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General Information 

 
Name of Applicant:         Name of Co-Applicant: 

MC1 Healthcare, LLC N/A 
 

Connecticut Statute Reference: 
19a – 638 CGS 

 

M
ai

n 
Si

te
 MAIN SITE  

MEDICAID 
PROVIDER ID 

TYPE OF 
FACILITY  MAIN SITE NAME 

See Below N/A Behavioral Health MC1 d/b/a Mountainside Treatment Center 
STREET & NUMBER 

187 South Canaan Road 
TOWN ZIP CODE 

Canaan  06018 
 

Pr
oj

ec
t S

ite
 PROJECT SITE 

MEDICAID 
PROVIDER ID 

TYPE OF 
FACILITY  PROJECT SITE NAME 

See Below N/A Behavioral Health MC1 d/b/a Mountainside Treatment Center 
STREET & NUMBER 

187 South Canaan Road 
TOWN ZIP CODE 

Canaan 06018 
 

O
pe

ra
to

r 

OPERATING CERTIFICATE 
NUMBER  

TYPE OF 
FACILITY  

LEGAL ENTITY THAT WILL OPERATE OF 
THE FACILITY (or proposed operator) 

License Number:  0388 Behavioral Health  
STREET & NUMBER 

 187 South Canaan Road 
TOWN ZIP CODE 

Canaan 06018 
 
 

6C
hi

ef
 E

xe
cu

tiv
e 

 NAME  TITLE 
Stephen Langley Executive Director 
STREET & NUMBER 
187 South Canaan Road 
TOWN STATE ZIP CODE 
Canaan CT 06018 
TELEPHONE FAX  E-MAIL ADDRESS 

860 362-5007 888 572-5978 stephen.langley@mountainside.com 
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Is the applicant an existing facility? If yes, attach a copy of the 
resolution of partners, corporate directors, or LLC managers, 
as the case may be, authorizing the project (attached) 

YES  
NO   

Does the Applicant have non-profit status? If yes, attach 
documentation. 

YES  
NO   

Identify the Applicant’s ownership type. 
PC   Other: 
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.  
 

C
on

ta
ct

 In
fo

rm
at

io
n 

 NAME  TITLE 
 Maureen O’Neill Biggs, LPC, LADC Consultant 
STREET & NUMBER 
 26 Halsey Drive 
TOWN STATE ZIP CODE 
Wallingford CT 06492 
TELEPHONE FAX  E-MAIL ADDRESS 

 203 641-4347 888 572-5978 maureen.biggs01@gmail.com 
RELATIONSHIP TO 
APPLICANT Consultant 
 
 
Identify the person primarily responsible for preparation of the application (optional):  
 

Pr
ep

ar
ed

 b
y 

 NAME  TITLE 
 Maureen O’Neill Biggs, LPC, LADC Consultant 
STREET & NUMBER 
 26 Halsey Drive 
TOWN STATE ZIP CODE 
Wallingford CT 06492 
TELEPHONE FAX  E-MAIL ADDRESS 

 203 641-4347 888 572-5978 maureen.biggs01@gmail.com 
RELATIONSHIP TO 
APPLICANT Consultant 
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List of LLC Managers Authorizing the Project 
Outpatient Psychiatric Clinic for Adults 

Canaan, CT Site 
 
 
 

Executive Committee 
Members 

Title 

Martin Fedor Managing Partner 

David Matteini Managing Director Artemis 

Roy Sasenaraine Chief Operating Officer 

Stephen Langley Executive Director 

Matt Eakin Executive Vice President 

Alex Helfer Vice President of Program 

Development 

Sahel Shwayhat Vice President of Operations 

Sarah Verrelli Vice President of Business 

Management 

Sarah Osborne Director of Clinical Operations 
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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.    
 

 
  

 
 
 
 
 
MC1 Healthcare, LLC d/b/a Mountainside Treatment Center, a for-profit organization 
registered to conduct business in Connecticut, proposes to add a Psychiatric Outpatient Clinic 
for Adults which will be located at the Canaan, CT established site. 
 
The proposed service will address the need to provide outpatient/intensive outpatient mental 
health services to individuals residing in Litchfield County. 
 
Most notably, Community Mental Health Affiliates of Lakeville (proximity 8.6 miles) from the 
Mountainside Canaan site closed its doors leaving a gap in services in this area. 
 
There are no private psychiatrists in Canaan, CT according to 
Lifescript.com/doctor/specialty/psychiatry – Connecticut.  There is one psychiatrist in private 
practice in Lakeville (proximity 10.2 miles), two in Litchfield (proximity 16.7 miles), three in 
Sharon (proximity 15 miles) and five in Torrington (proximity 16.9 miles). 
 
Mountainside proposes to provide outpatient individual sessions, group sessions, psycho-
education, intensive outpatient services, medication management, individual psychiatric 
sessions and other services to individuals with a primary diagnosis of mental illness and/or a 
co-occurring disorder.  
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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. 
 
MC1 Healthcare, LLC, d/b/a Mountainside Treatment Center (“Mountainside”), a for-profit organization 
registered to conduct business in Connecticut, proposes to add a Psychiatric Outpatient Clinic for adults 
which will be located at the Canaan, CT established site.  Mountainside currently operates a medically 
monitored detoxification program, residential, outpatient/intensive outpatient substance abuse/co-
occurring services and MAT Services at the above specified site. 
 
Mountainside is licensed by the Connecticut Department of Public Health (DPH) and accredited by the 
Council on Accreditation of Rehabilitation Facilities (CARF), at both the main campus in Canaan, CT 
and the Wilton, CT Outpatient Campus.  
  
The additional service (Outpatient Psychiatric Clinic for Adults) will typically serve individuals with a 
primary diagnosis of mental illness in Litchfield County and a marginal group in surrounding towns 
and/or out-of-state who choose to remain in the Canaan, CT area.  The staff scheduled to oversee the 
outpatient and intensive outpatient service for persons diagnosed with primary mental illness include 
the Medical Director, the Director of Psychiatry, Director of Clinical Operations, Senior Clinician and 
two Primary Clinicians all of whom are accomplished in mental illness, co-occurring disorders and 
substance abuse. 
 
Mountainside has been operating addiction/co-occurring treatment programs since 1998, providing 
services to approximately two thousand (2,000) clients annually, including those in the insurance and 
self-pay sectors exclusively. 
 
The proposed service will address the need to provide outpatient/intensive outpatient mental health 
services to individuals residing in Litchfield County which includes Salisbury, North Canaan, Canaan, 
Norfolk, Colebrook, Winchester, Barkhamsted, Sharon, Cornwall, Goshen, Torrington, New Hartford, 
Kent, Warren, Litchfield, Harwinton, New Milford, Washington, Morris, Thomaston, Plymouth, 
Bethlehem, Roxbury, Woodbury, Watertown, and Bridgewater, potential clients who reside in the 
community and those clients who choose to remain in the Canaan, CT area post discharge from 
Mountainside’s residential services. 
 
According to the United States Census Bureau, Litchfield County has a population of one-hundred 
eight-nine thousand, one hundred and thirty (189,130).  Male residents total ninety-two thousand nine 
hundred and ninety-six (92,996) individuals; female residents total ninety-six thousand one hundred 
and thirty-four (96,134).  The total households are seventy-six thousand five hundred and eighty-five 
(76,585) with two point forty-three (2.43) people per household.  The median age is forty-four point 
seventeen (44.17) years old; sixty-five percent (65%) of the population holds white collar jobs and thirty-
five percent (35%) are stated to be blue collar workers.  Nineteen point one percent (19.1%) of the 
population are under eighteen (18) years of age, sixty-one point nine percent (61.9%) of the population 
are eighteen (18) years to sixty-four (64) years of age and nineteen percent (19%) of the population 
residing in Litchfield County are sixty-five (65) years of age and older.  Total expenditures in Litchfield 
County are confirmed to be above average according to the United States Census Bureau.1  (Appendix 
One) 

 
The Outpatient Psychiatric Clinic for Adults will offer Outpatient Services (both individual and group), 

                                            
1 United States Census Bureau, Litchfield County, Connecticut; 
http://census.gov/quickfacts/table/PSTo452115/09005  

http://census.gov/quickfacts/table/PSTo452115/09005
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Intensive Outpatient Services, Psychiatric Evaluation and follow-up, Medication Management, Family 
Wellness; encompassing family sessions, individual client sessions and family psycho-education, 
EMDR (Eye Movement Desensitization and Reprocessing) Therapy, Acupuncture, Thai massage, 
Integrated Positional Therapy, TRE (Tension/Trauma Releasing Exercises), Restorative Yoga and 
Nutritional Guidance as appropriate.     
 
The hours of operation are Monday – Friday from 8am to 9pm.  Most notably, licensed clinical staff is 
on-call twenty-four (24) hours, seven (7) days per week. 
 
The proposed program is a client-centered, recovery oriented integrated treatment experience that 
focuses on the physical, emotional and social well-being, growth, education and empowerment of each 
client, promoting respect and dignity through the efforts of a qualified, well trained, culturally competent 
clinical staff.  The outpatient service will function in partnership with the client admitted to treatment.  
The program will undergo continued development as part of a commitment to meet the emergent needs 
of all clients in this least restrictive environment. 
 
Additionally, Community Mental Health Affiliates of Lakeville (proximity 8.6 miles) has closed its’ doors 
leaving a gap in services. 
 
Over the past two (2 1/2) years, Mountainside has realized an increase in admissions of clients 
diagnosed with a co-occurring disorder. 
 

 2013 2014 2015 2016 (6 months) Total 
Detox      

Total N/A 381 708 401 1,490 
% w/Co-Occurring DX N/A 64.8% 67.7% 63.8% 65.9% 

Residential      
Total 675 735 685 329 2,424 

% w/Co-Occurring DX 69.5% 73.6% 74.5% 73.9% 72.7% 
**Data secured from Electronic Health Record, only includes clients who completed treatment.  Detox opened on 6/18/2014 
 
 
The proposed outpatient/intensive outpatient service will begin operation immediately upon award of a 
certificate of need (CON) and issuance of a license by the Department of Public Health (DPH).  The 
infrastructure and staffing pattern is in place at the Canaan, CT location. 
 
The capital outlay will be minimal.  Mountainside projects operating with a modest margin from startup 
and will be cost-effective.  A gradual increase in both client volume and fees will ensure continued 
viability.  Within the proposed space, Mountainside will be able to expand services to meet actual 
demand as it is presented. 
 
The proposed outpatient/intensive outpatient mental health service will improve health care services in 
the area, improve client outcomes and costs to society by enabling clients to increase the likelihood of 
achieving sustained wellness while being provided with ongoing mental health care.  The introduction 
of this service will have minimal impact on the existing fourteen (14) licensed not-for-profit providers in 
the Litchfield County area.   
 
Attachment I:  Public Notice: Waterbury American Republican – September 11,12,13, 2016 

 
2. Provide the history and timeline of the proposal (i.e., When did discussions begin internally or between 

Applicant(s)? What have the Applicant(s) accomplished so far?). 
 
Throughout the past two and one half (2 1/2) years Mountainside has identified an increase in mental 
health diagnoses.  In 2015 sixty-seven point seven percent (67.7%) of clients admitted to the medically 
monitored detoxification program and seventy-four point five percent (74.5%) of the clients admitted to 
the residential program were evaluated as exhibiting a co-occurring mental illness.  In the past six (6) 
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months alone sixty-three point eight percent (63.8%) of clients admitted to the medically monitored 
detoxification program and seventy-three point nine percent (73.9%) of clients admitted to residential 
treatment are determined to have a co-occurring disorder. 
 
At the time of preadmission approximately, 223 or 9% of potential candidates were diagnosed with a 
primary mental health diagnoses were referred to mental health facilities.  There is a clear need for 
service in the Canaan area.  Mountainside is positioned and eager to treat this population.  

 
Discussions to hire additional psychiatric staff began in late 2014.   
As a result of summit meetings (planning sessions);  
Mountainside has: 
 

 Hired a Medical Director/Psychiatrist, Director of Psychiatry, Psychiatric APRN and a Doctor of 
Nursing. 

 Added an assessment series to treatment. Five unique assessments are used to measure the 
client’s baseline and ultimately his/her progress throughout the treatment experience.  The 
Assessment Series measures five (5) domains (depression, anxiety, cravings, sleep and 
ADHD).  The assessment series is administered at three (3) pre-determined points in treatment. 
The first series is completed soon after the client is admitted to treatment, at day fourteen (14) 
and just prior to discharge (approximately day thirty (30).  Based on the client’s scores, the 
individualized wellness plan addresses any symptomatology within a moderate to severe 
range.  Interventions focusing on these specific areas are included in the wellness plan.  Pre 
and Post testing is completed.  The pre and post test scores focus on the expressed 
interventions noted in the wellness plan in an effort to determine if the established 
intervention(s) were effective.  The wellness plan is reassessed and revised accordingly.   
Measurement:   

o Are we measuring what we aspire to quantify? 
o Are the interventions effective? 
o What do the pre and post-tests demonstrate? 

 Each client identified as exhibiting a mental health disorder is referred to the psychiatrist for 
evaluation of comorbidity and/or his/her psychiatric needs.  The treatment team works 
collaboratively with the psychiatrist to ensure that the client’s substance abuse and mental 
health issues are addressed during treatment and throughout the development of the 
continuing care plan. 

 Additional programming was augmented to enhance the client’s treatment experience and to 
attend to the specific individualized needs of each client. 

 
Thus far, Mountainside has promoted the co-occurring program, engaged   complementary 
psychiatric 
staff, appended psychiatric assessment materials, added TRE (Tension/Trauma Releasing 
Exercises), Mood Boost, Restorative Yoga and Integrated Positional Therapy to the Mind, 
Body, Spirit Program(MBS) and hired additional acupuncture staff. 
   
Mountainside ensures that each primary clinician meets with his/her client in an individual 
session as least three (3) times weekly and reassesses the wellness plan at a minimum; every 
seven (7) days, uses an intervention method to assist clients who may be experiencing 
difficulties to remain in treatment, has augmented the nutritional component ;remaining 
cognizant of culture, preferences and medical issues, introduced a sleep sanctuary element 
to programming, added individual self-empowerment sessions, supported family wellness by 
enriching an already effective department and added an outcome measurement department. 

 
       The Outcomes Measurement Department is focused on categorizing and analyzing client  
       data with the goal of understanding the full impact of the treatment experience on the client  
       as it relates to both short and long term recovery.  Mountainside offers a unique set of  
       interventions that are implemented throughout the treatment continuum. The goal of the  
       Outcome Measurement Department is to determine, through the collection and analysis of  
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       data, the best individualized treatment options for each client during his/her stay at  
       Mountainside.   
 
       Outcome data is a continuous process involving expectations for successful outcome in a  
       broad range of life domains.2 
 
       And has: 

 Continued to request that clients voluntarily complete two consumer surveys during the course 
of his/her treatment and just prior to discharge.  Mountainside uses this information to address 
issues in the here and now, empower clients, enhance current programming, train staff and 
develop new programs endeavoring to give clients a best in class treatment experience. 

 
        Given the increase in co-occurring admissions, staffing enrichment, the increase in    
        Specialized programming and research efforts, Mountainside has been preparing for and  
        trusts that we are currently positioned to assist persons served who are diagnosed with a  
        primary mental illness. 
         
3. Provide the following information: 
 

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

 
 

            TABLE 1 
APPLICANT'S SERVICES AND SERVICE LOCATIONS 

Service Street Address, Town Population 
Served 

Days/Hours of 
Operation 

New 
Service or 
Proposed 

Termination 
     
Outpatient 
Psychiatric 
Clinic 

187 South Canaan Rd 
Canaan, CT 06018 

Target 
population: men 
and women over 
18 years of age 
diagnosed with 
mental illness or 
a co-occurring 
disorder 

Monday thru Friday  
8:00am to 9:00pm 
 
On-call - licensed staff 
24hours, 7 days a 
week, 24/7 

New Service 

     
 
             

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): 

 
TABLE 2 

SERVICE AREA TOWNS 
List the official name of town*and provide the reason for inclusion. 
 

 Towns include:  Salisbury, North Canaan, Canaan, Norfolk, Colebrook, Winchester, Barkhamsted, Sharon,  
 Cornwall, Goshen, Torrington, New Hartford, Kent, Warren, Litchfield, Harwinton, New Milford, Washington,  
 Morris, Thomaston, Plymouth, Bethlehem, Watertown, Woodbury, Roxbury and Bridgewater. 
 

                                            
2 Practice Guidelines of Recovery-Oriented Health Care, Connecticut Department of Mental Health and Addiction Services 
(DMHAS) 
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The main reason rationale for locating an outpatient treatment facility in Canaan, CT is to enable us to 
better meet Mountainside’s existing residential clients continuing care needs; and improve client health 
outcomes including reduced rates of relapse.   
 
According to reports published in the Journal of the American Medical Association, approximately fifty 
percent (50%) of individuals with severe mental illness are affected by substance abuse.  Thirty-seven 
percent (37%) of alcohol abusers and fifty-three percent (53%) of drug abusers have at least one serious 
mental illness.  Of all individuals diagnosed as mentally ill, twenty-nine percent (29%) abuse either alcohol 
or another drug.  (Source:  National Alliance on Mental Illness).  
 
The above data is consistent with what we have witnessed in our own client base.  Over the past two and 
one half years (2 1/2), seventy-nine percent (79%) of clients admitted to Mountainside’s residential 
treatment program have received extended care in Canaan, CT.  Sixty-nine percent (69%) of this population 
were diagnosed with a co-occurring disorder. (Data source - Electronic Health Record).    
 
