 0 0 0 0 0 0 0 0 0
Insurers
Self-pay 0 0 0 0 0 0 0 0 0 0 0 0
Uninsured 0 0 0 0 0 0 0 0 0 0 0 0
Workers 0 0 0 0 0 0 0 0 0 0 0 0
Compensation
Total Non- 0 0 0 0 0 0 0 0 0 0 0 0
Government
Total Payer Mix 72 100 788 78.5 | 100 3436 79 100 | 3462 79 100 | 3462

e  FY 2017 assumes the licenses will be awarded in September 2017

9. Page 18 of the application indicates that the client census is currently 850 clients, yet page 151
of the application states that the client census will approach 395 in 2019. Explain the difference
in the reported census numbers and revise, as necessary.

e The initial CON application was done based on the aggregate of the 2 facilities, the 395
figure is based on the New Haven facility alone.
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Applicant Name: NEW ERA REHAB

FOR-PROFIT

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

Financial Worksheet (B) without, incremental to and with the CON proposal in the following reporting format: OHCAD268
(1) (2) (3) (4) (5) (6) (7) (8) (9) (10 (11) (12) (13)
LINE [Total Entity: FY 2016 FY 2017 (YTD 3/31/17) FY 2017 FY 2017 FY 2017 FY 2018 FY 2018 FY 2018 FY 2019 FY 2019 FY 2019 FY 2020 FY 2020 FY 2020
Actual Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected
Description Results Wi/out CON Wi/out CON Incremental  [With CON Wi/out CON Incremental With CON Wi/out CON Incremental With CON Wi/out CON Incremental With CON
A. OPERATING REVENUE
1 [Total Gross Patient Revenue 0 0 0 0 0 0 0
2 |Less: Allowances 0 0 0 0 0 0 0 0
3 |Less: Charity Care 0 0 0 0 0 0 0 0
4 |Less: Other Deductions 0 0 0 0 0 0 0 0
Net Patient Service Revenue $0 $0 0 $0 $0 $0 $0 $0 $0 $0 0 $0 $0 0
5 [Medicare $0 $0 0 $0 $0 $0 0 0
6 |Medicaid $1,568,159 $446,640 $1,786,560.00 $91,972 $1,878,532 $1,831,224 $401,167 $2,232,391 $1,922,785 $403,993 $2,326,778 $1,922,785 $403,993 $2,326,778
7 __|CHAMPUS & TriCare $0 $0 $0 $0 $0 $0 $0 $0
8 |Other $0 $0 $0 $0 $0 $0 $0 $0
Total Government $1,568,159 $446,640 $1,786,560 $91,972 $1,878,532 $1,831,224 $401,167 $2,232,391 $1,922,785 $403,993 $2,326,778 $1,922,785 $403,993 $2,326,778
9 |Commercial Insurers $0 $0 $0 0 $0 $0 $0 $0 $0 $0 $0
10 |Uninsured $0 $0 $0 0 $0 $0 $0 $0 $0 $0 $0
11 _|[Self Pay $128,175 $34,825 $139,298.64 0 $139,299 $45,781 $45,781 $48,070 $48,070 $48,070 $48,070
12 |Workers Compensation $0 $0 $0 0 $0 $0 $0 $0
13 |Other $0 $0 $0 0 $0 $0 $0 $0
Total Non-Government $128,175 $34,825 $139,299 0 $139,299 $45,781 $0 $45,781 $48,070 $0 $48,070 $48,070 $0 $48,070
Net Patient Service Revenue®
(Government+Non-Government) $1,696,334 $481,465 $1,925,859 $91,972 $2,017,830 $1,877,005 $401,167 $2,278,172 $1,970,855 $403,993 $2,374,847 $1,970,855 $403,993 $2,374,847
14 _[Less: Provision for Bad Debts $0 $0 $0 $0 $0 $0 $0 $0
Net Patient Service Revenue less
provision for bad debts $1,696,334 $481,465 $1,925,859 $91,972 $2,017,830 $1,877,005 $401,167 $2,278,172 $1,970,855 $403,993 $2,374,847 $1,970,855 $403,993 $2,374,847
15_[Other Operating Revenue $0 $0 $0 $0 $0 $0 $0 $0
17 _[Net Assets Rel d from Restrictions $0 $0 $0 $0 $0 $0 $0 $0
TOTAL OPERATING REVENUE $1,696,334 $481,465 $1,925,859 $91,972 $2,017,830 $1,877,005 $401,167 $2,278,172 $1,970,855 $403,993 $2,374,847 $1,970,855 $403,993 $2,374,847
B. OPERATING EXPENSES
1 _[Salaries and Wages $678,014 $569,999 $678,014 $60,000 $738,014 $688,185 $60,000 $748,185 $688,185 $60,000 $748,185 $688,185 $60,000 $748,185
2 _|Fringe Benefits 0 0 0 $0 0 $0 $0 $0
3 |Physicians Fees 0 0 0 0 $67,000 $67,000 $67,000 $67,000 $67,000 $67,000
4 |Supplies and Drugs $77,316 0 $77,316 $0 $77,316 $78,862 $78,862 $80,834 $80,834 $80,834 $80,834
5 |Depreciation and Amortization $145,247 0 $145,247 $0 $145,247 $145,247 $145,247 $130,722 $130,722 $130,722 $130,722
6 |Provision for Bad Debts-Other® $0 0 $0 0 $0 $0 $0 $0 $0 $0 $0
7 _|Interest Expense $10,811 0 $10,811 0 $10,811 $10,811 $10,811 $10,811 $10,811 $10,811 $10,811
8 |Malpractice Insurance Cost $15,365 0 $15,365 0 $15,365 $15,365 $15,365 $15,365 $15,365 $15,365 $15,365
9 |Lease Expense $157,272 0 $157,272 0 $157,272 $157,272 $157,272 $157,272 $157,272 $157,272 $157,272
10 |Other Operating Expenses $293,448 0 $293,448 0 $293,448 $322,793 $322,793 $338,932 $338,932 $338,932 $338,932
TOTAL OPERATING EXPENSES $1,377,473 0 $1,377,473 $60,000 $1,437,473 $1,485,534 $60,000 $1,545,534 $1,489,121 $60,000 $1,549,121 $1,489,121 $60,000 $1,549,121
INCOME/(LOSS) FROM OPERATIONS | [ $318,862 | [ $481,465 | [ $548,386 | $31,972 | $580,358 | [ $391,471 | $341,167 | $732,638 | [ $481,734 | $343,993 | $825,727 | [ $481,734 | $343,993 | $825,727
NON-OPERATING INCOME | [ $0 | [ $0 | [ $0 | $0 | $0 | [ $0 | [ $0 | [ $0 | [ $0 | [ [ [ $0
Income before provision for income taxes | [ $318,862 | [ $481,465 | [ $548,386 | $31,972 | $580,358 | [ $391,471 | $341,167 | $732,638 | [ $481,734 | $343,993 | $825,727 | [ $481,734 | $343,993 | $825,727
Provision for income taxes® | [ $127,545 | [ $192,586 | [ $219,354 | $0 | $232,143 | [ $156,588 | [ $156,588 | [ $192,694 | [ $330,291 | [ [ [ $0
NET INCOME | [ $191,317 | [ $288,879 | [ $329,032 | $31,972 | $361,003 | [ $234,882 | $341,167 | $576,049 | [ $289,041 | $343,993 | $633,033 | [ $481,734 | $343,993 | $825,727
c [Retained Earnings, beginning of year | [ $0 | [ $0 | [ $0 | $0 | $0 | [ [ [ $0 | [ [ [ $0 | [ [ [ $0
" _[Retained Earnings, end of year [ $0 | [ $0 | [ $0 [ $0 | $0 | [ [ [ $0 | [ [ [ $0 | [ [ [ $0
Principal Payments | [ $0 | [ $0 | [ $0 | $0 | $0 | [ [ [ $0 | [ [ [ $0 | [ [ [ $0
D. PROFITABILITY SUMMARY
1 |Hospital Operating Margin 18.8% 100.0% 28.5% 34.8% 28.8% 20.9% 85.0% 32.2% 24.4% 85.1% 34.8% 24.4% 85.1% 34.8%
2 |Hospital Non Operating Margin 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%
3 |Hospital Total Margin 11.3% 60.0% 17.1% 34.8% 17.9% 12.5% 85.0% 25.3% 14.7% 85.1% 26.7% 24.4% 85.1% 34.8%
E. FTEs o] | o] | 0] 0] o] | | | o] | | | o] | | | 0
F. VOLUME STATISTICS"
1 |Inpatient Discharges 0 0 0 0 0 0 0 0 0 0 0 0 0 0
2 [Outpatient Visits 0 0 0 432 432 0 1,885 1,885 0 1,901 1,901 0 1,901 1,901
3 PHP Visits 0 356 356 0 1,551 1,551 0 1,561 1,561 0 1,561 1,561
TOTAL VOLUME 0 0 0 788 788 0 3,436 3,436 0 3,462 3,462 0 3,462 3,462
Total MH Patient Volume 72.0 78.5 79.0 79.0
PHP Patient Volume 5.47 5.97 6.00 6.00