It is essential that Mountainside address the ongoing needs of clients diagnosed with mental illness.  The 
best chance of recovery is through integrated treatment for both the substance abuse problem and the 
mental health problems.  This means getting combined treatment, hopefully through the same treatment 
provider or team (continuity of care).  As the person served progresses in his/her journey it is imperative 
that the mental health issue is addressed ongoing in order to provide sustained supportive care and improve 
outcomes. 
 
Other factors that were central to our choice:  

 Infrastructure is in place:   
o Physical environment  
o Spacious well-lit group rooms 
o Confidential Offices 
o Private Waiting Area 
o Psychiatric and Clinical staff engaged 

 Minimal financial outlay 
 
According to the Community Needs Assessment for Northwest, Connecticut (2015 update), Connecticut 
and the Northwest Region have experienced an increase in emergency department visits for mental health 
and chemical abuse.  As we are aware, mental illness and substance abuse disorders affect individuals, 
families and communities in complex and challenging ways.3 
 
Charlotte Hungerford Hospital Behavioral Health Services data for primary and secondary Mental Health 
diagnoses (DSM-5) for hospitalized patients from 2013-2015 are shown in Figure 21.4 
    
 

                                            
3 Community Health Needs Assessment for Northwest Connecticut (2015 update) Collaborators:  Development of the Community 
Health Needs Assessment for Northwest, CT 2015 Update is a collaborative and inclusive process that has engaged organizations, 
agencies and residents from across the Northwest Region. 
4 . Community Health Needs Assessment for Northwest Connecticut (2015 update) Collaborators:  Development of the Community 
Health Needs Assessment for Northwest, CT 2015 Update is a collaborative and inclusive process that has engaged organizations, 
agencies and residents from across the Northwest Region. 
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According to this report Litchfield County is one of the underserved and health professional shortage 
areas (2013).  The designations include:  Dental Health, Primary Care and Mental Health. 
 
  
 

 
            
      
By offering an industry-and-client preferred level of continuing care services within reasonable driving 
distance and within close proximity of the extended care provider, Mountainside will better able to ensure 
that our client’s treatment and continuing care plans can be implemented with greater certainty through a 
step-down level of mental health services, delivered by the same provider.  In a majority of cases, trusting 
relationships have been formed. 
 
4. List the health care facility license(s) that will be needed to implement the proposal: 

Outpatient Psychiatric Clinic for Adults 
 
5. Submit the following information as attachments to the application: 

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

Canaan, CT Site Wilton, CT Site 
License # 0388 License # 0609 
20 Residential Detox and Evaluation Beds Psychiatric Outpatient Clinic 
58 Intermediate and Long-Term and Rehab Beds License #0504 
Day or Evening Treatment Chemical Maintenance Treatment 
Outpatient Treatment Outpatient Treatment 

 
 
Attachment II:  Licenses Canaan and Wilton, CT sites 

Episodic mood disorders, depressive 
disorder and schizophrenia were the top 
three behavioral health diagnoses in the 
Northwest Region. 

Based on the findings of 2013 Connecticut 
Health Survey, Youth Risk Behavior 
Component and Local Youth Survey 
conducted in Northwest Connecticut 
school districts in 2014-2015, mental 
health issues were relatively common, 
including depression and suicide 
ideation.3 
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b. A list of all key professional, administrative, clinical and direct service personnel related to the 

proposal and attach a copy of their Curriculum Vitae: 
 

Key Personnel 
Roy Sasenaraine Chief Operating Officer 
Stephen Langley Executive Director 
Randall Dwenger, MD Medical Director 
Shanthi Mogali, MD Director of Psychiatry 
Sarah Osborne, LPC, LADC Director of Clinical Operations 
Amanda Molner, LMSW  Senior Clinician 
Judith O’Callaghan, LMFT, LADC Clinician 
Abdul Shabazz, LPC eligible Clinician 

 
 
            Attachment III:   Curriculum Vitae – Key Personnel 
            Attachment IV:  Job Description 
 
 

c. Copies of any scholarly articles, studies or reports that support the need to establish the 
proposed service, along with a brief explanation regarding the relevance of the selected articles:  

 
Behavioral Health Barometer, Connecticut 2015 
NAMI National Alliance for Mental Health 
ADAA Anxiety and Depression Association of America 
Connecticut Department of Public Health, Healthy Connecticut 2020 
State of Connecticut Suicide Prevention Plan 2020 
Community Health Assessment for Northwest Connecticut 2015 Update 
SAMHSA Mental Health and Substance Use Disorders (Updated 030/2016) 
(DPH) Statewide Health Care facilities and Services Plan 
Mental Health is Main Cause of Hospitalizations in CT, New Data Show 
Article:  On and Off Stage with Robin Williams 
Article:  Telling the Truth about Mental Illness 
Article:  How Mental Health is Misrepresented in the Media 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
In Connecticut, two hundred fourteen thousand (214,000) adults age eighteen (18) or older with Any Mental  
Illness (AMI) (47.5%) of all adults with AMI) per year from 2010-2014 received mental health treatment  
counseling within the year prior to being surveyed.  Fifty-two point five percent (52.5% did not receive 
treatment). 5 
 
 

                                            
5 SAMSHA, Behavioral Health Barometer Connecticut, 2015; www.samhsa.gov 

http://www.samhsa.gov/


Page 16 of 295 
 

                  
                                                                                                    SAMSHA, Center for Behavioral Health Statistics and Quality,  
                                                                                                    National Surveys on Drug Use and Health, 2010-2014 
 
               
 
 
 
 
Eighty-three point five percent (83.5%) of adults in Connecticut eighteen (18) years or older reported improved  
functioning from treatment vs seventy point nine percent (70.9%) of the United States as a whole. 
 

 
 

Because recovery in the mental health context refers to the process of changing one's attitudes, values, 
feelings, goals, and skills in order to live a satisfying life within the limitations caused by illness. 
Mountainside incorporates the services of alumni support, recovery monitoring, group and individual 
counseling, psychiatric care and medication monitoring.  Here at Mountainside we empower our clients by 
assuring that supports are in place and with that recovery is achievable.  Treatment is key. 

 
One in four (1 in 4) adults approximately 61.5 million Americans experiences mental illness in a given year.  
One in seventeen (1 in 17) about thirteen point six (13.6) million live with a serious mental illness such as 
schizophrenia, major depression or bipolar disorder. 
 
Mood disorders such as depression are the third most common cause of hospitalization in the United states 
for both youth and adults ages eighteen to forty-four (18-44), approximately 2.6% of American adults, 6.1 
million people live with bipolar disorder and approximately 6.7% of American adults, about 14.8 million 
people live with major depression.  Most notably, 18.1% of American adults about 42 million people live 
with anxiety disorders, such as panic disorder, obsessive-compulsive disorder (OCD), post-traumatic stress 
disorder (PTSD), generalized anxiety disorder and phobias and about 9.2 million adults have co-occurring 
disorders (mental health and substance abuse).  One half of all chronic mental illness begins by the age of 
14; three-quarters by age 24.  Despite effective treatment there are long delays – sometimes decades – 
between the first appearance of symptoms and when people get help.6 
 

                                            
6 NAMI, National Alliance on Mental Illness,   Mental Illness Facts and Numbers, NAMI, www.nami.org 
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Mountainside currently uses five unique assessments to measure the client’s baseline and ultimately his/her 
progress in wellness planning and throughout the treatment experience.  The Assessment Series measures 
five (5) domains (depression, anxiety, cravings, sleep and ADHD).   
 
As part of this Certificate of Need (CON), it would be judicious to look at mental illness as it pertains to both 
Attention Deficit Hyperactivity Disorder (ADHD) and Sleep Disorder. 
 
About sixty percent (60%) of children with ADHD in the United States become adults with ADHD; that is 
about four (4%) of the adult population, or eight (8) million adults.  Less than twenty percent (20%) of adults 
with ADHD have been diagnosed or treated, and only about one-quarter of those adults seek help.   
 
Symptoms of ADHD often include an inability to focus, disorganization, and restlessness/sleeplessness.  
Adults with ADHD may have a hard time organizing things, listening to instructions, remembering details, 
or difficulty completing tasks, which can affect their relationships at home, school and work.  Overlapping 
symptoms of comorbid psychiatric conditions often complicate getting an accurate diagnosis.  About fifty 
percent (50%) of adults with ADHD also suffer from an anxiety disorder.  Adult ADHD symptoms that coexist 
with an anxiety disorder or other disorders may significantly impair the ability to function.7 
 
According to Dr. Andrew D. Krystal, “It has long been appreciated that sleep problems are common among 
those with psychiatric disorders.  The longstanding view that treating some psychiatric conditions improves 
sleep is complemented by recent evidence suggesting that treatment sleep disturbances can have import 
effects on the outcome of treatment of psychiatric disorders.8  The work in this field has increased over 
time.  Mountainside is working with clients who have difficulty sleeping to identify treatment modalities that 
may assist over time. 
 

 
 
Additionally, according to Healthy Connecticut, Department of Public Health 2020, State Health 
Assessment, it was noted that trauma exposure is an issue that is gaining public health attention and is 
increasingly prevalent.  Special populations affected by trauma include veterans and members of 
                                            
7 ADAA Anxiety and Depression Association of America, https://www.adaa.org/understanding -anxiety/related-illnesses/other-
related-conditions/adult-ADHD 
8 Psychiatric Disorders and Sleep, Andrew D. Krystal, M.D., M.S. 
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communities who have experienced large scale psychological trauma from events such as natural disaster, 
or other stressors concentrated in their communities.  FY 2011, there were twenty-five thousand eighty-five 
(25,085) clients at DMHAS who were screened for trauma.  Of these, thirty percent (30%) screened positive 
for trauma or symptoms of trauma.  Fifty-three percent (53%) were screened by addiction programs to 
which they were admitted, forty-six percent (46%) were screened by mental health programs and one 
percent (1%) were screened by forensic mental health programs. 
Exposure to trauma may affect mental health, physical health and functioning in the family, at school, or 
among peers.   
 
Traumatic events include experiences of sexual abuse, physical abuse, domestic violence, medical trauma, 
motor vehicle accidents, acts of terrorism, war, natural disasters, suicides and other events.  Persons 
exposed to trauma may experience threat of injury, death, or personal integrity that causes feelings of fear, 
terror, or helplessness.  In 2012, sixty-one percent (61%) of adults reported verbal abuse, seventeen point 
seven percent (17.7%) reported physical abuse and eight point eight percent (8.8%) reported sexual abuse 
during childhood.  At least one adverse childhood experience affected one point six (1.6) million residents 
in Connecticut.9 
 

                       
 
Mountainside employs staff who are certified in trauma, EMDR is available to clients admitted to 
Mountainside and trauma assessments are completed as appropriate.   
 
According to the Connecticut Health Investigative Team 
Mental Health is the main cause of hospitalizations in Connecticut.  Mental disorders surpassed respiratory 
problems and all other ailments as the leading cause of hospitalization in Connecticut in 2012 children ages 
5 to 14, teenagers and younger adults, according to a new state health department report. 
The data shows five (5) hospitals had increases of more than twelve (12%) in the number of days that 
patients with behavioral health problems were hospitalized.  The biggest increases were at Yale New Haven 
Hospital which saw the number of patients rise sixty-one percent (61%), and inpatient days jump fifty-one 
percent (51%) and Waterbury Hospital, with twenty-six percent (26%) more patients and a thirty-seven 
percent (37%) increase in inpatient days.  Carl Schiessl, director of regulatory advocacy for the Connecticut 
Hospital Association, said the association’s own data show that in 2014, more than twenty-five percent 
(25%) of all inpatient and emergency department visits to hospitals were to treat patients with a primary or 
secondary behavioral health disorder, including those related to substance abuse.  Between 2010-2014, 
hospitals saw a thirty-one percent (31%) increase in patients with a behavioral health diagnosis.  Schiessl 
noted that will limited resources it is a situation that is getting worse in the State of Connecticut. 10 
Suicide 
According to SAMHSA (Behavioral Health Barometer Connecticut 2015), Connecticut’s percentage of 
adults with suicidal thoughts was similar to the national percentage in 2013-2014.  In Connecticut, about 
92,000 adults aged 18 or older (3.3%) of all adults per year in 2013-2014 had serious thoughts of suicide 

                                            
9 Connecticut Department of Public Health, Healthy Connecticut 2020, State Health Assessment 
10 According to the Connecticut Health Investigative Team, http://c-hit.org/2015/04/19/mental-health-is-main-cause-of-
hospitalizations-in-ct-new-data-show/ 
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within the year prior to being surveyed.  The percentage did not change significantly from 2010-2011 to 
2013-2014.  11 
 
Additionally, given the seriousness of the significance of suicide, the State of Connecticut has developed a 
(Suicide Prevention Plan 2020, One Word, One Voice, One Life) which was launched in 2012.  The plan 
explains that suicide deaths are largely preventable.  Therefore, a concerted force (committee) organized 
around the guiding principles outlined in Plan 2020 to address this tragic public and mental health problem.  
Plan 2020 establishes five (5) goals and twenty-two (22) objectives for Connecticut to initiate State 
Prevention Activities.  The PLAN 2020 is designed to be accessible to everyone and it is the State of 
Connecticut goal that individuals, communities, institutions and organizations use the plan as their working 
template to guide their efforts small and large to prevent suicide attempts and deaths and ultimately save 
lives in Connecticut.  The plan includes specific outcomes for 2020.   
The World Health Organization reports that each year nearly one million people die by suicide resulting in 
a mortality rate of sixteen (16) per one hundred thousand (100,000) or a death every forty (40) seconds.  
This represents an increase over the past forty-five (45) years of sixty (60%), and it is estimated that by the 
year 2020, suicide will account for two point four percent (2.4%) of the global disease burden.  In the United 
States suicide and suicidal behaviors have been identified as major public health problems that have far 
reaching personal, social and economic implications.  In 2012, there were forty thousand six hundred 
(40,600) deaths by suicide.  In contrast, during the same year, there were fourteen thousand eight hundred 
and twenty-seven (14,827) homicides (US Department of Justice, 2013) and thirty-three thousand five-
hundred and sixty-one (33,561) motor vehicle fatalities (NHTSA, 2013). 
Suicide is the tenth (10th) leading cause of death in the United States, accounting for the deaths of 
approximately 43,000 Americans in 2014.12 
 
Suicide is the tenth (10th) leading cause of death.  Suicide rates have been steadily increasing by more 
than two (2%) a year (CDC, 2013).    Those persons with existing mental health conditions, including 
substance abuse, are at increased risk for suicidal thoughts, attempts and deaths; it is estimated that ninety 
percent (90%) of those who die by suicide have at least one diagnosable mental health condition, most 
commonly a mood disorder.  Those with anxiety disorders, borderline personality disorder and 
schizophrenia are also at elevated risk.   
 
Finally, those with a history of prior suicide attempts remain at the highest risk of dying by suicide.  This 
according to PLAN 2020 has important implications for the need for a broad view of prevention and 
treatment. 13 

                                                                                 

                             

                                            
11 SAMSHA, Behavioral Health Barometer Connecticut, 2015; www.samhsa.gov  
12 Department of Public Health (DPH):  Keeping Connecticut Healthy, Where to Find Evidence-based Methods and Interventions; 
OCHA website 
13 State of Connecticut Suicide Prevention Plan 2020, One Word, One Voice, One Life 

Source: State of Connecticut, Department of Public Health.  
Annual state population with demographics.  Retrieved from 
http://www.ct.gov/dph/cwp/view.asp?a=3132&q=388152; 
Accessed 2/2/14. 
Office of Connecticut Medical Examiner Deaths by Suicide 
2006-2012 Retrieved 5/29/13 
Healthy People 2020.  US rates based on 2010 data. 
http://www.healthypeople.gov/2020/Data/SEarchREsult.aspx?t
opicid=28&topic=Mental+Health+and+Mental+Disorders&objec
tive=MHMD-1&anchor=124 

http://www.samhsa.gov/
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Attachment V:  Scholarly articles, studies or reports 
 

d. Letters of support for the proposal: 
 

Sharon Hospital 
Turnbridge 
Primary Recovery Services 

 
Attachment VI:  Letters of Support 
 

e. 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 to meet the 
protocols or guidelines. 
 
The most relevant and current standards of practice applicable to the proposed project are outlined 
in the Treatment Improvement Protocol (TIP) 47 and (TIP) 42, published by the Substance Abuse 
and Mental Health Services Administration (SAMHSA) (2006).  This publication, titled Substance 
Abuse:  Clinical Issues in Intensive Outpatient Treatment (TIP 47) and Substance Abuse for 
Persons with Co-occurring Disorders (TIP 42), clearly identifies several Principles of Intensive 
Outpatient Treatment (see excerpts in Attachment VI).  14 

 
These include (with brief responses describing how Mountainside will address each):   
 

Make treatment readily available: 
Mountainside OP/IOP service availability will be guaranteed for the target population, with initial sessions 
scheduled in advance, for all clients referred directly from Mountainside’s residential services.  Intake 
sessions will occur within seventy-two (72) hours of initial call. 
 
Ease of entry 
Prior to outpatient treatment admission, client treatment records will be available following the completion 
of confidentiality regulations-compliant forms by the client.  Since outpatient and residential programs are 
both operated by the same entity, entry will be efficient. 
 
Build on existing motivation 
Mountainside residential staff work with each client to encourage continuing care the completion of a 
continuing care plan prior to discharge from treatment.  With no lapse in continuity of care between 
residential and outpatient treatment, the direct transfer of clients will ensure the maximization of existing 
client motivation to continue his/her journey. 

                                            
14 Treatment Improvement Protocol (TIP) 47 and (TIP) 42, published by the Substance Abuse and Mental Health Services 
Administration (SAMHSA) (2006).  This publication, titled Substance Abuse:  Clinical Issues in Intensive Outpatient Treatment (TIP 
47) and Substance Abuse for Persons with Co-occurring Disorders (TIP 42), clearly identifies several Principles of Intensive 
Outpatient Treatment 



Page 21 of 295 
 

Enhanced Therapeutic Alliance 
Mountainside outpatient staff will receive clinical supervision and training with a major focus on engagement 
skills and other critical factors associated with positive client outcomes.  If the potential candidate has 
participated in the residential program outpatient staff will be afforded the opportunity to meet with the client 
prior to discharge; providing a veritable continuity of care.  
 
Make retention a priority 
Along with engagement, client retention will be a primary performance measure for clinical staff.  It will be 
included as a criterion in annual reviews.  Additional efforts to maximize retention will include the use of on-
site recovery support meetings and activities to build community among clients. 
 
Assess and address individual treatment needs 
An important component of the IOP Program will be case management.  Along  
with a comprehensive, ongoing clinical assessment, and individual wellness plans, the primary clinician will 
be responsible for coordinating needed rehabilitative and recovery support services within Mountainside 
and in the community. 
 
Provide ongoing care 
As each client progresses toward his/her treatment goals, monthly reviews will determine the need for, and 
intensity of, continuing care services. Mountainside will adjust the frequency of outpatient services 
accordingly, including moving from three (3), three (3) hour Intensive Outpatient sessions per week; to 
weekly, monthly and eventually quarterly check-in sessions as defined in the individual wellness plan and 
in team review with the clinician, psychiatrist and other designated treaters.  
 
Monitor mental health issues and as appropriate, abstinence  
In addition to weekly observations by staff for physical, behavioral and attitudinal signs of possible chemical 
use, medication noncompliance or other emerging issues, medical and clinical staff conduct routine and 
random urines toxicology screens and medication levels on clients.  UTox screening is processed through 
a certified laboratory. 
 
Use mutual help and other community based supports 
Mountainside is grounded in the Twelve Steps of Alcoholics Anonymous/Narcotics Anonymous.  All 
outpatient clients are expected to attend AA/NA and/or other appropriate recovery groups and meetings on 
a regular basis.  Such expectations are outlined in writing in each individualized wellness plan. 
 
Use of medications, as indicated 
The Mountainside Medical Director and Director of Psychiatry (M.D.) have considerable experience working 
with individuals experiencing mental illness, co-occurring disorders and substance abuse.  While they 
recognize that professional literature supports the combination of evidenced-based psychosocial therapy 
and medication-assisted treatment, they take a conservative approach to the use of medication, avoid 
prescribing those medications with abuse potential, and provide client education. 
Educate 
Formal education about mental illness, substance abuse, recovery, relapse, family dynamics, wellness and 
other essential components to recovery is a hallmark of the Mountainside approach, and will be delivered 
through psycho-educational sessions, process groups, psychiatric evaluation and follow-up, medication 
management, individual session, individualized collaborative wellness planning, assignments, family 
programming and added supports as needed. 
 
Engage families, employers and significant others 
Family interventions, family therapy and family education will be offered to Mountainside clients/families 
with the assistance of a Licensed Marital and Family Therapist (LMFT) and Licensed Clinical staff according 
to individual wellness plans.  As appropriate, families will be invited to visit the facility to address the 
individual goals and continued needs of both the client and family as a whole.  For those who are distant 
from their family members and/or significant others, Mountainside may employ telemedicine and/or 
telephone/SKYPE voice/video interface to enhance the quality of distance therapy.  As appropriate, those 
area employers who are supportive will be  



Page 22 of 295 
 

engaged to provide support through properly client authorized communication with staff. 
 
Incorporate evidence-based approaches 
Mountainside utilizes an approach that incorporates research-supported practices, clinical experience, 
client preferences and feedback as evidence upon which to base the selection of approaches for each 
individual.  This is known as “evidence based practice” as a process.  Through this process, individual 
“evidence-based” interventions may be selected on an individual client basis.  Mountainside will typically 
utilize additional, select practices such as Motivational Interviewing (MI), Cognitive-Behavioral Therapy 
(CBT), Dialectical Behavioral Therapy (DBT), among others. 
 
Improve program administration 
Mountainside benefits from the existing administrative infrastructure of MC1 Healthcare, LLC (d.b.a. 
Mountainside Treatment Center) which has eighteen (18) years of experience in developing and managing 
services at the Canaan site to individuals with addictions and co-occurring disorders.  
Mountainside continues to grow in scale, diversity of services and sophistication, while drawing upon the 
talents of individuals with extensive executive, managerial and supervisory experience. The current 
executive staff will continue to provide expert guidance while drawing on input from  
line staff, clinical staff and the client population. 
 
Additionally, the core principles of Recovery Oriented Treatment (DMHAS) focuses on “person  
centered” treatment planning – “nothing about us, without us.”  The client has reasonable control  
as to the location and time of planned meetings, as well as to who is involved in the wellness  
planning process.  The focus of planning is on how to create pathways to meaningful and  
successful community life and not just on how to maintain clinical stability and/or abstinence. 
This is primary to the care of the two hundred and six (206) clients who prefer to remain in Canaan,  
CT. 

f. (e.g., memorandum of understanding, transfer agreement, operating agreement) related 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.  

 
 

Memorandum of Understanding/Service Agreements/Contracts 
Charlotte Hungerford Hospital:  Patient Transfer Agreement 
Sharon hospital Memorandum of Understanding 
Sharon Hospital Laboratory:  Phlebotomy 
Physician Choice Laboratory Services (PCI) Services Agreement 
Citrix Access for Sharon Hospital Meditech 
West River Pharmacy (MedStat Pharmacy) 
GeneSight Registration and Agreement 
Yale New Haven Hospital Memorandum of Understanding 
Affiliation Agreement with Sharon Hospital and Touro College of Osteopathic Medicine 

 
Approximately seventeen percent (17%) of American adults have comorbid mental health and     
medical conditions which are risk factors for each other and the presence of one can complicate the 
treatment of the other.   
 
Mountainside works collaboratively with Charlotte Hungerford Hospital in the event a client requires 
inpatient psychiatric care.  Mountainside also works closely with Sharon Hospital in the     
event a client requires medical treatment.  Because behavioral health disorders and medical  
conditions often co-occur, which raises the risk of suboptimal outcomes.   
 
        Attachment VII:   Memorandums of Understanding/Agreements/ Contracts 
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Public Need and Access to Care 
 
6. Describe how the proposed project is consistent with any applicable policies and standards in 

regulations adopted by the Connecticut Department of Public Health. 
 

Mountainside is guided by the policies and standards in the regulations adopted by the Connecticut 
Department of Public Health which incorporate governance, executive staff, fiscal policies, personnel 
policies, environment of care, basic requirements, special requirements, Service areas, environment 
details, emergency and disaster procedures, accident and incident reports, service operations, 
continuing care activities and other agency agreements and in accordance with the appropriate level 
of care medication control policies. 

 
       Governance: The governing body develops written policies and protocols for the  
       organization’s mission and purpose, ensures that Mountainside is operating in accordance  
       with its mission provides financial oversight to ensure that proper financial controls are in  
       place, ensures adequate financial resources as part of their fiduciary responsibility, which    
       may include such responsibilities as personal contribution, financial planning, has appointed  
       executive director, is responsible for record management, program evaluation, personnel,  
       and maintenance aspects of facility operations.  The Governing Body has established an  
       organizational chart, reviews policies semi- annually and serves as a client advocate.    
                  
       Executive Director:  The designated executive director is accountable to the governing body 
       and is responsible for the day-to day management of Mountainside. 
 
       Fiscal Policies:  The VP of Finance in conjunction with the governing body and chief operating  
       officer, develops and implements written policies and procedures which govern the fiscal  
       operation.  On a yearly basis, undergoes a financial statement audit performed by an  
       independent accounting firm to ensure its financial statements are present fairly and in  
       accordance with US Generally Accepted Accounting Principles.  The auditor’s opinion and the  
       report is distributed to the owners of Mountainside and other stakeholders.  The report  
       includes the monthly and year to date balance sheet, income statement and statement of cash  
       flows.  In addition, the report provides budget vs. actual variances and analysis.  In coordination  
       with the month-end reporting, each department manager receives a copy of his or her budget  
       to actual reports.  The reports include a monthly comparison to budget, a listing of all the activity  
       allocated to their respective departments and a year to date comparison to the budget.  Each  
       manager is expected to review the budget to actual reports to see where variances have  
       occurred, and to make sure that the budget allocated and expense assigned is correct.     
       Records of financial arrangements and transactions are retained in the client’s electronic  
       health record for a period of seven (7) years.  Clients are advised verbally at the time of  
       prescreening and in writing at admission of all fees and payments charged by Mountainside. 
 
       Personnel Policies:  Mountainside follows all guidelines as defined by the Department of  
       Public Health having developed policies and procedures that address recruitment, selection,  
       promotion and termination of staff as well as policies and procedures relating to wage and  
       salary administration, employee benefits, organizational chart, employee work rules,  
       disciplinary action including suspension or dismissal of staff as well as an annual job  
       performance evaluation.  Mountainside is an equal opportunity employer, confidential  
       personnel files are maintained identifying all personnel and contain each of the following; an  
       application, resume, licensed staff credential verification, a physical, PPD, job performance  
       evaluations and documented orientation.  Each employee participates in a formal orientation,  
       completes assignments as designated in the Relias system and receives an individualized  
       job related 30-60-90-day orientation plan.  Clinical staff receives ongoing scheduled clinical  
       supervision by licensed staff and line staff receive ongoing supervision from the designated  
       department manager.  All staff are consistently trained in order to maintain current skills and  
       provide for growth in skills which relate to the services offered.  In-service training/workshop  
       seminars are documented with date, topic discussed and person conducting the session.   
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       Each job description defines duties to be performed, supervision received, minimum  
       qualifications and revision dates. There are written policies and procedures addressing  
       internship:  screening, training, supervision, limitations as to duties, responsibilities and as  
       appropriate termination of services. 
 
       Environment of Care:  Physical Plan:  Mountainside adheres to the standards established  
       by the following sources for the construction, renovation, alteration, maintenance and  
       licensure of all facilities; State of Connecticut Basic Building Code, State of Connecticut Fire  
       Safety Code, State of Connecticut Public Health Code and Local Codes and Ordinances.   
       Mountainside is structurally sound and equipped in a safe and sanitary manner to prevent or  
       minimize all health and fire hazards.  Building equipment and services are maintained in a  
       good state of repair.  Mountainside has established distinct maintenance schedule to ensure  
       that the interior, exterior and grounds of the building is maintained, clean and free from  
       accumulations of refuse, dilapidated structures or other health hazards.  
 
       Basic Requirements:  The Canaan site is accessible to the community and to emergency  
       Service vehicles.  Established walkways are provided for each exit from the building leading  
       to the driveway and the street.  Pubic areas are available.  The lobby is well-lit, well-  
       furnished, clean and inviting.  A reception area and waiting area is provided, as well as public  
       toilet facilities and telephones upon request.  There is storage space for equipment and  
       supplies.  Mountainside utilizes an Electronic Health Record (Sigmund).   
 
       Special Requirements:  The infrastructure is in place for the Outpatient Psychiatric Clinic.   
        Private office space is available to conduct direct client services. 
 
       Service Areas:  Mountainside provides outpatient/IOP space for group therapy activities,  
       general meetings, educational and other purposes.  The area exceeds twenty-five (25) square  
       feet. 
 
       Environment Details:  All areas used by clients have temperatures not less than 68 degrees  
       F, hot water heating equipment is of sufficient capacity to supply hot water at the temperature  
       of 110-120 degrees F and at amounts required at all times.  Central heating systems are used,  
       walls, ceilings and floors are maintained in an excellent state of repair, the minimum width of  
       all doors to rooms accessible to clients are two feet four inches.  Effective measures are taken  
       to protect against the entrance into the facility or breeding on the premises of vermin.  All  
       windows that open to the outside are effectively screened. 
 
       Emergency and Disaster Procedures:  Written policies and procedures governing  
       appropriate interventions in the event of an emergency or disaster have been developed and  
       institutionalized.  The procedures address:  documented orientation of all staff and intern’s in  
       the use of fire extinguishers, evacuation plan and the diagram of the facility exit routes, to  
       emergency and disaster procedures.  Fire plans and procedures are posted in conspicuous  
       areas throughout the facility and emergency and disaster drills are conducted on a monthly  
       basis for residential clients and on a quarterly basis for all outpatient/IOP clients.  Designated  
       staff are assigned specific duties in the event of a disaster or emergency.  Additionally, a written  
       plan is available for checking accident and incident reports and first aid supplies on a monthly  
       basis.  The plan specifies the supplies to be stocked, the required amounts of each supply and  
       position title of any staff person responsible for the audit.  This audit is documented. 
 
       Accident or Incident Reports:  The Executive Director reports any accident or incident to the  
       Department.  The following classifications of such events are employed in accordance with the  
       Department of Public Health regulations (Class A {one which has resulted or had the potential  
       to result in serious injury or death}, Class B, {one which has interrupted or has the potential to  
       interrupt the services provided by the facility} or Class C {One which results in legal action 
       against the facility}).  In the event of a Class A or B incident and immediate phone call is placed  
       to the department and confirmed by a written report within seventy-two hours of the event.  For  



Page 25 of 295 
 

       a Class C incident a written report to the department is provided within seventy-two hours of  
       the initiation of legal action.  Mountainside ensures that each report contains the following  
       information:  Date of report and date of event, facility classification, identification of the  
       individuals affected by the event, including, where available; client identification and age, name  
       of the employee, visitor, or other, nature of the incident, action to be taken by the facility and  
       disposition. If the affected individual is or was at the time of the reported event a client of  
       Mountainside; the Executive Director forwards the following information to DPH:  Date of  
       admission, current diagnosis, physical and mental status prior to the event and physical and  
       mental status after the event.  Additionally, the location, nature and brief description of the  
       event is forwarded, as is the name of the physician consulted and time of notification of the  
       physician.  A report is also summarized by the physician regarding a completed physical  
       examination.  This summary includes findings and orders. Witnesses to the event are noted  
       and the report is signed by the Executive Director.  The Executive Director as the contact  
       person responds to/submits subsequent reports as required. 
 
      Service Operations:   Mountainside audits client records on a monthly basis.  Each clinician  
       is seen in individualized clinical supervision twice monthly and in group supervision twice  
       monthly.  The record, wellness planning, documentation and initial continuing care plans are  
       consistently reviewed (do the goals speak to the issues specific to this client, have the goals  
       been met, are they time-limited, do the goals speak to the client’s strengths, has the client  
       assisted in the development of the plan, does the plan need to be reassessed; if so has this  
       been accomplished?)  Client records are organized, there is a written record for each client,  
       clients are advised of his/her rights. The biopsychosocial assessment focuses on social or  
       family background, next of kin or designated individual to be notified in the event of an  
       emergency, physical examination, medical history, substance abuse history, mental health  
       issues, mental status, MHF-III, risk assessment as appropriate, educational background, employment 

history, referral source summary and reason for referral, medication, legal history, releases, 
individualized wellness plan, description and frequency of services.  Specific objectives are formulated 
which relate to stated goals, name of assigned staff who will develop the plan in collaboration with the 
client.  Each individual client record contains progress notes which document services provided to the 
client and progress made towards goals and objective in accordance with the individualized care plan.  
Each record contains a current list of medications and instructions for administration thereof.  Each 
client record contains documentation of the periodic date of the review, person conducting the review 
and any changes in the individualized wellness plan as a result of the review.  The client record also 
contains a discharge summary and a continuing care plan.  This record is completed within seven (7) 
days of client discharge and includes; the client’s progress towards the established individualized care 
plan goals, original reason for referral, type, frequency and duration of treatment or services, reasons 
for discharge and expectations for future functioning.   Client records are retained for seven (7) years.  
Prior to the utilizing the EHR, client records were in hard copy.  All hard copies will be incinerated or 
shredded at the seven (7) year mark. 
 
Admissions, Discharge, or Referrals:  Mountainside has developed policies that govern  
admissions, discharges and referrals.  The policies include:  Identification of the target population and 
length of stay, preadmission criteria, criteria for admission and readmission; for voluntary and 
involuntary discharge, discharge summaries and continuing care plans. 
 

       Other Agency Agreements:  Mountainside has agreements/memorandums of understanding  
        and contracts with several area providers, hospitals, a laboratory, phlebotomy services and a  
        pharmacy.  Please see attachments. 
 
       Staffing:   The proposed Psychiatric Clinic roster includes:  Medical Director (board certified  
        psychiatrist), Director of Psychiatry (board certified psychiatrist), Director of Clinical  
        Operations, Senior Clinician and two (2) Clinical staff, all of whom provide direct care. 
 
7. Describe how the proposed project aligns with the Connecticut Department of Public Health Statewide 

Health Care Facilities and Services Plan, available on OHCA’s website. 

http://www.ct.gov/dph/cwp/view.asp?a=3902&q=277050&dphNav=|52611|
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According to the Department of Public Health:  Keeping Connecticut Healthy the goal is to  
improve mental health through prevention and by ensuring access to appropriate quality    mental health 
services. “Mental health are health conditions that are characterized by alterations in thinking, mood, 
and/or behavior that are associated with distress and/or impaired functioning.  Mental disorders 
contribute to a host of problems that may include disability, pain, or death.15 
According to DPH, mental disorders are among the most common causes of disability. The resulting 
disease burden of mental illness is among the highest of all diseases.  