*Total amount should equal the total amount on cell line "Net Patient Revenue" Row 14.




User, OHCA

From: Walker, Shauna

Sent: Friday, August 18, 2017 8:49 AM

To: akolade@newerarehab.com

Cc: User, OHCA; Mitchell, Micheala; Riggott, Kaila
Subject: Question Regarding CON 17-32150

Dear Mr. Kolade:

We have one follow-up question regarding your completeness responses received on July 28, 2017. Page 266 of the
application states that NERC’s Charity Care Policy allows patients who have lost their insurance coverage to continue
receiving services on a case by case basis depending on their individual circumstances. Please clarify if this policy will

apply to clients who lose Medicaid coverage while receiving treatment at the proposed mental health treatment
program.

Thank you. We will follow-up with a phone call to ensure you’ve received our e-mail and to clarify any additional
questions or concerns.

Regards,

Shauna L. Walker

Office of Health Care Access

Connecticut Department of Public Health
410 Capitol Avenue

Hartford, CT 06134

Phone: (860) 418-7069

Email: Shauna.Walker@ct.gov
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User, OHCA

From: Walker, Shauna

Sent: Friday, August 25, 2017 5:38 PM

To: akolade@newerarehab.com

Cc: Riggott, Kaila; User, OHCA; Mitchell, Micheala

Subject: New Era Rehabilitation Center, Inc. (CON 17-32150)

Attachments: 17-32150-CON Notification of Application Deemed Complete.pdf; image001.jpg;
image002.jpg

Mr. Kolade:

Attached is a letter deeming the above-referenced application complete. Please confirm receipt of this email and the
attachment.