        
      Attachment VIII:  Department of Public Health:  Keeping Connecticut Healthy 
 
8. With respect to the proposal, provide evidence and documentation to support clear public need: 

 
a. Identify the target patient population to be served: 

Mountainside’s target population is men and women ages 18 years of age and older.  The clients 
include those with relatively high net worth, with many from the high income communities.  A 
number of clients whose continuing care plan incorporates sober housing and OP/IOP care are 
returning to towns within Litchfield County (Northwest Region) or remaining in Canaan, CT and 
bordering areas.  

 
 

 
 

Admissions Client Diagnosed with a Co-Occurring Disorder 
2016 (Only January – August, 2016) 

 
              

Admissions to Mountainside: 
Of the four thousand-ninety-eight (4,098) admissions to Mountainside in the past two and   
one half (2 1/2) years, two thousand fourteen (2,014) clients were diagnosed with a co- 
occurring disorder or (71.11%) of the clients treated.   

 (2014 – 72.32% diagnosed with a co-occurring d/o)     
 (2015 – 72.24% diagnosed with a co-occurring d/o)    
 (2016 seven (7) months diagnosed with a 68.47% co-occurring d/o) 

 
Referrals to Mountainside include a growing percentage of those with a co-occurring disorder.  
Similar to other programs across the state, Mountainside has seen a dramatic shift in clients being 
admitted who have a confirmable mental health diagnoses.   

 
b. Discuss how the target patient population is currently being served: 

 

The proposed Canaan, CT outpatient target population is currently being served in several parallel 
and lower levels of care by a variety of community providers; from an assortment of towns and 
states.   

                                            
15  Department of Public Health (DPH):  Keeping Connecticut Healthy, Where to Find Evidence-based Methods and Interventions; 
OCHA website 

Year

2014 2015 2016
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Approximately fifty-two (52) clients completing Mountainside   residential treatment, were referred 
to Outpatient or Intensive Outpatient treatment in Litchfield County and seven (7) clients were 
referred to a private psychiatrist or therapist in Litchfield County.  Two-hundred and six (206) clients 
were referred for extended care choosing to remain in Canaan, CT.  Sixty-nine percent (69%) of 
the clients referred to Canaan and other facilities located in Litchfield County were diagnosed with 
a co-occurring disorder.  
 
A small percentage of the clients given to Mountainside’s care “only” attend self-help    
groups. A significant percentage of discharged clients receive other services in conjunction  
with attending self-help.   
Alumni Services are offered to all clients who discharge from Mountainside because  
recovery is a life-long journey, and Mountainside is committed to being a partner to our  
alumni along the way.  Our care and support extends beyond our campus to wherever our  
alumni choose to continue their paths of recovery.  Mountainside’s Alumni Program  
provides alumni a variety of opportunities to have fun, stay connected to their recovery and  
to each other, and give back while supporting the positive life changes they have made in  
treatment.  More importantly, our program aims to create and foster a strong alumnus  
community of like-minded, wellness-oriented individuals that are passionate about helping  
each other live happy and healthy lives free of addiction.  

 
             Our Alumni program includes: 
             Alumni Share Night: Alumni Share Night: Alumni with at least six months of sobriety share personal 

stories of recovery with current Mountainside clients who are just starting on their paths to recovery. 
To learn more or to schedule a time to return and share your story, please email us.   

             Alumni Support Groups: Alumni-led group for sharing and receiving feedback in a safe, open, 
honest and healthy environment.   

             Recovery Meetings: Mountainside hosts several weekly, 12-Step speaker meetings open to all 
individuals in the community. 

             Alumni Events: Recreational and social activities that support wellness and long-term recovery, 
including quarterly gatherings and an annual retreat.  

             Alumni E-Newsletter: A monthly publication featuring strategies for maintaining sobriety, wellness   
tips, book recommendations, recipes for recovery as well as an alumni spotlight and Mountainside 
news. 

             Alumni Twitter: Daily quotes @MtnsideAlumni to help inspire you and reinforce your commitment 
to recovery. 

             Alumni Ambassador Program: An opportunity to give back by volunteering to help those new to 
recovery and/or those hoping to start recovery.  Ambassadors can help provide more information 
about the Mountainside program to potential clients, act as mentors. 

 
             Most significantly, a considerable amount of Mountainside staff is trained as Recovery  

Guides.    Within this model, care incorporates the fact that the lives of people in recovery  
did not begin with the onset of their disorders, just as their lives are not encompassed totally by 
substance abuse or psychiatric treatment and rehabilitation.  Based on recognition of the fact that 
people were already on a journey prior to the onset of their disorders, and therefore prior to coming 
into contact with care, the focus of care shifts to the ways in which this journey was impacted or 
disrupted by each person’s disorder.    For example, practitioners strive to identify and understand 
how the person’s substance use or psychiatric disorder has impacted on or changed the person’s 
aspirations, hopes, and dreams. If the person appears to be sticking resolutely to the hopes and 
dreams he or she had prior to onset of the disorder, and despite of or without apparent awareness 
of the disorder and its disabling effects, then what steps need to be taken for him or her to get back 
on track or to take the next step or two along this track? Rather than the reduction of symptoms or 
the remediation of deficits—goals that we assume the person will share with care providers—it is 
the person’s own goals for his or her life beyond or despite his or her disability that drive the 
treatment, rehabilitation, and recovery planning and efforts. 

 

mailto:alumni.services@mountainside.com
https://twitter.com/MtnsideAlumni
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             The primary vehicle for the delivery of most behavioral health interventions is the relationship 
between the practitioner and the person in recovery. The care provided must be grounded in an 
appreciation of the possibility of improvement in the person’s condition, offering people hope and/or 
faith that recovery is “possible for me.” Practitioners convey belief in the person even when he or 
she cannot believe in him or herself and serve as a gentle reminder of his or her potential. In this 
sense, staff envision a future for the person beyond the role of “mental patient” or “addict” based 
on the person’s own desires and values and share this vision with the person through the 
communication of positive expectations and hope. A continuity of care affords the client the 
opportunity to build on trusting relationships that have already been forged in treatment. 

 
        c.    Document the need for the equipment and/or service in the community: 
              The anticipated capital expenditure of $10,000 for equipment will be paid by MC1 Healthcare, 

LLC using cash. 
 
 
        d.  Explain why the location of the facility or service was chosen: 

   
 
 
 

 
Privacy:  Mountainside’s private location affords our clients anonymity and privacy.  The parking 
area is private, shielded from Route 7, as is the waiting area, the group rooms and the office 
space.   

 
The Infrastructure is in place to serve the 79% of clients remaining in Canaan (*69% of whom 
are diagnosed with a co-occurring disorder).  Mountainside has the ability to provide a true 
continuity of care.   
There are no psychiatrists practicing in Canaan, CT and Community Mental Health Affiliates of 
Lakeville, CT closed, which was approximately 8.6 miles from Mountainside Treatment Center. 
 
Lastly, while convenience is generally highly valued by clients; if it is necessary for some clients 
to voluntarily drive up to thirty (30) minutes each way for treatment, this will be offset by the 
benefit that he/she are less likely to be seen by friends and neighbors when accessing services 
that are located away from his/her hometown.  The client may also choose to participate in 
treatment with individuals that may have also recently completed residential treatment at the 
Canaan, CT site providing a true continuity of care. 

 
e. Provide incidence, prevalence or other demographic data that demonstrates community need: 

 
The general population segment within which the target population rests, includes adults eighteen 
(18) years of age and older with diagnosable mental health or co-occurring disorder. 

              According to NAMI (National Alliance on Mental Illness: 
 

Accessibility:  Route 44 is an east-west US Highway 
that runs for 237 miles.  The major intersections include 
US 7 North Canaan, I-84/US6. 
US Route 7 continues to the Massachusetts State line 
in Canaan.  It is a north-south US Highway which runs 
78 miles in the State of CT.  Route 8 is the portion of the 
multistate New England Route 8 within the State of CT.  
It is a 67.36-mile state highway running north and south 
from Bridgeport all the way to Massachusetts.  The 
freeway portion of Route 8 ends at US Route 44, 
Proximity:  Since a portion of our clients will travel to 
the facility up to three times per week, drive time is an 
important factor.  79% of our residential clients were 
discharged to extended care in Canaan; a large portion 
of clients are within a 30-minute drive range, should 
he/she prefer to receive services from Mountainside. 
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             One in four (1 in 4) adults approximately 6,105 million Americans experience mental illness in a 
given year.  One in seventeen (1 in 17) about thirteen point six (13.6) million live with a serious 
mental illness such as schizophrenia, major depression or bipolar disorder. 

 
             Mood disorders such as depression are the third most common cause of hospitalization in the 

United states for both youth and adults ages eighteen to forty-four (18-44), approximately 2.6% of 
American adults, 6.1 million people live with bipolar disorder and approximately 6.7% of American 
adults, about 14.8 million people live with major depression.  Most notably, 18.1% of American 

             adults about 42 million people live with anxiety disorders, such as panic disorder,  
             obsessive- 
             compulsive disorder (OCD), posttraumatic stress disorder (PTSD), generalized anxiety 
             and phobias and about 9.2 million adults have co-occurring disorders (mental health and substance 

abuse).  One half of all chronic mental illness begins by the age of 14; three-quarters by age 24.   
             Despite effective treatment there are long delays – sometimes decades – between the first  
             appearance of symptoms and when people get help.16 
 
             Most notably; The 2015 County Health Rankings report indicates that Litchfield County  
             has a ratio of one (1) Mental Health provider to every five hundred and forty-eight (548) residents, 

considerably below the national benchmark of one (1) provider to every three hundred and eighty-
six (386) residents 

 

              
 

Litchfield County also has a shortage of primary care providers, with one (1) primary care  
physician to every one thousand five hundred sixty-three (1,563) residents, well below  
both the national benchmark of one (1) primary care provider for every one thousand  
persons and the State average of one (1) primary care physician per one thousand one  
hundred ninety (1,190) residents.17 
              
NAMI:  Prevalence of Mental Illness speaks to the need for additional services, continuity of care and solid 
continuing care planning. 

 Approximately 1 in 5 adults in the U.S.—43.8 million, or 18.5%—experiences mental illness in a 
given year. 

 Approximately 1 in 25 adults in the U.S.—10 million, or 4.2%—experiences a serious mental illness 
in a given year that substantially interferes with or limits one or more major life activities. 

 Approximately 1 in 5 youth aged 13–18 (21.4%) experiences a severe mental disorder at some 
point during their life. For children aged 8–15, the estimate is 13%. 

                                            
16 NAMI, National Alliance on Mental Illness, Mental Illness Facts and Numbers, NAMI, www.nami.org 
17 . Community Health Needs Assessment for Northwest Connecticut (2015 update) Collaborators:  Development of the 
Community Health Needs Assessment for Northwest, CT 2015 Update is a collaborative and inclusive process that has engaged 
organizations, agencies and residents from across the Northwest Region. 
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 1.1% of adults in the U.S. live with schizophrenia. 
 2.6% of adults in the U.S. live with bipolar disorder. 
 6.9% of adults in the U.S.—16 million—had at least one major depressive episode in the past year. 
 18.1% of adults in the U.S. experienced an anxiety disorder such as posttraumatic stress disorder, 

obsessive-compulsive disorder and specific phobias. 
 Among the 20.2 million adults in the U.S. who experienced a substance use disorder, 50.5%—10.2 

million adults—had a co-occurring mental illness. 

              Suicide:   State of Connecticut 

                

             

Given the strong association between mental health conditions and suicidal thoughts and     
behaviors, recommendations for suicide prevention mirror those for good mental health and 
substance abuse treatment:  Suggestions include high quality and highly accessible mental 
health and substance abuse treatment, strong mental health assessment and ongoing screening 
for suicidality and the availability and resourcing of high quality mental health and substance 
abuse services,  
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Suicide was the second leading cause of injury death in Connecticut accounting for 18.1% of all 
injury-related deaths between 2000-2004, with 1,396 suicide deaths, for an average of 279 
suicides a year. 

 
Consider the death of Robin Williams who suffered from severe depression.  He was a proud and 
loving person.  His death did not have to happen.  Stigma was quite possibly a factor in his 
decision to take his own life.  After Robin Williams death the television media and social web 
exploded with questions such as “How could he do this to his children?”  “What was he thinking?” 
These questions themselves are proof of stigma in our society demonstrating a lack of 
understanding about mental illness. 
 
We all need to do as much as possible on both a clinical and human level to improve the quality 
of each life, to identify risks, provide support, reduce stigma and empower those who seek 
assistance.  Access to mental health care is primary. 

 
f. Discuss how low income persons, racial and ethnic minorities, disabled persons and other 

underserved groups will benefit from this proposal: 
 
Mountainside is a for-profit treatment experience.  Given this Mountainside has not infringed on 
the ability for low income persons, and other underserved groups to access treatment in the 
Litchfield County area. 
 

g. List any changes to the clinical services offered by the Applicant(s) and explain why the change 
was necessary: 
 
Mountainside has realized an increase in co-occurring disorders over the past two and one half  
(2 1/2) years.  It became increasingly difficult to secure appointments with outside psychiatrists 
during the client’s treatment experience.   

             As previously discussed, as a result of summit meetings/planning session; Mountainside has: 
 Hired psychiatric staff assessment series to treatment. 
 Currently assesses risk, trauma and utilizes five unique assessments to measure the client’s 

baseline for five domains (depression, anxiety, cravings, sleep and ADHD). 
 Each client identified as exhibiting a mental health disorder is referred to the psychiatrist for 

evaluation of comorbidity and/or his/her psychiatric needs.  The treatment team works 
collaboratively with the psychiatrist to ensure that the client’s substance abuse and mental 
health issues are addressed during treatment and throughout the development of the 
continuing care plan. 

 Additional programming was augmented to enhance the client’s treatment experience and to 
attend to the specific individualized needs of each client. 

 An Outcome Measures Department was developed in order to categorize and analyze data to 
assist in the identification of patterns and client needs. 

 Clinicians currently meet with clients three (3) times weekly on an individual basis, reassess 
needs ongoing and work closely with the continuing care team 

 Clients voluntarily complete two consumer surveys during the course of his/her treatment and 
just prior to discharge.  Mountainside uses this information to address issues in the here and 
now, empower clients, enhance current programming, train staff and develop new programs 
endeavoring to give clients a best in class treatment experience. 

 EMDR has been added to programming  
 

h. Explain how access to care will be affected: 
Access to care will be minimally affected by this proposal.  Given admissions over the past two 
and one half years (21/2) years, we anticipate that approximately fifty-two (52) clients per year of 
the Litchfield County Pool will likely enroll in the proposed program in Canaan, CT.  Two hundred 
and six (206) clients in this pool had historically opted to remain in the Canaan, CT area. 
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i. Discuss any alternative proposals that were considered: 
Mountainside originally referred clients to an area psychiatrist for evaluation and treatment.  As 
the population diagnosed with co-occurring disorders continued to increase access to psychiatric 
care decreased.  Litchfield County has a shortage of primary care providers, with one (1) primary 
care physician to every one thousand five hundred sixty-three (1,563) residents, well below both 
the national benchmark of one (1) primary care provider for every one thousand forty-five (1,045)  

             persons and the State average of one (1) primary care physician per one thousand one hundred-
ninety (1,190) residents.  Litchfield County is also deficient in the number of psychiatrists 
practicing in the Northwest Region. 

             Given this, Mountainside added a Medical Director (psychiatrist), Director of Psychiatric,  
             Psychiatric APRN and Doctor of Nursing to the staffing pattern.  The goal is to provide psychiatric 

evaluation, ongoing care and medication management to this growing population.  Programming 
was also augmented to meet this need; as was the assessment process.  Innovated assessments 
focus on risk, trauma, pain, depression, anxiety, ADHD, sleep, cravings and nutrition complement 
wellness planning and treatment. 

 
9. Describe how the proposal will: 
 

a. Improve the quality of health care in the region: 
 

In addition to adding a new, high quality psychiatric outpatient facility within the region, 
Mountainside will serve to improve health care outcomes for individuals with mental illness and 
co-occurring disorders.  By providing essential, continuing treatment (i.e., step-down) following 
primary inpatient/residential treatment the proposed service enhance transition to productive, 
independent and self-supporting healthy lifestyles in the community. 
 
It is widely understood in the mental health field that time-in-treatment, the better the odds for 
wellness.  According to the nationals 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.18 

 
b. Improve accessibility of health care in the region 

 
Clients remaining in the town of Canaan, CT will have access to Mountainside services that are 
located within close proximity to extended care housing in Canaan, access to group and 
individual treatment, intensive outpatient treatment and ongoing psychiatric care and medication 
management.   
 
Clients will be invited to participate in Alumni Service activities and events and will be provided 
with both a continuity of care and continued care. 

 
c. Improve the cost effectiveness of health care delivery in the region. 

 
The Mountainside outpatient psychiatric clinic is designed to provide seamless, continuing 
treatment for individuals diagnosed with a mental illness disorder.  These services provide 
extended treatment duration in a less-restrictive, and therefore lower cost, setting that maximizes 
the potential for achievement of long-term wellness.  By addressing emerging and underlying 
emotional and psychological factors, the proposed service will reduce future healthcare costs 
related to relapse, including associated medical costs.   
 
By providing a dedicated regimen of clinical services that are closely coordinated with sober 
housing and related recovery supports, pro-social community involvement and wellness activities, 
the proposed service will contribute to decreasing long-term healthcare costs – especially the 

                                            
18 Hubbard, R.L., Craddock, S.G., Flynn, P.M., Anderson, J., & Etheridge, R.M. (1997).  Overview of 1-year follow-up outcomes in 
the Drug abuse Treatment Outcome Study (DATOS), Psychology of Addictive Behaviors, 11(4), 261-278. 
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need for chronic, acute care episodes, and particularly the costs associated with suicide attempts 
or gestures, major depression episodes, psychosis, noncompliance with medications and lack of 
self-care.  

 
10. How will this proposal help improve the coordination of patient care (explain in detail regardless of 

whether your answer is in the negative or affirmative)? 
 

        Mountainside prides itself as working closely with area providers with the goal of ensuring that  
        all clients receive the most appropriate level of care and ultimate wellness.  Mountainside  
        collaborates with Charlotte Hungerford Hospital, Sharon Hospital, area laboratories and  
        physicians via memorandums of understanding, agreements and contracts for the good of the  
        client, family and community.           
 
11. Describe how this proposal will impact access to care for Medicaid recipients and indigent  
      persons. 
 

           Mountainside as a for-profit facility provides treatment to clients with commercial insurance or  
           who have the ability to self-pay.  This proposed service should have no impact on current  
           Litchfield County providers or Medicaid recipients and indigent persons located in the county. 

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

 
Mountainside uses a sliding fee scale based on an individual client or family’s ability to pay.  The 
scale is flexible and adjusted to the needs or income of individuals.   

       
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 so. 
 
The Mountainside Outpatient Psychiatric Clinic will not infringe on admissions to other outpatient 
psychiatric providers in Litchfield County who provide services to Medicaid recipients or indigent 
persons.    Mountainside is a for-profit facility.  
 

14. Will the proposal adversely affect patient health 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. 

 
The proposed rates for services at Mountainside’s Canaan facility will be the same as the current and 
future rates.  Mountainside has had 18 years’ experience in setting reasonable private rates that it 
has been able to successfully collect.  The actual experience shows that insurance rates are 
negotiated lower (beginning at about $375.99/session), and virtually 100% of self-pay clients do pay 
the full rates in advance. 
 
Rates are anticipated to be raised a modest 3% per year during the first three years of operation. 

 
The rate schedule is as follows: 

Mountainside Intensive Outpatient Fees* 
Insurance $560.00 $577.00 $594.00 
Uninsured $255.00 $263.00 $271.00 
% change 
(approximate) 

  
+3% 

 
+3% 
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Financial Information 

 
15. Describe the impact of this proposal on the financial strength of the state’s health care system 

or demonstrate that the proposal is financially feasible for the applicant.  
 

The anticipated capital expenditure of $10,000.00 will be paid by MC1 Healthcare, LLC using cash. 
 
16. Provide a final version of all capital expenditure/costs for the proposal using OHCA Table 3. 

 
TABLE 3 

TOTAL PROPOSAL CAPITAL EXPENDITURE 
 

Purchase/Lease Cost 
Equipment (Medical, Non-medical, Imaging) 10,000.00 
Land/Building Purchase* Existing 
Construction/Renovation**  
Other (specify)  

Total Capital Expenditure (TCE) 10,000.00 
Lease (Medical, Non-medical, Imaging) ***  
Total Lease Cost (TLC)  
Total Project Cost (TCE+TLC) 10,000.00 
*    If the proposal involves a land/building purchase, attach a real estate 
property   
 appraisal including the amount; the useful life of the building; and a 

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

building work, including the gross square feet; existing and proposed 
floor plans; commencement date for the construction/ renovation; 
completion date of the construction/renovation; and commencement 
of operations date. 

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

attach a vendor quote or invoice; schedule of depreciation; useful life 
of the equipment; and anticipated residual value at the end of the 
lease or loan term. 

 
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; 
letter of interest or approval from a lending institution. 
 
The anticipated capital expenditure of $10,000.00 will be paid by MC1 Healthcare, LLC using cash. 

 
18. Include as an attachment: 
 

a. Audited financial statements for the most recently completed fiscal year. If audited financial 
statements do not exist, provide other financial documentation (e.g., unaudited balance sheet, 
statement of operations, tax return, or other set of books). Connecticut hospitals required to 
submit annual audited financial statements may reference that filing, if current: 
Attachment IX:  Sinnamon and Associates, LLC, Certified Public Accountants 
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b. Completed Financial Worksheet A (non-profit entity), B (for-profit entity) or C (§19a-486a 

sale), available on OHCA’s website under OHCA Forms, providing a summary of revenue, 
expense, and volume statistics, “without the CON project,” “incremental to the CON project,” and 
“with the CON project.” Note: the actual results reported in the Financial Worksheet must 
match the audited financial statement that was submitted or referenced. 

 
Attachment X:  Financial Worksheet B  
 

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

TABLE 4 
PROJECTED INCREMENTAL REVENUES AND EXPENSES  

 
 FY 2017* FY 2018* FY 2019* 

Revenue from Operations $193,091. $246,615. $286,790 

Total Operating Expenses   187,427.   233,616.   267,676. 
Gain/Loss from 
Operations $5,664. $12,999. $19,114. 

* Fill in years using those reported in the Financial Worksheet attached. 
 
 
20. Explain all assumptions used in developing the financial projections reported in the Financial 

Worksheet. 
 

Mountainside only accepts direct commercial insurance or similar (e.g., managed care) third-party 
payment assignment or self-pay in full, in advance.  Clients are expected to cover the full cost of 
services, including through a combination of insurance and self-pay.  Mountainside does not accept 
Medicaid or other governmental insurance or entitlements, and receives no state or Federal funding. 
 
The projected client population mix assumes that 65% of admissions will be supported by commercial 
insurance (non-governmental).  This is a conservative estimate, as the most recent rate of insurance 
coverage for Intensive Outpatient clients at Mountainside’s Canaan location is approaching 80%.  
The remainder of clients will be “self-pay” and expected to assume the full negotiated cost of care. 
 
The numbers of projected clients are based upon actual admissions to Mountainside’s residential 
treatment programs in Canaan who are from Litchfield County.  These numbers are adjusted using an 
estimated 25% conversion rate. 

 
21. Explain any projected incremental losses from operations resulting from the implementation of the 

CON proposal. 
 

There are no projected incremental losses from operations resulting from the implementation of the 
CON proposal.  The infrastructure in in place 

 
22. Indicate the minimum number of units required to show an incremental gain from operations for each 

projected fiscal year. 
 

Based upon initial, three-year expense and rate projections, the following numbers of units (i.e., 3-
hour IOP sessions) will be required to begin to show an incremental gain from operations: 
Fiscal Year One (2017 Apr.-Dec.)    569 units 
Fiscal Year Two (2018)                    705 units 
Fiscal Year Three (2019)                 796 units 
 

http://www.ct.gov/dph/cwp/view.asp?a=3902&q=276934&dphNav=|
http://www.ct.gov/dph/cwp/view.asp?a=3902&q=276934&dphNav=|
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Utilization 

 
23. Complete OHCA Table 5 and OHCA Table 6 for the past three fiscal years (“FY”), current fiscal year 

(“CFY”) and first three projected FYs of the proposal, for each of the Applicant’s existing and/or 
proposed services. Report the units by service, service type or service level. 

 
 

TABLE 5 
HISTORICAL UTILIZATION BY SERVICE 

 

Service** 

Actual Volume 
(Last 3 Completed FYs) CFY Volume* 

FY 20__*** FY 20__*** FY 20__*** FY 20__*** 

Outpatient Services 
Intensive Outpatient Services 

N/A N/A N/A N/A 

     

     

Total     
*    For periods greater than 6 months, report annualized volume, identifying the number of actual months covered and the  
 method of annualizing. For periods less than 6 months, report actual volume and identify the period covered. 
**   Identify each service type and level adding lines as necessary. Provide the number of visits or discharges as appropriate for  
 each service type and level listed. 
*** Fill in years. If the time 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 to the table. 
 
 
 
 

TABLE 6 
PROJECTED UTILIZATION BY SERVICE 

 

Service* 

Projected Volume 

FY 20__** FY 20__** FY 20__** 
Outpatient Services 
IOP N/A N/A N/A 

    

    

Total    
*   Identify each service type by location and add lines as necessary. Provide the number of 

visits/discharges as appropriate for each service listed. 
** 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 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 to the table. 

 
24. Provide a detailed explanation of all assumptions used in the derivation/ calculation of the projected 

service volume; explain any increases and/or decreases in volume reported in OHCA Table 5 and 6. 
Mountainside is applying for a new service license.  Prior related program data is not available. 
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25. Provide the current and projected patient population mix (number and percentage of patients by payer) 

for the proposal using OHCA Table 7 and provide all assumptions. Note: payer mix should be 
calculated from patient volumes, not patient revenues. 

 
TABLE 7 

APPLICANT’S CURRENT & PROJECTED PAYER MIX 
 

Payer 
Current 

FY 20__** 
Projected 

FY 20__** FY 20__** FY 20__** 

Discharges % Discharges % Discharges % Discharges % 

Medicare* 0 0% 0  0  0  

Medicaid* 0 0% 0  0  0  

CHAMPUS & 
TriCare 

0 0% 0  0  0  

Total Government 0 0% 0  0  0  

Commercial 
Insurers 

5 63% 20 67% 25 66% 30 67% 

Uninsured 3 37% 10 33% 13 34% 15 33% 

Workers 
Compensation 

 
0 

 
0% 

 
0 

 
0% 

 
0 

 
0 

 
0 

 
0% 

Total Non-
Government 

 
15 

 
100% 
 

 
30 

 
100% 

 
38 

 
100% 

 
45 

 
100% 

Total Payer Mix 15 100% 30 100% 38 100% 45 100% 
*   Includes managed care activity. 
** Fill in years. Ensure the period covered by this table corresponds to the period covered in the projections 

provided. New programs may leave the “current” column blank. 
 
26. Describe the population (as identified in question 8(a)) by gender, age groups or persons with a specific 

condition or disorder and provide evidence (i.e., incidence, prevalence or other demographic data) that 
demonstrates a need for the proposed service or proposal.  

 
According to the United States Census Bureau, the population of Litchfield County in 2015 was 183,603 
(about 5% of the total population of Connecticut).  It reports that 81.4% of those are aged 18 and over 
– placing their estimate of the adult population in Litchfield County at 149,453. 
 
Deducing by applying the SAMHSA prevalence estimate of 18.2%, the census data would suggest 
there are about 27,200 adults diagnosed with mental illness in Litchfield 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 treatment in programs located 
elsewhere across the country.  Therefore, the estimate of 18.2% for the general United States 
population will be used for projections. 
 
Need for treatment in Litchfield County 
 
Perhaps the most compelling, recent evidence available to demonstrate treatment need in Connecticut 
comes from the Behavioral Health Barometer – Connecticut 2014, issued by the federal Substance 
Abuse and Mental Health Services Administration (SAMHSA) in 2015.19  The following excerpt 
validates the extrapolated estimate of treatment need suggested above and also identifies the 
percentage of those in need who are not served in any given year: 

                                            
19 Substance Abuse and Mental Health Services Administration.  Behavioral Health Barometer:  Connecticut, 2015.  HHS 
Publication No. SMA-15-489CT.  Rockville, MD:  Substance Abuse and Mental Health Services Administration, 2015. 
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In Connecticut, two hundred fourteen thousand (214,000) adults age eighteen (18) or older  
with Any Mental Illness (AMI) (47.5%) of all adults with AMI) per year from 2010-2014 received  
mental health treatment counseling within the year prior to being surveyed.  Fifty-two-point five  
percent (52.5% did not receive treatment). 20 
 
Using this benchmark, it can be estimated that of the 149,453 adults in Litchfield County, 52.5% or 
77,716 individuals need treatment but did not receive it.  This provides strong evidence of the need for 
treatment services in Litchfield County, far is excess of what could possibly be provided through the 
proposed service. 
 
 
 

 
 

 
 

For example:  In 2015 three thousand eight hundred and seventy-three (3873) calls were made to  
2-1-1 alone in Litchfield County requesting mental health evaluation, a counseling setting, health 
supportive services, substance abuse services and individual and family support services. 

 
 
27. Using OHCA Table 8, provide a breakdown of utilization by town for the most recently completed fiscal 

year. Utilization may be reported as number of persons, visits, scans or other unit appropriate for the 
information being reported. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                            
20 SAMSHA, Behavioral Health Barometer Connecticut, 2015; www.samhsa.gov 

http://www.samhsa.gov/
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TABLE 8 

UTILIZATION BY TOWN 
 

Town Utilization 
FY 2015 

Salisbury 2 
North Canaan 1 
Canaan 26 
Norfolk 1 
Colebrook 0 
Winchester 0 
Barkhamsted 0 
Sharon 3 
Cornwall 0 
Goshen 1 
Torrington 10 
New Hartford 4 
Kent 1 
Warren 0 
Litchfield 1 
Harwinton 0 
New Milford 5 
Washington 0 
Morris 0 
Thomaston 3 
Plymouth 0 
Bethlehem 1 
Watertown 7 
Woodbury 2 
Roxbury 1 
Bridgewater 0 

 
*   List inpatient/outpatient/ED volumes separately, if applicable 
** Fill in most recently completed fiscal year. 

 
 
28. Using OHCA Table 9, identify all existing providers in the service area and, as available, list the 

services provided, population served, facility ID (see table footnote), address, hours/days of operation 
and current utilization of the facility. Include providers in the towns served or proposed to be served by 
the Applicant, as well as providers in towns contiguous to the service area. 
 
In order to ensure a thorough accounting of existing intensive outpatient/outpatient psychiatric clinics 
in the proposed service area, we began with those listed on SAMHSA’s website with the following 
search criteria:  Outpatient Psychiatric Clinics; cash (self-pay) or private health insurance; young adults 
and adults.  The resulting list identified ten (10) facilities located in Torrington, one facility located in (1) 
Kent, one (1) in Bethlehem and two (2) New Milford.   
A second search, which we expected to result in more information, was the State of Connecticut 
Department of Public Health (DPH) list of licensed outpatient psychiatric clinics providing services 
within twenty (20) miles of Canaan, CT.  This list includes one (1) additional facility located in Windsor, 
CT. 
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Table 9 

SERVICES AND SERVICE LOCATIONS OF EXISTING PROVIDERS 
Service or 

Program Name 
Population 

Served 
Facility ID* Facility’s 

Provider Name, 
Street Address 

and Town 

Hours/Days of 
Operation 

Current 
Utilization 

Charlotte 
Hungerford 
Hospital 

Psychiatric 
Outpatient Clinic 
PHP/OP 

Not for profit 
NPI #  
1639255870 

540 Litchfield 
Street 
Torrington, CT 

8:30am to 9pm  
Mon. and 
Thursday 
8:30a – 5p 
Tues., Weds., and 
Fri. 

Licensed beds 
109 
ED beds       14        
ICU beds    10          
ED visits       
39,535  

Catholic Charities Psychiatric 
Outpatient Clinic 

Not for profit 
Employer ID# 
06-0667607 
 

132 Grove Street 
Torrington, CT 
06790 

Not available on 
Home page 

Not published 

Christian 
Counseling 
Connection, Inc. 

Psychiatric 
Outpatient Clinic 

Not for profit 
Credential ID 
930299 

42 Church Street 
Torrington, CT 
06790 

10a – 5p  
Mon. - Friday 

Not published 

Community Health 
and Wellness 
Center  

Psychiatric 
Outpatient Clinic 
OP 

Not for profit 
Credential ID 
995718 

469 Migeon Ave. 
Torrington, CT 
06790 

8a – 6p  
M<W<TH<F T 8a-
8p 
Every other Sat.  

Not published 

Community Mental 
Health Affiliates, 
Inc. 

Psychiatric 
Outpatient Clinic 

Not for profit 
Credential ID 
929517 

100 Commercial 
Blvd 
Torrington, CT 
06790 

Monday:  8a-8p 
Tues: Th. 9a-6p 
Friday: 8a-5p 

Not published 

High Watch 
Recovery Center 

Substance Abuse   
& 
Co-occurring D/O 
 

Not for profit 
NPI # 
1275946881 

62 Carter Road 
Kent, CT 06757 

8a – 5:30p  
Mon. – Sun. 