Regards,

Shauna L. Walker

Office of Health Care Access

Connecticut Department of Public Health

410 Capitol Avenue

Hartford, CT 06134

Phone: (860) 418-7069

Email: Shauna.Walker@ct.gov<mailto:Shauna.Walker@ct.gov>

[http://www.ct.gov/insidedph/lib/insidedph/communications/DPH-Color.gif] [http://www.phaboard.org/wp-
content/uploads/PHAB-SEAL-COLOR.jpg]



STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH

Dannel P. Malloy

X Governor
Raul Pino, MD M.PH. Nancy Wyman
Commissioner Lt. Governor
Office of Health Care Access
August 25, 2017 Via Email Only

Mr. Adeoluwa Kolade

New Era Rehabilitation Center, Inc.
38 Crawford Road

Westport, CT 06880
akolade@newerarehab.com

RE:  Certificate of Need Application: Docket Number: 17-32150-CON
Establishment of a Psychiatric Outpatient and Mental Health Day Treatment Clinic for
Adults in New Haven

Dear Mr. Kolade:

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 25, 2017.

If you have any questions concerning this letter, please feel free to contact me at (860) 418-7055.

Sincerely,

Digitally signed by
11/ ¢ 4, Shauna Walker
,J--'{%mu YV iLhee Date: 2017.08.25

10:36:54 -04'00'
Shauna L. Walker
Associate Research Analyst

Phone: (860) 418-7001 e Fax: (860) 418-7053
410 Capitol Avenue, P.O. Box 340308
= Hartford, Connecticut 06134-0308
Cc:n::)?c;:gﬁcb;g:ﬁ?ent WWW.Ct. gOV/ d ph
Affirmative Action/Equal Opportunity Employer
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User, OHCA

From: Walker, Shauna

Sent: Friday, September 01, 2017 11:06 AM

To: User, OHCA

Cc: Riggott, Kaila; Mitchell, Micheala

Subject: FW: Question Regarding CON 17-32150

Attachments: NERC MH CON NH 3rd set Follow up questions 9.01.2017.pdf; NERC MH CON NH 3rd

set Follow up questions 9.01.2017.docx

From: Adeoluwa Kolade [mailto:akolade@newerarehab.com]
Sent: Friday, September 01, 2017 10:51 AM

To: Walker, Shauna <Shauna.Walker@ct.gov>

Subject: RE: Question Regarding CON 17-32150

Good Morning,
Please find attached.

Deolu Kolade

From: Walker, Shauna [mailto:Shauna.Walker@ct.gov]
Sent: Friday, August 18, 2017 8:49 AM

To: akolade@newerarehab.com

Cc: User, OHCA; Mitchell, Micheala; Riggott, Kaila
Subject: Question Regarding CON 17-32150

Dear Mr. Kolade:

We have one follow-up question regarding your completeness responses received on July 28, 2017. Page 266 of the
application states that NERC’s Charity Care Policy allows patients who have lost their insurance coverage to continue
receiving services on a case by case basis depending on their individual circumstances. Please clarify if this policy will
apply to clients who lose Medicaid coverage while receiving treatment at the proposed mental health treatment
program.

Thank you. We will follow-up with a phone call to ensure you’ve received our e-mail and to clarify any additional
questions or concerns.

Regards,

Shauna L. Walker

Office of Health Care Access

Connecticut Department of Public Health
410 Capitol Avenue

Hartford, CT 06134

Phone: (860) 418-7069

Email: Shauna.Walker@ct.gov
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New Era Rehabilitation Inc.
Docket Number: 17-32150-CON

STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH

Dannel P. Malloy
Governor
Raul Pino, M.D.. M.PH.

AN Nancy Wyman
Commissioner )

Lt. Governor

Office of Health Care Access

June 13, 2017 Via Email Only

Mr. Adeoluwa Kolade

New Era Rehabilitation Center, Inc. 38 Crawford
Road

Westport, CT 06880

akolade@newerarehab.com

RE: Certificate of Need Application: Docket Number: 17-32150-CON
Establishment of a Psychiatric Outpatient and Mental Health Day Treatment Clinic for Adults in New Haven
Certificate of Need Second Completeness Letter Dear Mr.

Kolade:

On May 16, 2017, OHCA received completeness responses from New Era Rehabilitation Center, Inc. (“NERC”), seeking
authorization to establish a psychiatric outpatient and mental health day treatment clinic for adults in New Haven. OHCA
requests additional information pursuant to Connecticut General Statutes §19a-639a(c). Please “reply all” to electronically
confirm receipt of this email as soon as you receive it. Provide responses to the questions below in both a Word document and
PDF format as an attachment to a responding email. Please email your responses to both of the following email addresses:

OHCA®@ct.gov and Kaila.Riggott@ct.gov.