Not published 

MCCA Torrington Psychiatric 
Outpatient Clinic 
Outpatient 

Not for profit 
NPI # 
1992074418 

30 Peck Road 
Torrington, CT 
06790 

Mon. – Fri. 
9:30a – 4p 

Not published 

McCall Foundation Psychiatric 
Outpatient Clinic 
Outpatient 

Not for profit 
Credential ID: 
930804 

58 High Street 
Torrington, CT 
06790 

Mon.: 9a – 8p 
Tues-Fri: 9a – 4p 

Not published 

Hartford 
Dispensary 
Torrington Clinic 

Psychiatric 
Outpatient Clinic 
Outpatient 

Not for profit 
Credential ID 
1235540 

140 Commercial 
Blvd 
Torrington, CT 
06790 

Mon. - Friday  
5a – 1:30p 

Not published 

Western CT 
Mental Health 

Psychiatric 
Outpatient Clinic 
Outpatient  
State Operated 

Not for profit 
NPI# 
1144561051 

249 Winsted Road 
Torrington, CT 
06790 

Mon., Tues., 
Thurs. 
8:30a – 5p 

Not published 

Wellspring 
Foundation 

Psychiatric 
Outpatient Clinic 
PHP/IOP/OP 
 

Not for profit 
NPI# 
1154475184 

21 Arch Bridge 
Road 
Bethlehem, CT 

Not available on 
Home page 

Not published 

New Milford 
Hospital 
Behavioral Health 
Services 

Psychiatric 
Outpatient Clinic 
Outpatient 
 

Not for profit 
NPI# 
1619938016 

23 Popular Street 
New Milford, CT 

Mon. – Fri. 
9a – 5p 

Licensed beds      
85 
ED beds    12              
ICU beds   6               
ED visits        
18,780 

MCCA New 
Milford 

Psychiatric 
Outpatient Clinic 
Outpatient 
 

Not for profit 
CT License # 
SA-0215 

50 Bridge Street 
New Milford, CT 

Mon. – Fri. 
9:30a 4p 

Not published 

Watkins Network Psychiatric 
Outpatient Clinic 
Outpatient 
 

Not for profit 
CT License # 
1245356 

21 Prospect Street 
Torrington, CT 

Mon. 9a-9p, Tues: 
11a-7p, W, Thurs: 
1p – 9p 
Fri 9a-5p 

Not published 

 
                   * Provide the Medicare, Connecticut Department of Social Services (DSS), or National Provider Identifier (NPI)  
                     facility identifier and label column with the identifier used. 
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        In order to ensure a through accounting of existing outpatient psychiatric service providers in   
        the proposed area, we began the search with those providers listed on SAMSHA’s website  
        with the following criteria:  Outpatient Psychiatric Clinic, cash (self-payment) or private health  
        insurance) young adults and adults. 
        The second search, was done and included Outpatient Psychiatric Clinics for adults found on 
        the Department of Public Health (DPH) website. 
        The third search, was done on the internet which added one more facility; Watkins Network is  
        located CT Department of Public Health 
 
29. Describe the effect of the proposal on these existing providers. 

Of the fourteen (14) existing treatment providers in Litchfield County, all fourteen (14) served clients 
with State/Federal funding or Medicaid reimbursement.  One of the facilities serve only clients who 
are currently on Methadone Maintenance/MAT at that location. 
We anticipate that the addition of Mountainside’s Outpatient Psychiatric Clinic to the area will have a 
minimal effect on existing area providers.  As mentioned previously, discharged Mountainside’s 
residential clients currently receive continuing care services through a variety of community providers 
including sober living, licensed clinics and licensed professionals. 

      As noted two-hundred and six (206) or seventy-nine percent (79%) of clients were  
      discharged to Canaan, CT.  Sixty-nine (69%) of this population were diagnosed with a  
      co-occurring disorder.  Approximately sixty (60) clients were voluntarily referred for continuing 
      care to other facilities located in Litchfield County.  The formulation of the above noted  
      continuing care plans were based upon client preference (e.g., proximity, referral to former treater).  
 
       Based upon this review, we conclude that the implementation of this proposal will have minimal  
       impact on existing area providers. 
 
30. Describe the existing referral patterns in the area served by the proposal. 

 
Of the existing fourteen (14) outpatient providers in Litchfield County, all fourteen (14) serve public-
sector clients with State/Federal funding or Medicaid reimbursement and are located in Torrington, 
Kent, New Milford and Bethlehem.  One of the facilities only serves clients on Methadone/MAT at its’ 
location.   
 
Eleven (11) of the facilities located in Litchfield County do not provide Intensive Outpatient Services. 
 
We anticipate that the addition of Mountainside’s Canaan Outpatient Psychiatric Clinic to the area will 
have a minimal effect on existing area providers.  Discharged Mountainside residential clients 
currently receive continuing care services through a variety of community providers including sober 
living, licensed clinics and independent licensed professionals.  Over the past two and one half (2 ½) 
years 79% of the pool chose to remain in Canaan, CT post discharge. 

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

 
Approximately sixty (60) clients were voluntarily referred for continuing care to other facilities located in 
Litchfield County.  The formulation of the above noted continuing care plans were based upon client 
preference (e.g., proximity, referral to former treater). 
  
Based on the above data, the referral patterns will not be affected. 
 
Mountainside, however, will have the ability to treat clients diagnosed with mental illness which will 
contribute positively to the unmet need in the Northwest Region of Connecticut. 

       
       According to Hazelden  
      “Having a mental health disorder could make a person even more sensitive to the effects of 
      substances.  The consequences from excessive use or chronic long-term use happen more  
      rapidly.   With the best of intentions, a person with a mental health disorder may try to stop  
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      using substances, but after doing so they notice that their psychiatric symptoms return,  
      sometimes more severe.  They wonder, “why bother getting clean and sober?”   
 
       A mental health disorder complicates and compounds the challenges the clients face. 
 
32. If applicable, explain why approval of the proposal will not result in an unnecessary duplication of 

services. 
 
The total hospitalizations and mental Disorder Discharges, FY 2015 for Litchfield County for mental 
disorders (1079), psychotic conditions (652) and alcohol/other drug psychosis (282).    
The fourteen (14) facilities noted which are located in Litchfield County accept clients with   Medicare, 
Medicaid, Uninsured, Commercial Insurance, Veteran’s Insurance and State/Federal funding.   
Mountainside is a for-profit agency that exclusively admits clients with commercial insurance or have 
the ability to self-pay. 

 
      Statewide Totals 2015 

Primary Payer Mental Disorders Psychotic 
Conditions 

Alcohol/Other 
Drug Psychosis 

Medicare 6297 4727 912 
Medicaid 11741 7247 2421 
Uninsured 547 265 183 
Commercial Insurance 5618 3523 951 

 
         Two-hundred and six (206) clients, one hundred and ninety-eighty (198) of whom were    
         diagnosed with a co-occurring disorder were discharged from Mountainside to Canaan, CT  
         over the past two and one half (21/2) years.  A good portion of this client base lack  
         transportation, have ties to the Canaan community, participate in alumni services offered at  
         Mountainside and require ongoing mental health treatment.   Sixty-nine percent (69%) of  
         the clients who have sought continuing care (extended care) in Canaan were diagnosed  
         with a co-occurring disorder. 
 
         Current research demonstrates that integrated treatment, which treats both disorders  
         concurrently, offers the best possible outcomes for clients and client’s families. 
 
         Mountainside has memorandum of understanding agreements with area hospitals and  
         collaborates with the hospitals as appropriate for the good of the client.               

 

33. Explain in detail how the proposal will impact (i.e., positive, negative or no impact) the diversity of 
health care providers and patient choice in the geographic region. 

   
       The primary target population includes clients being discharged from a residential treatment  
       episode at Mountainside in Canaan, Connecticut and remaining in Canaan or within close  
       proximity to Canaan, CT.  This could include Canaan, Lakeville, Salisbury, Norfolk,  
       Massachusetts and New York as a prime referral source.   
 
       Other Litchfield County towns have been left in the equation in the event the client prefers to  
       be treated further from his/her home in order to maintain confidentiality.  The proposed  
       service should have minimal impact on other health care providers in the Litchfield County  
       area.   
 
       Based on the historical volume at Mountainside’s residential program and the portion of  
       clients who voluntarily remain in the Canaan area, it is reasonable to conclude that there is a  
       solid basis for projecting a subpopulation that will generate actual demand for treatment. 
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Supplemental CON Application Form 
Establishment of a New Health Care Facility (Mental Health and/or Substance 

Abuse Treatment) * 
Conn. Gen. Stat. § 19a-638(1) 

 
 
 
Applicant: 
 
MC1 d/b/a Mountainside Treatment Center 
 
 
Project Name: 
 
Freestanding Outpatient Psychiatric Clinic 

 
 

 

 
 
 
*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 “health 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.  
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1.   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. 
Mountainside will offer outpatient and intensive outpatient treatment, group and 
individual sessions, psychiatric evaluation and ongoing care and medication 
management. 
 
In conjunction with the above, Mountainside also offers integrated positional therapy, 
EMDR, acupuncture, Thai massage, Self-Empowerment sessions and a variety of Yoga 
activities that address trauma, anxiety and depression. 

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

to initiate the proposal: 
 

 Medical Director (Psychiatrist), M.D. 
 Director of Psychiatry, M.D. 
 Director of Clinical Operations, LPC, LADC, MAT, EMDR Certification 
 Senior Clinician, LMSW, LADC 
 Two Clinicians one of whom is an LMFT 

 
 
2.  Projected Volume 

 
a. For each of the specific population groups to be served, report the following by service 

level (include all assumptions): 
 

(i) An estimate of the number of persons within the population group by town 
that need the proposed service; and 

 
(ii) The number of persons in need of the service that will be served by the 

proposal (estimated patient volume). 
 

 
The specific target population to be served includes adults returning to towns in Litchfield 
County, Connecticut following a residential treatment episode at Mountainside Treatment 
Center in Canaan, Connecticut.  This population includes individual with mental illness or a 
co-occurring disorder in need of continuing care. 
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CONNECTICUT POPULATION ESTIMATES AS OF JULY 1, 2013 
BY COUNTY AND TOWN 

 
Litchfield County:  186,924 

 
 

Town 
 

Population 
 

In Need 
To be Served 

2016 
% of 
Need 

Salisbury 3693 672 2 0.59% 
North Canaan 3241 590 2 0.33% 
Canaan 1214 221 226 102% 
Norfolk 1678 305 1 0.32% 
Colebrook 1457 265 0 0% 
Winchester 11013 2207 0 0% 
Barkhamsted 3745 681 0 0% 
Sharon 2743 499 4 0.80% 
Cornwall 1412 257 0 0% 
Goshen 2945 536 1 0.18% 
Torrington 35611 6481 19 0.29% 
New Hartford 6886 1253 10 0.79% 
Kent 2939 535 1 0.19% 
Warren 1447 263 0 0% 
Litchfield 8333 1517 1 0.66% 
Harwinton 5593 1018 0 0% 
New Milford 27767 5053 8 0.16% 
Washington 3526 642 0 0% 
Morris 2345 427 0 0% 
Thomaston 7761 1412 3 0.21% 
Plymouth 12047 2192 0 0% 
Bethlehem 3553 647 1 0.58% 
Watertown 22228 4045 11 0.27% 
Woodbury 9822 1788 5 0.28% 
Roxbury 2229 406 1 0.25% 
Bridgewater 1696 309 0 0% 
TOTAL 196,993 34,221 296 0.24% 

 
The data in the chart above are based upon the following assumptions: 

 Population numbers are 2014 estimates provided by the Connecticut Department of 
Public Health on its website 

 The estimates of individual “In Need” of Mental Health treatment are calculated by 
applying the 18.2% estimated average for the United States population provided by 
SAMSHA  

 The estimated number of individuals to be served (client volume) is based upon annual 
averages of actual past 43-month figures from Mountainside’s residential admission 
records, by town. 

 The percentages reported are the percentage of estimated individuals to be served of the 
estimated number of person in need of treatment. 

 
 



Page 47 of 295 
 

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 need for mental health services in Connecticut and in Litchfield County far exceeds 
capacity.  According to SAMSHA (Behavior Health Barometer CT 2013), Connecticut’s 
percentage of adults with suicidal thoughts was similar to the national percentage in 2011-
2012.   
In Connecticut, about 105,000 adults (3.9% of all adults) in 2008-2012 had serious thoughts of 
suicide within the year prior to being surveyed.   
The percentage did not change significantly over this period.  Connecticut’s rate of serious 
mental illness among adults was similar to the national rate in 2011-2012.  In Connecticut, 
about 93,000 adults (3.5% of all adults) per year in 2008-2012 had serious mental illness within 
the year prior to being surveyed.  Connecticut’s rate of mental health treatment among adults 
with any mental illness in Connecticut was similar to the national rate in 2008-2012.  In 
Connecticut, about 214,000 adults with any mental illness (46.8% of all adults with AMI) per 
year 2008-2012 received mental health treatment or counseling within the year prior to being 
surveyed.  53.2% of this population did not receive treatment.   
Of Connecticut’s approximately 305 million residents, close to 109,000 adults live with serious 
mental illness.  In 2006, two-hundred and ninety-two (292) Connecticut residents died by 
suicide.  Suicide is almost always the result of untreated or under-treated mental illness. 
Nationally, we lose one life to suicide every 15.8 minutes. (NAMI, State Advocacy 2010). 

 
 
Please note: provide only publicly available and verifiable information and document 
the source. 
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APPENDIX ONE 
United States Census 

Litchfield County 
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Quick Facts                         Litchfield County, Connecticut 

Population 
  

iPopulation estimates, July 1, 2015, (V2015) 
183,603 

iPopulation estimates base, April 1, 2010, (V2015) 
189,927 

iPopulation, percent change - April 1, 2010 (estimates base) to July 1, 2015, (V2015) 
-3.3% 

iPopulation, Census, April 1, 2010 
189,927 

Age and Sex 
  

iPersons under 5 years, percent, July 1, 2015, (V2015) 
4.2% 

iPersons under 5 years, percent, April 1, 2010 
4.8% 

iPersons under 18 years, percent, July 1, 2015, (V2015) 
19.1% 

iPersons under 18 years, percent, April 1, 2010 
21.6% 

iPersons 65 years and over, percent, July 1, 2015, (V2015) 
19.0% 

iPersons 65 years and over, percent, April 1, 2010 
16.0% 

iFemale persons, percent, July 1, 2015, (V2015) 
50.7% 

iFemale persons, percent, April 1, 2010 
50.9% 

Race and Hispanic Origin 
  

iWhite alone, percent, July 1, 2015, (V2015) (a) 
94.3% 

iWhite alone, percent, April 1, 2010 (a) 
93.9% 

iBlack or African American alone, percent, July 1, 2015, (V2015)(a) 
1.9% 

iBlack or African American alone, percent, April 1, 2010 (a) 
1.3% 

iAmerican Indian and Alaska Native alone, percent, July 1, 2015, (V2015) (a) 
0.3% 

iAmerican Indian and Alaska Native alone, percent, April 1, 2010(a) 
0.2% 

iAsian alone, percent, July 1, 2015, (V2015) (a) 
1.9% 

iAsian alone, percent, April 1, 2010 (a) 
1.5% 

iNative Hawaiian and Other Pacific Islander alone, percent, July 1, 2015, (V2015) (a) 
0.1% 

iNative Hawaiian and Other Pacific Islander alone, percent, April 1, 2010 (a) 
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Z 
iTwo or More Races, percent, July 1, 2015, (V2015) 

1.6% 
iTwo or More Races, percent, April 1, 2010 

1.6% 
iHispanic or Latino, percent, July 1, 2015, (V2015) (b) 

5.7% 
iHispanic or Latino, percent, April 1, 2010 (b) 

4.5% 
iWhite alone, not Hispanic or Latino, percent, July 1, 2015, (V2015) 

89.5% 
iWhite alone, not Hispanic or Latino, percent, April 1, 2010 

91.3% 
Population Characteristics 

  
iVeterans, 2010-2014 

13,885 
iForeign born persons, percent, 2010-2014 

7.1% 
Housing 

  
iHousing units, July 1, 2015, (V2015) 

87,407 
iHousing units, April 1, 2010 

87,550 
iOwner-occupied housing unit rate, 2010-2014 

77.3% 
iMedian value of owner-occupied housing units, 2010-2014 

$259,800 
iMedian selected monthly owner costs -with a mortgage, 2010-2014 

$1,930 
iMedian selected monthly owner costs -without a mortgage, 2010-2014 

$772 
iMedian gross rent, 2010-2014 

$946 
iBuilding permits, 2015 

112 
Families and Living Arrangements 

  
iHouseholds, 2010-2014 

75,229 
iPersons per household, 2010-2014 

2.45 
iLiving in same house 1 year ago, percent of persons age 1 year+, 2010-2014 

91.2% 
iLanguage other than English spoken at home, percent of persons age 5 years+, 2010-2014 

9.7% 
Education 

  
iHigh school graduate or higher, percent of persons age 25 years+, 2010-2014 

91.3% 
iBachelor's degree or higher, percent of persons age 25 years+, 2010-2014 

33.7% 
Health 

  
iWith a disability, under age 65 years, percent, 2010-2014 

6.5% 
iPersons without health insurance, under age 65 years, percent 

 7.0% 
Economy 

  
iIn civilian labor force, total, percent of population age 16 years+, 2010-2014 

http://www.census.gov/quickfacts/table/PST045215/09005#flag-js-Z
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69.1% 
iIn civilian labor force, female, percent of population age 16 years+, 2010-2014 

65.1% 
iTotal accommodation and food services sales, 2012 ($1,000) (c) 

265,230 
iTotal health care and social assistance receipts/revenue, 2012 ($1,000) (c) 

929,184 
iTotal manufacturers shipments, 2012 ($1,000) (c) 

2,615,264 
iTotal merchant wholesaler sales, 2012 ($1,000) (c) 

D 
iTotal retail sales, 2012 ($1,000) (c) 

2,654,993 
iTotal retail sales per capita, 2012 (c) 

$14,158 
Transportation 

  
iMean travel time to work (minutes), workers age 16 years+, 2010-2014 

26.6 
Income and Poverty 

  
iMedian household income (in 2014 dollars), 2010-2014 

$72,068 
iPer capita income in past 12 months (in 2014 dollars), 2010-2014 

$37,696 
iPersons in poverty, percent 

 7.7% 
BUSINESSES 

  
iTotal employer establishments, 2014 

4,781 
iTotal employment, 2014 

52,087 
iTotal annual payroll, 2014 

2,115,820 
iTotal employment, percent change, 2013-2014 

1.9% 
iTotal nonemployer establishments, 2014 

17,010 
iAll firms, 2012 

20,187 
iMen-owned firms, 2012 

12,048 
iWomen-owned firms, 2012 

6,092 
iMinority-owned firms, 2012 

1,330 
iNonminority-owned firms, 2012 

18,350 
iVeteran-owned firms, 2012 

1,755 
iNonveteran-owned firms, 2012 

17,666 
GEOGRAPHY 

  
iPopulation per square mile, 2010 

206.3 
iLand area in square miles, 2010 

920.56 
iFIPS Code 

09005 
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ROY SASENARAINE 
 

PROFILE: 

Healthcare professional, offering 14+ years of comprehensive accomplishments with proven and 
leadership skills, ability to improve operations, maximize profits, client relations and employee 
development. Powered with well- defined business acumen, initiative, and outstanding 
organization, problem resolution, technical, and negotiation skills. 