Paginate and date your response (i.e., each page in its entirety). Repeat each OHCA question before providing your response.
Information filed after the initial CON application submission (e.g., completeness response letter, prefiled testimony, late file
submissions, etc.) must be numbered sequentially from the Applicant’s preceding document. Begin your submission using
Page 259 and reference “Docket Number: 17-32150-CON.”

Pursuant to Section 19a-639a(c) of the Connecticut General Statutes, you must submit your response to this request for
additional information no later than sixty days after the date this request was transmitted. Therefore, please provide your written
responses to OHCA no later than August 14, 2017, 4:30 p.m., otherwise your application will be automatically considered
withdrawn.

Phone: (860) 418-7001 [] Fax: (860) 4187053

410 Capitol Avenue, MS#13HCA Hartford,
Connecticut 06134-0308 www.ct.gov/dph

Connecticut Department
of Public Health
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Docket Number: 17-32150-CON

Affirmative Action/Equal Opportunity Employer
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New Era Rehabilitation Inc.
Docket Number: 17-32150-CON

1. Page 266 of the application states that NERC’s Charity Care Policy allows patients who have lost
their insurance coverage to continue receiving services on a case by case basis depending on
their individual circumstances. Please clarify if this policy will apply to clients who lose Medicaid
coverage while receiving treatment at the proposed mental health treatment program.

e Yes, NERC’s Charity Care Policy will apply to individuals who may lose their Medicaid
coverage.

269



User, OHCA

From: Mitchell, Micheala

Sent: Wednesday, October 25, 2017 11:42 AM
To: 'Akolade@newerarehab.com'

Cc: Walker, Shauna; User, OHCA; Riggott, Kaila
Subject: 17-32150 (Additional Questions)

Dear Mr. Kolade:
Per our conversation this morning, Shauna and | would like you to respond to the following questions:

1. Why was a psychiatrist added to the staff?

2. Approximately when was the psychiatrist added to the staff?

3. What types of mental health diagnoses have been seen amongst the facility’s comorbid population? Do you
have data available regarding the diagnoses of these clients?

Please email your responses to us in a Word document no later than Monday, October 30, 2017. Begin your response
with page number 218.

Thank you,

Micheala L. Mitchell

Staff Attorney, PHHO/OHCA

Connecticut Department of Public Health

410 Capitol Avenue, MS# 13-HCA, Hartford, CT 06134
Phone: (860) 418-7055

Email: micheala. mitchell@ct gov
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CONFIDENTIALITY NOTICE: This electronic message may contain information that is confidential and/or legally privileged. It is
intended only for the use of the individual(s) and entity named as recipients in the message. If you are not an intended recipient of
the message, please notify the sender immediately and delete the material from any computer. Do not deliver, distribute, or copy
this message, and do not disclose its contents or take action in reliance on the information it contains. Thank you.



STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH

Dannel P. Malloy

; Governor
Raul Pino, .M..D., M.PH. Nancy Wyman
Commissioner Lt. Governor
Office of Health Care Access
Agreed Settlement
Applicant: New Era Rehabilitation Center, Inc.
311 East Street
New Haven, CT 06511
Docket Number: 17-32150-CON
Project Title: Establishment of a Psychiatric Outpatient and Mental Health

Day Treatment Clinic for Adults in New Haven, Connecticut

Project Description: New Era Rehabilitation Center, Inc., (“NERC” or “Applicant”) is
proposing to establish a psychiatric outpatient and mental health day treatment clinic for adults at
311 East Street, New Haven, Connecticut.

Procedural History: The Applicant published notice of its intent to file a Certificate of Need
(“CON?”) application in The New Haven Register (New Haven) on January 20, 21 and 22, 2017.
On February 21, 2017, the Office of Health Care Access (“OHCA”) received the CON
application from the Applicant for the above-referenced project and deemed the application
complete on August 25, 2017. OHCA received no responses from the public concerning the
proposal and no hearing requests from the public per Connecticut General Statutes (“Conn. Gen.
Stat.”) 8 19a-639a(e). Deputy Commissioner Addo considered the entire record in this matter.

\ 0\\\"'” D,
D PH \ Phone: (860) 418-7001 e Fax: (860) 418-7053 & *%
410 Capitol Avenue, MS#13HCA N e
| I N 4 Hartford, Connecticut 06134-0308 3 J
Connecticut Department www.ct.gov/dph R iai®

of Public Health

Affirmative Action/Equal Opportunity Employer



New Era Rehabilitation Center, Inc.
Docket Number: 17-32150-CON Page 2 of 13

Findings of Fact and Conclusions of Law

1. NERC is a for-profit entity, licensed by the Department of Public Health (“DPH”), to operate
free-standing facilities for the care of substance abusive or dependent adults in the cities of
Bridgeport and New Haven, Connecticut. In operation since 2002, the Applicant provides
addiction treatment to nearly 1,000 clients annually. Ex. A, p. 9.

2. The Applicant currently provides chemical maintenance, ambulatory detoxification and day
or evening outpatient treatment to clients. Ex. A, p. 140.

3. Approximately one-half of the Applicant’s clients receive treatment at the New Haven
facility. Ex. F, p. 214.

4. At present, NERC clients exhibiting symptoms of depression, schizophrenia, and borderline
personality, bipolar and anxiety disorders receive partial services from the Applicant’s
resident psychiatrist. Without the appropriate licensure, however, the Applicant’s “in-house”

services are limited to stabilizing clients prior to referring them to an external psychiatrist. Ex.
A, p.14; Ex. D, p. 147; Ex. K, p. 219.

5. The Applicant estimates that it currently refers between 75%-80% of its dually diagnosed
clients to other facilities for mental health treatment. Ex. F, p. 212.

6. The Applicant is proposing to establish a clinic to provide psychiatric outpatient care and
mental health day treatment to adults, ages 18 years and older, suffering from mental illness
and/or substance use disorders at its existing location in New Haven.! Ex. A, pp. 9, 11.

7. The addition of a mental health treatment program at the Applicant’s existing location is
intended to ensure continuity of care, improve health outcomes and reduce relapse rates for
current clients. Ex. A, pp. 9, 12, 18, 14.

8. The theory of collocation, as described in the book “Improving the Quality of Health Care for
Mental and Substance-Use Conditions: Quality Chasm Series,” states that same-site delivery
of mental and substance use health care or primary care is more effective in identifying
comorbid conditions, effectively linking clients to the collocated services and improving

treatment outcomes than formal arrangements with external providers.? Ex. A, p. 135; Ex. D,
p.154.

9. Participants in the proposed program will come primarily from the Applicant’s existing
dually-diagnosed client base. The program will also serve other adults throughout New
Haven County in need of mental health services. Ex. A, p. 14; Ex. D, p. 147.

! The term “psychiatric outpatient” treatment is mental health treatment wherein the unit of service is less than 4
hours of treatment per client. “Mental health day treatment” is also provided on an outpatient basis, however, the
unit of service consists of at least 4, but no more than 12 hours of treatment per client. Conn. Agencies Regs. §19a-
495-550 (a)(14).

2 Institute of Medicine. 2006. Improving the Quality of Health Care for Mental and Substance-Use Conditions.
Washington, DC: The National Academies Press. https://doi.org/10.17226/11470




New Era Rehabilitation Center, Inc.
Docket Number: 17-32150-CON Page 3 of 13

10. The Applicant will provide a comprehensive treatment approach based on the Department of
Mental Health and Addiction Services (“DMHAS”) practice guidelines defining recovery
and recovery-oriented care.® Ex. A, p. 127.

11. The Applicant plans to implement individual, person-centered, recovery plans for clients that
will address all identified behavioral health needs. Ex. A, p. 128; Ex. D, p. 147.

12. An interdisciplinary team comprised of a licensed psychiatrist, professional counselor and
social worker will employ medication therapy, individual and group counseling, staged
interventions and other therapies to promote recovery. Ex. A, p. 127; Ex. D, p. 209.

3 Recovery refers to the ways in which people with mental illness, addiction and/or medical/physical issues
experience and manage their disorder in the process of maintaining and/or reclaiming their life in the community.
Recovery-oriented care is offered by psychiatric, addiction, primary medical treatment and rehabilitation
practitioners in support of the person’s recovery and/or management of his or her chronic illness/condition.



New Era Rehabilitation Center, Inc.
Docket Number: 17-32150-CON

Page 4 of 13

13. As illustrated in Table 1, 94% of clients who received treatment at the Applicant’s New
Haven facility in fiscal year (“FY”) 2016 were residents of the proposed service area (New

Haven County).

TABLE 1

FY 2016 CLIENT ORIGIN FOR NEW ERA REHABILITATION CENTER, INC.

s NO. OF PERCENT OF CT
CLIENTS TOTAL

New Haven 128 35%
Waterbury 65 18%
East Haven 30 8%
Meriden 22 6%
Hamden 21 6%
West Haven 14 4%
Branford 11 3%
Wallingford 9 2%
Derby 8 2%
Ansonia 5 1%
North Haven 5 1%
Beacon Falls 4 1%
Guilford 4 1%
North Branford** 3 1%
Naugatuck 3 1%
Cheshire 2 1%
Milford 2 1%
Madison 1 *
Seymour 1 *
Southbury 1 *
Bethany 1 *
Woodbridge 1 *
New Haven County Total 341 94%
Other Connecticut 21 6%
Connecticut Total 362 100%

*Less than half of one percent.

**North Branford includes the number of clients from the hamlet of Northford.

Ex. F, p. 263.



New Era Rehabilitation Center, Inc.
Docket Number: 17-32150-CON Page 5 of 13

14. Adults ages 18 and older comprise 76% of New Haven County’s total population. Prevalence
rates based upon national data indicate that approximately 22,000 adults in New Haven
County have co-occurring mental health and substance use disorders.

TABLE 2
ESTIMATE OF CO-OCCURRING MENTAL HEALTH AND SUBSTANCE USE DISORDERS INCIDENCE IN
NEW HAVEN COUNTY

SUBSTANCE USE DISORDER POPULATIO’\i PREVALENCE? INCIDENCE
(18 and over)
New Haven County 654,056 3.3% 21,583
Connecticut 2,826,827 3.3% 93,285
Service area as percent of
Connecticut 23% n/a 23%
Sources:

12015 U.S. Census.
2Substance Abuse and Mental Health Services Administration. 2015. Center for Behavioral Health Statistics and Quality,
National Survey on Drug Use and Health (NSDUH): 2014. HHS Publication No. SMA-15-4927. Rockville, MD.