 Results-oriented executive with strategic vision, ability to achieve consensus, spearheads 
growth/changes that conceptualize and implement sustainable initiatives. 

 Versatile, hands-on leader and team player with strong program implementation skills. A 
reputation for driving strategic vision and creating long-term value. 

 Negotiator and consultant expert at establishing strong professional relationships with 
institutions, clients, medical staff and executives. 

 Physician Recruitment and contract negotiation creating alignment with organizational 
objectives and success factors. 

 

Healthcare Operations General/Executive Management Revenue Growth & Business Expansion 

Ambulatory Development/Operations Strategic & Business Planning Successful Market Penetration 

Medical & Healthcare System Rapid Conflict Resolution Cross-functional Leadership 

 
EXERIENCE: 
Mountainside Treatment Center, Canaan, CT 2015-Present 
Chief Operating Officer 
 

Yale New Haven Hospital, New Haven, CT 2006–2015 

Yale New Haven Health System (YNHHS) is composed of three corporate member delivery 
networks and a physician foundation with a total of 2,130 licensed beds, 18,000 employees and 
a medical staff of 5,675. The System generates more than $2.6 billion in revenue and accumulated 
assets of approximately $3.6 billion. Work history includes the acquisition of the 500+ bed Saint 
Raphael Healthcare System in 2012. 

Summary of Qualifications 

Newly formed Cost and Value Positioning (CVP) department charged with enhancing financial 
results by $600 million over five years. Reporting to the Executive Director of CVP and the 
President/Chief Operating Officer of Yale New Haven Hospital. Responsible for the management, 
initiation, development, implementation and monitoring of initiatives for YNHHS. 

 Achieved $150M in cost reductions and revenue enhancements within the first 12-months. 

 Developed governance, multi-disciplinary team approach, budget and overall 
infrastructure for Clinical Redesign facet of CVP. 
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 Led 25+ simultaneous teams in the identification of cost savings, quality improvements and 
reimbursement opportunities through the standardization of clinical protocols. 

 Created a service line approach to clinical integration and accountability across YNHHS. 

 Created standardize tools and methodology to assist in identifying and capitalizing on clinical 
opportunities. 

 Responsible for mentoring staff and allocating resources, including internal staff and external 
consultants. 

 Collaborated with Yale University physicians on documentation, presentations and 
publication on positive clinical redesign outcome. 

 

Reporting to the President and Chief Operating Officer, and assigned to assist the executive 
management team with special projects that required an understanding of the clinical, operational, 
quality and financial impact. Assignments included: 

 
Feasibility Assessment 

 Conducted for the Senior Vice President of Operations an organizational viability assessment 
and provided options/recommendations of a long standing subsidiary. 

 Responsible for an annual cost reduction of $2.5 million dollars with the recommended closure 
of the subsidiary. 

 Architected the operational wind down, communication, human resource and employee retention 
plan. 

 
Ambulatory 

 Appointed to operationalize Yale New Haven Hospital first of its kind medical building within 24-
days. 

 Oversaw the operational integration and coordination of sixteen service line and 350 
employees into a 120 thousand square feet medical building. 

 Assumed project management and administrative responsibility for the completion of the 
building construction.   

 Conducted a budgetary assessment and established new operating budgetary parameters. 

 Responsible for monitoring and reporting to senior leadership the actual performance against 
budgetary and business plan projections, as well as a post construction needs assessment. 

 

Reporting to the President and Chief Operating Officer, and assigned to assist the executive 
management team with special projects that required an understanding of the clinical, operational, 
quality and financial impact. Assignments included: 

 Responsible for monitoring and reporting to senior leadership the actual performance against 
budgetary and business plan projections, as well as a post construction needs assessment. 

Multidisciplinary Center 

 Conducted an administrative and clinical operational assessment of the multidisciplinary 
center and provide leadership and guidance for staff/managers. 
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 Limited the financial loss and patient dissatisfaction by recommending the delay opening of 
the Center until an appropriate clinical and operational plan/resources were in place. 

 Responsible for operational and clinical redesign of the Center within 60-days. 

 Successfully procured funding and coordinated the building of an Allergy Center within 45 days. 
 

Promoted to spearhead the planning, implementation, and growth of the oncology product 
line.    Assumed responsibility for a $10 million budget and 70 employees treating 500 cancer 
patients, annually. 

 Successfully restructured cancer centers, creating an effective management team to ensure the 
delivery of the highest quality of care. 

 Generated over $7 million in revenue by executing new controls and clinical documentation and 
protocols. 

 Increased annual revenue by $500 thousand and enhanced quality patient care by providing 
strategic insights in overseeing the investigation of different treatment modalities. 

 Responsible for reducing claims denial by 50% and the identification/rebilling of $1.7 million of 
unbilled and missed revenue opportunities over a 15-month period. 

 Negotiated the largest discount publicly published for a linear accelerator, as well as $1 
million of free upgrades. 

 Rapidly increased volume through an aggressive and sustained marketing plan, resulting in a 
60% increase in the Cyberknife program volume over a 60-day period. 

 Oversaw the operational and clinical logistic of the organization’s clinical trial program.   
Received the national distinguished Certificate of Excellence Award for 2011 from the Radiation 
Therapy Oncology Group. 

Handpicked by the Saint Raphael Healthcare System CEO to manage the largest department. Assumed 
full accountability in managing an operating budget of $28 million, coordinating 12 sections and 
13 ambulatory primary care clinics. 

 Established a new structure for the department, creating a new section of Hospitalist Medicine. 

 Reduced costs by $1.5 million and increased patient satisfaction, quality outcomes and continuity 
of care. 

 Renegotiated 35 physician employment contracts and financial compensation during the course of 
8-months. 

 Recruited and negotiated physician contracts for 12 specialties. 

 Optimized physician productivity and charge capture with the development of daily physician 
charge capture and reconciliation process. 

 Achieved distinction with the design and execution of new employment contract, incentive 
structure and language, making physicians accountable for the timely submission of charges. 

 

Streamlined the system’s $9 million operation and directing the activities of the agency’s 180 plus 
clinical and administrative staff. Executed key strategic vision, initiating formal planning process, 
integrating operating departments, creating strategies to foster collaborative physician 
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relationships, and revising the organizational structure to meet and exceed the growth and demands 
of continually changing industry. 

 Successful reversed annual losses of $3 million and inefficient operational performance within 15-
months. 

 Reduced monthly expenses and losses by $200 thousand through the implementation of 
new financial and expense controlling strategies. 

 Reduced administrative and clinical expenses consistently by $600 thousand through the 
formulation a fiscal budget. 

 Increased gross revenues by 50% within seven months through the application of new 
collection procedures, thresholds, and measurable indicators. 

 Implemented a culture of transparency, responsiveness and accountability, boosting 
employee morale and established the credibility of the administration. 

Oversaw cash flow management and investment banking relations. Enhanced the cash collections 
process by restructuring the Billing/Collection Department, eliminating redundancies and 
implementing performance indicators.  Functioned as member of the Board of Directors. 

 Uncovered and settled $1.3 million accounting and tax filing irregularities associated with 
the previous administration within the first 45-days. 

 Resolved $350 thousand issues associated with write-offs for the period 2005 to 2007. 

 Reduced Medicare monthly low utilization payments by $65 thousand through the development 
of new review protocols. 

EDUCATION: 

Quinnipiac University, Hamden, Connecticut 

MBA, Healthcare Administration, 2001 

BS, Health Administration, 1999 

American College of Healthcare Executives (ACHE) 
University Health System Consortium (UHC) 
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Stephen Langley 
24 ABBY DRIVE    

  HEBRON,  CT,  06248   
(860)  318 -5212 

 

Professional Experience 

MOUNTAINSIDE TREATMENT CENTER, CANAAN, CT UNITED STATES 
Executive Director, Oct 2013 – present 

 Steward of the culture of excellence maintained by this CARF accredited, leading provider of 
chemical dependency detoxification, residential, extended care and outpatient treatment 
services.  

 Day to day responsibilities include leadership of all treatment and services teams: 
Detox/Residential/Clinical; Client Services; Family Wellness; Outpatient; and Operations.  
Additional responsibilities include program development, safety and security, and Federal 
and State regulatory compliance. 

Senior Vice President, Client Services, Jan 2013 – Oct 2013 
Vice President, Client Services, Jan 2012 – Jan 2013 
Director, Client Services, Jan 2011 – Jan 2012 
Director, Extended Care, Apr 2008 – Jan 2011 

 
NATIONAL FOOD PROCESSORS ASSOCIATION, WASHINGTON, DC UNITED STATES 
Vice-President, Member Services, Mar 1996 – Jan 1999 

 Establish and maintain effective working relationships with clients, government officials, 
and media representatives and use these relationships to develop new business 
opportunities. 

 Write interesting and effective press releases, prepare information for media kits and 
develop and maintain company internet or intranet web pages. 

 Identify main client groups and audiences, determine the best way to communicate 
publicity information to them, and develop and implement a communication plan. 

 Assign, supervise and review the activities of public relations staff. 

 Develop and maintain the company's corporate image and identity, which includes the use 
of logos and signage. 

 Respond to requests for information about employers' activities or status. 

 

AMERICAN MEAT INSTITUTE, ARLINGTON, VA UNITED STATES 
Director of Member Services, Aug 1989 – Mar 1996 

 Formulate, direct and coordinate marketing activities and policies to promote products and 
services, working with advertising and promotion managers. 

 Identify, develop, or evaluate marketing strategy, based on knowledge of establishment 
objectives, market characteristics, and cost and markup factors. 

 Direct the hiring, training, or performance evaluations of marketing or sales staff and 
oversee their daily activities. 

Education 

TUNXIS COMMUNITY COLLEGE, BRISTOL, CT UNITED STATES 
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 Associates Degree, Drug and Alcohol Recovery Counselor, May 2010 

 CAC Certification, Connecticut Certification Board, March 2011 

 

 

Additional Skills 

 Strong Communication Skills 

 Proven Team Leader 

 Able to Multi-Task 

 Proven Track Record of Achieving Results 

 Proficient in Multiple Computer Programs, Including Microsoft Office 
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CURRICULUM VITAE 
Randall R. Dwenger, MD 

PO Box 718 
3 Brook Street 

Lakeville, CT 06018 
860.435.8863 

 
        EDUCATION: 
 Pre-medical:  DePauw University, Greencastle, Indiana 
    1976-1980, BA degree, cum laude in  
    chemistry and psychology, May 1980 
 
 Medical School:                Indiana University School of Medicine, 
    Indianapolis, Indiana, 1980-1984, 
    MD degree, May 1984 
 
 Residency:  Institute of Living, Hartford, Connecticut 
    Psychiatry, July 1984 - June 1988 
    (includes six-month medicine internship at: 
    Mount Sinai Hospital, Hartford, Connecticut 
    January 1985 - June 1985) 
 
        PROFESSIONAL EXPERIENCE: 
        Mountainside Treatment Center, Canaan, CT, 2008 – present 

 Medical Director – January 2014 – present 

 Clinical Leadership, Supervision and Direct-care Psychiatric Services for Mountainside’s 20-
bed Detox  

 Unit and 58-bed Residential Treatment Program 

 Consulting Psychiatrist – Psychiatric Evaluation and Medication Management for referred 
chemical dependency/dual-diagnosis clients (2008-2014) 

 
        Private Practice, Lakeville, CT, July 2007 – present 

 Psychiatric Evaluation, Medication Management and Individual Psychotherapy services for 
adolescent and general adult population  

 Consulting Psychiatrist –   
                      Salisbury School, Salisbury, CT (2007-present) 
                      Millbrook School, Millbrook, NY (2008-present)  
                      Kent School, Kent, CT (2013-2014) 
                      Berkshire School (2008-2012) 
 
        Center for Motivation and Change, New Marlboro, MA, February 2014 – August 2014 

 Staff Psychiatrist – Psychiatric Evaluation and Medication Management for 13-bed residential 
rehabilitation facility 

 
         Veterans Administration – Winsted CBOC, Winsted, CT, June 2007-October 2013 

 Psychiatric evaluation and medication management for general psychiatry and dual-diagnosis 
veterans in outpatient mental health setting 
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          CMHA (Community Mental Health Affiliates) (at the former "Northwest Center for Family Services"     
           Sites) Lakeville, CT and Torrington CT,  May 2007 – December 2009 

 Psychiatric Evaluation and Medication Management services for general adult and adolescent 
population in a community-based outpatient mental health clinic 

          Veterans Administration – New York Harbor Healthcare System, New York, NY, October 1999 – 
April 2007 
          Director, Outpatient Psychiatry Clinic – Manhattan Campus, May 2005 – April 2007 

 Clinical and administrative oversight/supervision of outpatient psychiatric services for 
veteran population within large metropolitan medical center. 

 Psychiatric evaluation and medication management for general psychiatry and dual-diagnosis 
veterans in outpatient mental health setting 

 Oversight of several administrative initiatives including: Chairman of Mental Health 
Stakeholders for JCAHO continued readiness for NY-Harbor VA; Coordinating Performance 
Improvement for Mental Health for NY-Harbor VA; Monitoring department's performance on 
National Director Performance Measures, January 2003 - present  

   
           Medical Director, Veterans Health Care Center – Chapel Street Clinic, October 1999 – May 2005  

 Psychiatric evaluation and medication management for general psychiatry and dual-
diagnosis veterans in outpatient Community-Based Mental Health clinic 

 Psychiatric/medical oversight and consultation for programs at Chapel Street CBOC, 
including TORCH (Homeless Veterans Program), Mental Health - Intensive Case 
Management (MH-ICM), SARP, and Mental Hygiene Clinic programs 

 Coordinator/Director of outpatient SARP (Substance Abuse Rehabilitation Program) – July 
2004 – April 2005  

 Supervision of Psychiatry Residents – SUNY/Downstate 
 
            New York Hospital Medical Center of Queens, Fresh Meadows, NY 
            Medical Director, New Start / New Life Center, January 1998 – September 1999 

 Psychiatric evaluation and medication monitoring for dual-diagnosis and general psychiatry 
clients in outpatient setting 

 
             Bayley Seton Hospital, Staten Island, NY, Director, Center for Chemical Dependency,  
             July 1991 - January 1998 

 Administrative, fiscal and clinical/programmatic/medical supervision for inpatient 
chemical dependency detoxification program – including 27-bed Chemical Dependency 
Unit and 20-bed Alcohol Detox Unit 

 Development of Chemical Dependency Outpatient Center 

 Supervision of Psychiatry Residents 

 Associate Psychiatry Staff, Bayley Seton Hospital and St. Vincent's Medical Center (Staten 
Island) 

              Hospital Committees: 

 Ethics Committee 

 AIDS Task Force 

 Medical Records Committee 

 Pharmacy and Therapeutics Committee 

 Department of Psychiatry, Training Council 
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 Department of Psychiatry, Quality Assurance – Monitoring and Evaluation 
Committee, Chairman 

              Other: 

 Continuous Quality Improvement; Facilitator, Team Leader 
 
              The Regent Hospital, New York, NY 
              Director of Chemical Dependency, September 1990 - June 1991 

 Program development and administrative, clinical, supervisory responsibilities for 
inpatient 15-bed chemical dependency program for treatment-resistant Older 
Adolescent/Young Adult population 

 Outpatient therapy and Medication Monitoring for Adolescent and General Adult 
populations (through Metropolitan Medical Group) 

 
                 Fair Oaks Hospital, Summit, NJ 
                 Adolescent Center for Chemical Education, Prevention and Treatment (ACCEPT) 
                 Associate Director, July 1988 - July 1989 
                 Director, July 1989 - September 1990 

 Administrative, clinical and supervisory responsibilities in a 20-bed inpatient unit for 
chemically-dependent and dually-diagnosed adolescents 

 Outpatient individual and family therapy for Adolescent and General Adult populations 
 
                 Institute of Living, Hartford, CT 
                 Chief Resident, July 1987 - June 1988 
                 Resident, Adult Psychiatry, July 1984 - June 1988 

 Clinical Supervision of PGY-1 Residents, September 1987 - June 1988 

 Team Leader, Adolescent Psychiatry Unit, August 1986 - June 1987 
 
               MEDICAL LICENSURE: 
   New York, 1990 - [# 183297] 
   New Jersey, 1988 - 1990 
   Connecticut, 1986 – 1996; 2006 – [#027715] 
   Massachusetts, 2008 – [#238121] 
   Indiana, 1984 - 1987 
 
              BOARD CERTIFICATION: 
  American Board of Psychiatry and Neurology, November 1992 [#36120] 
  American Board of Addiction Medicine, December 2014 
 
             REGISTRATIONS/CERTIFICATIONS: 
  DEA: BD 1464611 
  Buprenorphine Prescriber DEA: XD 1464611 
  Controlled Substance Registration (CT): CSP.00041336 
  Controlled Substance Practitioner (MA): MD0940658A 
 