Ex. A, p. 15.

15. The Applicant’s total client census in FY 2016 was 362.* For FY 2017, the total client census
is expected to remain relatively level at 359. It is anticipated that 20% of the total client
census will opt to receive services at the proposed mental health treatment program.

TABLE 3
NEW ERA REHABILITATION CENTER, INC., HISTORICAL UTILIZATION

HISTORICAL VOLUME

SERVICE/PROGRAM FY 2014 FY 2015 FY 2016
Chemical (“Methadone”)

Maintenance—Number of Claims? 17,576 18,148 18,512
Outpatient Treatment (“OP”) — 0 332 218

Number of Sessions?

Fiscal Year is January 1 — December 31
!Billed as a weekly bundle with a claim representing one week of treatment per client.
20P program attendance is not mandated by provider and therefore highly variable.

4 The total client census refers to the total number of individuals receiving services from NERC.



New Era Rehabilitation Center, Inc.

Docket Number: 17-32150-CON Page 6 of 13
TABLE 4
NEW ERA REHABILITATION CENTER, INC., PROJECTED UTILIZATION BY NUMBER OF CLIENTS
CURRENT PROJECTED®
SERVICE/PROGRAM
FY 2017 FY 2018 FY 2019 FY 2020
Mental Health Day Treatment 6 6 6 6
Psychiatric Outpatient Clinic 67 73 73 73
Total 73 79 79 79

Fiscal Year is January 1 — December 31

Assumes NERC will receive appropriate DPH licenses in September 2017 and a 5% total client
census increase from 359 in 2017 to 377 in 2018. 5% client census growth estimated as 1.5 times the
historical increase in methadone maintenance claims from 2015 to 2016 (2%), based on a
combination of the demand for expanded services with the ability to retain a portion of the clients who
would have been previously referred to other providers. Additionally, it is estimated that 7.6% of
NERC clients receiving mental health services will need mental health day treatment. According to
the 2014 National Survey of Drug Use and Health, this is one third the percentage of individuals
suffering from serious mental iliness.

Ex. A, pp. 132-133; Ex. D, pp. 146, 148, 151; Ex. F, pp. 211-212, 215.

16. The majority of NERC clients enroll in the New Haven facility’s existing substance abuse
treatment program through client-to-client referrals. Referrals are also received from private

physicians and local organizations such as The Summit House and First Step Detox. Ex. A, p.
134,

17. The Applicant estimates that approximately 80% of the referrals for the proposed program
will be derived from client-to client referrals. The remaining 20% of referrals will come from
a combination of independent therapists and agencies looking to place their clients into a
more structured, higher level of treatment. Ex. D, p. 148.

18. The Applicant is negotiating a transfer agreement with a local hospital in New Haven in the
event that a client requires emergency treatment not available at the clinic. Ex. F, p. 211.

5 Projected utilization has been rounded up for values equal to or exceeding .5 clients.



New Era Rehabilitation Center, Inc.
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19. Table 4 enumerates the existing providers in New Haven that offer treatment to adults with
co-occurring mental health and substance use disorders. None, however, offer methadone
maintenance and mental health treatment in the same setting.

PROVIDERS OF THE PROPO;—I?I?LSEEEVICES IN SERVICE AREA

TOWN PROVIDER STREET ADDRESS
New Haven Cornell Scott Hill Health Center 428 Columbus Ave.
New Haven Connection, Inc. 282 Dwight Street
New Haven Yale New Haven Psychiatric Hospital 425 George Street
New Haven Connecticut Mental Health Center 34 Park Street
New Haven Continuum of Care 660 Winchester Ave.
New Haven Crossroads, Inc. 44 East Ramsdell St.

Sources:
Substance Abuse and Mental Health Services Administration, Behavioral Health Treatment Services Locator,
https://findtreatment.samhsa.gov, accessed May 22, 2017.

Ex. D, pp. 149-150; Ex. F, p. 212.

20. NERC accepts both commercially insured and Medicaid clients, with the vast majority of
clients covered under Medicaid. Ex. A, pp. 14, 18, 29.

21. Additionally, NERC provides charity care to clients who have lost their insurance coverage
to allow them to continue to receive services. This policy will continue to be applied on a

case-by-case basis depending on each client’s individual circumstance. Ex. F, pp. 212-213, Ex. |,
p. 217.
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22. As a result of an upward trend in Medicaid clients currently receiving treatment at the
Applicant’s existing clinics and a shortage of mental health programs willing to accept
Medicaid, the Applicant projects that 100% of clients who will participate in the proposed
program will be covered by Medicaid.

TABLE 6
PROJECTED PAYER MIX FOR APPLICANT BY NUMBER OF CLIENTS AND VISITS?
FY 2018 FY 2019 FY 2020
Payer Client Visit | Client Visit Client Visit
% % %
Vol. Vol. Vol. Vol. Vol. Vol.
Medicare?!
Medicaid!?2 79 100 3,436 79 100 | 3,462 79 100 | 3,462
CHAMPUS & 0 0 0 0 0 0 0 0 0
TriCare
Total 79 | 100 3,436 79 100 | 3,462 79 100 | 3,462
Government
Commercial 0 0 0 0 0 0 0 0 0
Insurers
Self-pay 0 0 0 0 0 0 0 0 0
Uninsured 0 0 0 0 0 0 0 0 0
Workers 0 0 0 0 0 0 0 0 0
Compensation
Total Non- 0 0 0 0 0 0 0 0 0
Government
Total Payer Mix 79 | 100 3,436 79 100 | 3,462 79 100 | 3,462

Includes managed care activity.

2Approximately 94% of current NERC clients utilize Medicaid to pay for their healthcare services.

SAssumes 20% of the total client census will be mental health clients and a 5% annual census increase through 2019,
stabilizing through 2020.

Ex. A, p. 136; Ex. D, p. 151.

23. The Applicant anticipates there will be no associated capital costs for the proposed program.
Ex. A, p. 20.
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The Applicant projects incremental gains from the onset of operations based on two mental
health treatment sessions per client per month, the current Medicaid reimbursement rate for
psychotherapy and an assumed total client census across all programs increasing from 359 in
FY 2017 to 395 by FY 2019.

APPLICANT'S PROJECTED INCTI;{AEBI\I/I_EI\TTAL GAIN FROM OPERATIONS
FY 2017 FY 2018 FY 2019 FY 2020
Revenue from Operations $91,972 $401,167 $403,993 $403,993
Total Operating Expenses? $60,000 $60,000 $60,000 $60,000
Income (Loss) from Operations $31,972 $341,167 $343,933 $343,993

1The addition of another counselor, if necessary, will cost approximately $60,000.

Ex. A, pp. 20-21; EX. F, p. 215.

OHCA is currently in the process of establishing its policies and standards as regulations.
Therefore, OHCA has not made any findings as to this proposal’s relationship to any
regulations not yet adopted by OHCA.. (Conn. Gen. Stat. § 19a-639(a)(1)).

This CON application is consistent with the Statewide Health Care Facilities and Services
Plan. (Conn. Gen. Stat. § 19a-639(a)(2)); Ex. A, p. 12.

The Applicant has established that there is a clear public need for the proposal. (Conn. Gen.
Stat. § 19a-639(a)(3)); Ex. A, pp.15-16.

The Applicant has demonstrated that the proposal is financially feasible. (Conn. Gen. Stat. § 19a-
639(a)(4)); Ex. A, pp. 20-21.

The Applicant has satisfactorily demonstrated that the proposal will improve the accessibility

and maintain the quality and cost effectiveness of health care delivery in the region. (Conn.
Gen. Stat.§ 19a-639(a)(5)); Ex. A, pp. 17-18.

The Applicant has shown that there would be no adverse change in the provision of health
care services to the relevant populations and payer mix, including access to services by

Medicaid recipients and indigent persons. (Conn. Gen. Stat. § 19a-639(a)(6)); Ex. A, p. 18; Ex. D, p.
151; Ex. F, pp. 212-214.

The Applicant has satisfactorily identified the population to be affected by this proposal.
(Conn. Gen. Stat. § 19a-639(a)(7)); Ex. A, p. 14.

The Applicant’s historical provision of services in the area supports this proposal. (Conn. Gen.
Stat. § 19a-639(a)(8)); Ex. D, p. 147; Ex. F. p. 212.

The Applicant has satisfactorily demonstrated that this proposal would not result in an

unnecessary duplication of existing services in the area. (Conn. Gen. Stat. § 19a-639(a)(9)); Ex. A, p.
25.

The Applicant has demonstrated that there will be no reduction in access to services by
Medicaid recipients or indigent persons. (Conn. Gen. Stat. § 19a-639(a)(10)); Ex. A, p. 18.
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35. The Applicant has demonstrated that the proposal will not negatively impact the diversity of

health care providers and client choice in the region. (Conn. Gen. Stat. § 19a-639(a)(11)); Ex. A, p
25.

36. The Applicant has satisfactorily demonstrated that the proposal will not result in any

consolidation that would affect health care costs or accessibility to care. (Conn. Gen. Stat. § 19a-
639(a)(12)). Ex. A, pp. 18-19.
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Discussion

CON applications are decided on a case by case basis and do not lend themselves to general
applicability due to the uniqueness of the facts in each case. In rendering its decision, OHCA
considers the factors set forth in 8 19a-639(a) of the Statutes. The Applicant bears the burden of
proof in this matter by a preponderance of the evidence. Jones v. Connecticut Medical
Examining Board, 309 Conn. 727 (2013).

NERC is a for-profit entity licensed by the DPH to provide outpatient substance abuse treatment
in the cities of New Haven and Bridgeport, Connecticut. Approximately one-half of the
Applicant’s census of 1,000 clients receive addiction treatment at its New Haven clinic. Nearly
22,000 adults live with co-occurring substance abuse and psychiatric disorders in New Haven
County. The Applicant seeks to expand the services presently available at its New Haven
location by acquiring licensure to establish a psychiatric outpatient and mental health day
treatment program for adults living with depression, schizophrenia, bipolar disorder and other
mental health diagnoses. FF1; FF3-4; FF6; FF14.

According to a 2006 publication from the Institute of Medicine, collocating mental health and
substance use care within the same setting increases access to services, enhances continuity of
care and improves health-related outcomes including the identification of comorbid conditions
and relapse reduction. Although there are existing providers within the city of New Haven that
offer treatment to adults with co-occurring mental health and substance use disorders, the
Applicant is currently the only provider that will collocate methadone maintenance and mental
health treatment at one facility. The proposal will increase access to indigent populations as
almost 100% of NERC clients participating in the proposed program will be covered by

Medicaid; discretionary charity care will be available to those whose insurance lapses. FF7-8;
FF21-22.

As there are no anticipated capital costs associated with the proposal, incremental gains are
expected from the onset of operations, demonstrating its financial feasibility. In order to ensure
that access to care will improve for the Medicaid population, and that the proposal is consistent
with the Statewide Health Care Facilities and Services Plan, OHCA requires that the Applicant
agree to take certain actions as stated in the order attached hereto. FF23-24.
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Order

Based upon the foregoing Findings of Fact and Discussion, the Applicant’s request to establish a
psychiatric outpatient and mental health day treatment clinic is hereby Approved under Conn.
Gen. Stat. 8 19a-639(a) subject to the enumerated conditions (the “Conditions”) set forth below.

All references to days in these Conditions shall mean calendar days, and OHCA shall mean the
Office of Health Care Access or its successor.

1.

The Applicant shall execute a transfer agreement with a local hospital for the provision of
emergency and inpatient treatment prior to the commencement of operations. The Applicant
shall also provide a copy of the signed agreement to OHCA within thirty (30) days of
execution.

Upon execution of this Agreement, the Applicant shall immediately apply to the Connecticut
Department of Social Services and be approved as a Medicaid provider for the proposed
service and make all efforts to comply with the requirements of participation. The Applicant
shall also provide documentation to OHCA evidencing approval of its enrollment
application. Such documentation shall be filed within thirty (30) days of approval as a
Connecticut Medicaid provider.

NERC shall provide notification to OHCA of the date of commencement of operations and
shall provide a copy of the facility license(s) it has obtained. Such notification shall be
provided within thirty (30) days of the start of operations.

OHCA and NERC agree that this settlement represents a final agreement between OHCA
and NERC with respect to OHCA Docket No. 17-32150-CON. The execution of this agreed
settlement resolves all objections, claims and disputes, which may have been raised by
NERC with regard to OHCA Docket Number 17-32150-CON.

OHCA may enforce this settlement under the provisions of Conn. Gen. Stat. 8§ 19a-642;
19a-653 and all other remedies available at law, with all fees and costs of such enforcement
to be paid by the Applicant.

This settlement shall be binding upon the Applicant and its successors and assigns.
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All of the foregoing constitutes the final order of the Office of Health Care Access in this matter.

12/6/2017
Date

12.\5"('7

Date

By Order of the
Department of Public Health
Office of Health Care Access

Ul D Adi8iz

Yvonne T. Addo, MBA
Deputy Commissioner

"Duly Authorized Agent for
New Era Rehabilitation Center, Inc.

Ebtuwezer Kolade,

> , FASP
cAc @ -



Olejarz, Barbara

From: Microsoft Outlook

To: akolade@newerarehab.com

Sent: Thursday, December 07, 2017 10:43 AM
Subject: Relayed: Agreed Settlements

Delivery to these recipients or groups is complete, but no delivery notification was sent by the
destination server:

akolade@newerarehab.com (akolade@newerarehab.com)

Subject: Agreed Settlements



Olejarz, Barbara

From: Olejarz, Barbara

Sent: Thursday, December 07, 2017 10:43 AM

To: ‘akolade@newerarehab.com’

Subject: Agreed Settlements

Attachments: 32150 agreement.pdf; 32149 agreement.pdf
Tracking: Recipient Delivery

'akolade@newerarehab.com'
OHCA-DL All OHCA Users
McLellan, Rose

Bauer, Sandra
'daniels@chime.org'

Bruno, Anthony M.

Johnson, Colleen M

Foreman, Rebecca

Yvonne.Addo@ct.gov Delivered: 12/7/2017 10:43 AM
Kimberly.Martone@ct.gov Delivered: 12/7/2017 10:43 AM
Ormand.Clarke@ct.gov Delivered: 12/7/2017 10:43 AM
Jessica.Rival@ct.gov Delivered: 12/7/2017 10:43 AM
Micheala.Mitchell@ct.gov Delivered: 12/7/2017 10:43 AM
Alla.Veyberman@ct.gov Delivered: 12/7/2017 10:43 AM
Gloria.Sancho@ct.gov Delivered: 12/7/2017 10:43 AM

12/7/17
Dr. Kolade,

Attached are two Agreed Settlements for New Era Rehabilitation Center, Inc. to establish services in New Haven and
Bridgeport

Sincerely,

Barbara K. Olejarz

Administrative Assistant to Kimberly Martone
Office of Health Care Access

Department of Public Health

Phone: (860) 418-7005

Email: Barbara.Olejarz@ct.gov

o P gy

DPH'”Z'{”“E




	Exhibit A- CON application
	Exhibit B -CON guidance
	Exhibit C- completeness questions
	Exhibit D - Completeness responses
	Exhibit E -2nd set of completeness questions
	Exhibit F -2nd completeness responses
	Exhibit G - OHCA follow up question
	Exhibit H - Letter deeming application complete
	Exhibit I - OHCA's follow-up question
	Exhibit J -OHCA's response to questions
	Exhibit K - Signed Agreed Settlement