 
 
 



Page 71 of 295 
 

             ACADEMIC APPOINTMENTS: 
  Assistant Professor of Psychiatry, SUNY-Downstate, 2001-2007 

 Assistant Professor of Psychiatry, New York Medical College, 1993 – 1998 
 
             HOSPITAL AFFILIATIONS: 
 Sharon Hospital – Sharon, CT  
 
             AWARDS: 
 Outstanding Teaching Service, SUNY-Downstate Dept. of Psychiatry, 2000-2001 
 Outstanding Teaching Service, SUNY-Downstate Dept. of Psychiatry, 2001-2002 
 Distinguished Teacher Award, SUNY-Downstate Dept. of Psychiatry, 2004-2005 
              
              PUBLICATIONS: 
              "The History of Anorexia," A. Slaby and R. Dwenger, in The Eating Disorders, A. James Gianini  
              (ed.), Springer-Verlay (pub), NY, NY  1991 
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Shanthi Mogali 
 

 
               Academic Training: 

 08/01-05/05 BA Fisk University Biology 

 07/05-06/09 MD Meharry Medical College Medicine 

 07/09-06/11 Emory University SOM Psychiatry Residency 

 07/11-06/13 Columbia University Addiction Fellowship 

 07/13- present Columbia University/NYSPI Instructor of Clinical Psychiatry 

 Georgia State Medical License: 061920 11/07/08- 07/31/12 

 New York State Medical License: 251965 02/12/09- 06/30/16 

 Connecticut State Medical License: 53341 07/22/14- 07/31/16 

 Massachusetts State Medical License 261192 09/2014 - 07/02/16 
 
              Board Certification: 

 Certified – General Psychiatry and Neurology 

 Certified- Addiction Psychiatry 
 
              Professional Organizations and Societies: 

 2009-2012 College on Problems of Drug Dependence 

 2007- 2011 American Psychiatric Association 

 2007- 2009 Indo- American Psychiatric Association 
 
             Hospital Appointments/Positions Held: 

 2016 Director of Psychiatry, Mountainside Treatment Center, Connecticut 

 2009 On call physician, Psychiatry Admissions, Georgia Regional Hospital, Georgia 

 2009 On call physician, Child and Adolescent Psychiatry, Gwinnett/Rockdale/Newton 

 Crisis Stabilization Program, Georgia 

 2009 On call physician, Psychiatry Emergency Department Annex, Atlanta VA Hospital, 
Georgia 

 7/1/2011- present Faculty, New York Presbyterian Hospital, New York 

 7/1/2011- present Instructor of Clinical Psychiatry, New York State Psychiatric Institute, 
                        New York 

 7/1/2011- present Instructor of Clinical Psychiatry, Columbia University, New York 

 10/1/2014- 4/1/16 Medical Director at Center for Motivation and Change: Berkshires, 
MA 
 

             Honors/Awards 

 2002-2005 Merit Based General Endowed Scholarship providing full tuition for Medical 
                             College Education. 

 2008 Indo-American Psychiatric Association Outstanding Resident Award Nominee 

 2011 NIDA Director’s Travel Award, College on Problems of Drug Dependence 
 
              Teaching Experience and Responsibilities: 

 1998-2002 Teacher/ Student Advisor for MCAT courses, Kaplan Testing Center; 
Nashville, TN 
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 2009-2014 Substance Abuse supervisor for resident clinical cases 
 
              Publications 
              2014 

1. Mogali S, Khan N, Drill E, Pavlicova M, Sullivan M, Nunes E, Bisaga. 
                      Characteristics of Patients Completing Rapid Naltrexone Induction-Detoxification as a Factor 
in      
                      Determining Client Suitability for Opioid-Antagonist Treatment. Am J Addict. 2014 Dec. doi:  
10.1111/    
                       j.1521-0391.2014.12180.x. [Epub ahead of print] 
                2.   Mogali, S. Comer, SD. Effects of Minocycline on Oxycodone- Induced Responses. 
(Submitted) 
 
              2013 

1. Sandra D Comer, Shanthi Mogali, Phillip A Saccone, Paula Askalsky, Diana Martinez, Ellen A 
Walker, Jermaine D Jones, Suzanne K Vosburg, Ziva D Cooper, Perrine Roux, Maria A Sullivan, 
Jeanne M Manubay, Eric Rubin, Abigail Pines, Emily L Berkower, Margaret Haney and 
Richard W Foltin. Effects of acute oral naltrexone on the subjective and physiological effects 
of oral damphetamine and smoked cocaine in cocaine abusers. Neuropsychopharmacology 

                     doi:10.1038/npp.2013.143; accepted article preview online June 5, 2013 
2. Mogali, S. Comer, SD. (2013). Treatment of Pain and Opioid Abuse. In Mei-Chuan Ko, 

Stephen M. Husbands, Research and Development of Opioid-Related Ligands (pp 39-60). 
Oxford University Press. 
 

              2012 
              1.   Jones JD, Mogali S, Comer SD. Polydrug abuse: A review of opioid and benzodiazepine 
combination use.  
                     Drug Alcohol Depend. 2012 Sep 1;125 (1-2): 8-18. 
 
              2001 

1. Mogali S, Darville K, Pratt L: . Ab Initio Analysis of Lithium Dimethylaminoborohydride. 
Journal of Organic Chemistry 2001, Volume: 66 (7), Pages:  2368-2373 

2. Gronert S, Pratt L, Mogali S. Substituent Effects in Gas-Phase Substitutions and Eliminations: 
β- Halo Substituents. Solvation Reverses Sn2 Substituent Effects. Journal of the American 
Chemical Society 2001, Volume: 123 (13), Pages: 3081-3091. 

 
              Abstracts 

1. Mogali S, Comer SD. Effects of Minocycline on Oxycodone-Induced Responses. College on 
Problems of Drug Dependence, San Diego, CA, June 15-20. 

2. Mogali S, Comer SD, Saccone PA, Roux P, Jones JD, Cooper SZ, Vosburg SK, Sullivan MA Rubin 
E, Manubay JM, Martinez DM, Walker EA, Haney M, Foltin RW. 

                     Naltrexone reduces the subjective effects of oral d-amphetamine but not smoked cocaine in 
humans.      
                     College on Problems of Drug Dependence, Palm Spring, CA, June, 9-14, 2012. 
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             Poster 
1. Mogali S, Paula Askalsky, Jessica Fogel, Gabriela Madera, Jermaine Jones, Maria Sullivan, 

Jeanne Manubay, Sandra Comer. The Effects of Minocycline on Oxycodone-Induced 
Responses. Experimental Biology, Boston, MA, April 20- 24, 2013. 

2. Mogali S, Khan N, Drill E, Pavlicova M, Sullivan M, Nunes E, Bisaga A. Characteristics of 
Patients Completing Rapid Naltrexone Induction-Detoxification as a Factor in Determining 
Client Suitability for Opioid-Antagonist Treatment. College on Problems of Drug Dependence, 
Hollywood, FL, June 18-23 2011. 

3. Scott Gronert, Lawrence M. Pratt, Shanthi Mogali. Effects of Lithium Diakylamide  Bases on 
the Stereochemistry of Ester Enolization. American Chemical Society 221s  National Meeting, 
San Diego, CA, April 1-5, 2001. 

4. Mogali S, M. E. Bashir and M. Gunasekaran. XVI International Botanical Congess.  Effect of 
Nutritional Factors on Nitrate Reductase Activity in Fusarium Lateritium.  Fisk University, 
Department of Biology, Nashville, Tennessee 1999. 
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Sarah Osborne, LPC, LADC, NCC, MATS 

29 Armbruster Road, Terryville, CT 06786 

Phone: 203-947-3764 • E-Mail: sarahdosborne@gmail.com 
 

Working in an innovative and client centered mental health position that allows utilization 

of creativity, experience, and organization skills with the opportunity for professional 

development. 

 

Qualification Highlights 

 EMDR Trained  Clinical Care Transformation  Program Planning/Implementation 
 Personnel Supervision/Training 
 Team Development/Coaching 

 Clinical Education & Management 
 Performance Review/Assessment 

 Process Innovation/Improvement 
 Case Planning & Management 

 Quality Assurance Standards            • Extensive Training in Trauma & Co-Occurring Care 
 

Professional Experience 

Mountainside • Canaan, CT                                                                              September 2013 – 
Present 

        Director of Clinical Operations – April, 2015 - Present 
Program Director; Outpatient Services - May 2014 - 2015 

• Creating program structure, policies and procedures to open the department. 
• Develop program curriculums for Intensive Outpatient and Outpatient. 
• Created templates in electronic medical record to ensure quality documentation tailored 

to the department. 
• Introduced EMDR therapy to Outpatient Services Program. 
• Provide clinical supervision to student interns, professionals seeking licensure, and 

department staff 
• Carry caseload of 10-15 clients seen 1x week for EMDR, psychotherapy, and/or treatment 

planning 

Clinician; Residential Program - September 2013 – May 2014 
• Provide clinical supervision to student interns and professionals seeking licensure 
• Manage assigned caseload of 6-8 clients; including case notes, treatment plans, & clinical 

interventions. 
• Coordinating with family members and referents regarding client’s progress in treatment 

& continuing care plans. 
• Run daily psychotherapy and psychoeducational groups 
• Conduct eight monthly chart audits 

Recovery Network of Programs • Bridgeport, CT                    February 2011 – October 2013 

Clinical Coordinator; Horizons Residential - October 2012 – October 2013 
• Oversee a staff of ten fulltime staff, eight of which are clinicians. 
• Counsel, instruct, and discipline staff members while promoting both individual and team 

strengths. 
• Assigning incoming clients and addressing client complaints. 
• Creating a family program that centers on co-occurring disorders. 

mailto:sarahdosborne@gmail.com
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• Supervise the Trauma Initiative within the program. Including supervising staff 

running Healing Trauma, DBT, M-TREM, and coordinating the creation of a trauma 

centered clinical environment. 

• Creating programmatic flow changes to increase quality and compliance in clinical care 
• Teach clinical staff how to implement a client centered co-occurring 

model. Enhancing clinical documentation in quality and compliance. 

• Building rapport to decrease need for crisis intervention and administrative disciplinary 
actions with clients. 

Counselor; New Prospects Residential - February 2011- September 2012 
• Manage assigned caseload; including case notes, treatment plans, clinical interventions, & 

aftercare. 
• Run therapy groups daily; both psychoeducational and psychotherapy. 
• Facilitate therapy with individuals, groups, and families. 
• Established & developed DBT, Healing Trauma, and Women for Sobriety groups within the 

program. 
• Maintain structure and organization on the women’s floor to provide a safe environment 

for clients. 
• Oversee per-diem staff in their duties and effectively engaging clients. 

 
  Boarding Faculty; Devereux Glenholme School • Washington, CT     June 2010 – March 2011 

• Implementing individual’s behavioral treatment plans to help them understand and 

overcome personal, social or behavioral problems affecting their educational or 

vocational situations. 

• Observe and evaluate student’s performance, behavior and social development. 

• Provide crisis intervention and address behavior issues. 

Education 

Master of Science; Clinical Mental Health Counseling                                                          2009 – 2012 
Western Connecticut University, Danbury, CT 

Bachelor of Arts; Art, Concentration Graphic Design                                                            2001 - 2005 

Western Connecticut University, Danbury, CT 

Credentials 
• LPC – Licensed Professional Counselor                                                                CT DPH #002454; 

Exp 11/30/2015 
• LADC – Licensed Alcohol and Drug Counselor                                                   CT DPH #001045; 

Exp 11/30/2015 
• NCC – Nationally Certified Counselor                                                                    NBCC #301314; Exp 

11/30/2017 
• MATS – Medication Assisted Treatment Specialist                                            CCB #5554; Exp 

5/1/2015 
Professional Memberships 

• American Counseling Association Professional Member 
• EMDRIA  Member 

• IAOCC 
• National Board for Certified Counselors 
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Amanda Molnar 
50 Berlin Avenue, Southington, CT 06489 

Amanda.molnar05@gmail.com 
 

Objective: 
To gain experience in the career field of social work, focusing on collaborating with team members and 
clients to devise effective prevention and intervention plans for individuals that foster cognitive skills 
building and strong social support relations. 
 
Education: 
University of Connecticut School of Social Work, Storrs, Connecticut 
Master in Social Work 
Concentration:  Group Work 

 Cumulative GPA:  3.9 

 LMSW License #2441 
 

Bachelor of Arts  
Concentration:  Psychology 

 Cumulative GPA:  3.2 
 
Experience: 
Mountainside Treatment Center, Canaan, Connecticut, 2014 
Outpatient/Intensive Outpatient 
Senior Clinician, 2016 - Present 
Clinician, 2014 - 2016 
 
University of Connecticut Health Center, Farmington, Connecticut, 2014 –2015 
Social Work Intern – Partial Hospital Program and Intensive Outpatient Program 

 Assess individual and group needs to enhance mutual aid and cohesion 

 Co-facilitate six groups a week focusing on skill building, education and psychotherapy utilizing 
evidence-based research to develop group material. 

 Co-facilitate TARGET, a trauma based group that meets on a weekly basis 

 Attend daily staff team meetings to collaborate and review patient progress 

 Rotation on inpatient psychiatry and emergency department:  risk assessment, symptomology, 
plan of treatment 

 
Saint Francis Hospital and Medical Center, Hartford, Connecticut, September 2013 – April, 2014 
Behavioral Health Intern 

 Assess patient’s needs, goals and progress towards treatment plans individually and within the 
group setting 

 Medical social work on rehabilitation unit 

 Facilitate inpatient socialization groups on the psychiatry unit and dual diagnosis unit 

 Utilize the strengths perspective and biopsychosocial approach in working with patients 

 Attend team meetings once a week to enhance knowledge of patient issues and meaningful 
techniques to practice 

 
 

mailto:Amanda.molnar05@gmail.com
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Community Health Resources, Hartford, Connecticut, March, 2012 – January, 2013 
Community Support Specialist 

 Care coordination for adults with mental illness, targeting skill teaching and linking clients to 
appropriate programs to foster independence within the community 

 Perform duties in Community Support program, Recovery Pathways and Community Support 
Program WISE 

 Collectively develop 90-day treatment plans and Daily Living activities assessments to identify 
areas of need, goals and objectives 

 Assist client with identifying personal strengths and possible barriers towards achieving goals 

 Assess client’s progress towards independence on a weekly basis 
 
Wood n’ Tap, Vernon and Southington, Connecticut, August, 2009 – 2014 
Supervisor, Server, Host 

 Interpreting customer needs to allow for a mutual understanding 

 Attending to customer needs to create an enjoyable dining experience 

 Ensuring fluid communication between wait staff, cooks and hosts to provide an efficient 
teamwork orient shift 

 
Perception Programs, Inc., Danville, Connecticut, August, 2010 – December, 2010 
Internship:  Alternative in The Community:  Substance Abuse and Offender Services 

 Co-facilitate Reasoning and Rehabilitation Group, a cognitive skills development program focusing 
on the individual and family relations, and Treating Addictive Disorders Group, effective 
techniques designed for substance abusers 

 Performing intakes, including basic needs and goals of attending the program 

 Maintaining up to date progress reports on clients’ attendance to group meetings, dates of group 
completion, basic needs, urinalysis reports, and general living accommodations. 
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JUDITH O’CALLAGHAN, LMFT, LADC 
54 Plumtrees Road, Bethel, Ct 06801 jlunchoc@att.net  206 343-7900 

 
 

PROFILE:   
I have extensive clinical, administrative and supervisory experience and work with a diverse array of client 
populations and issues.  I hold two licenses and am certified as a Co-Occurring Disorders Professional and 
as a Clinical Trauma Professional. 
 
EXPERIENCE: 
Mountainside, Canaan, CT – Clinician   
2014 – Present 
Assessment and interventions, including individual, family and group therapy. 
 
Psychotherapy Associates of Western Connecticut, Brookfield, CT 
2001 – Present 
Private Practice 
Individual, marital and family therapy – substance abuse assessment and counseling 
 
Town of New Fairfield, CT – EAP Provider and Prevention Counselor 
2007 – 2014 
EAP assessment, referral and short-term counseling for Town employees and their families; individuation 
and family counseling for student and their families; substance abuse/prevention education for the school 
and community. 
 
Recovery Network of Programs, Bridgeport, CT – Clinical Coordinator and Program Director 
2009 – 2013 
Program administration and supervision of staff at New Prospects Co0occurring Residential Treatment 
Program 
clinical staff; Substance abuse evaluation and treatment; Individual, marital and family counseling  
 
Newton Youth and Family Services, Newtown, CT – Clinician and Clinical Director 
2007 – 2009 
Community program management, supervision of clinical staff, substance abuse evaluation and 
treatment, individual, marital and family counseling. 
 
MCCA, Danbury, CT – Clinician and Program Director 
2003 – 2007 
Individual, family and group therapy, supervision of Women’s IOP Program, program management and 
supervision of staff at New Dawn Therapeutic Group Home for Girls. 
 
Education: 
University of Connecticut, Storrs, CT 
M.A. Family Studies, 2000 
Western Connecticut State University, Danbury, CT 
B.A. Psychology, 1995 
 
 

mailto:jlunchoc@att.net
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Credentials: 
Licensed Marriage and Family Therapist (CT#000999) 
Licensed Alcohol and Drug Counselor (CT#000749) (CAC-4383) (ICADC-4383) 
Certified Co-occurring Disorders Professional (CCDP-D4383) (ICCDP-4383) 
Certified Medication assisted Treatment Specialist (MATS-4383) 
Certified Clinical Trauma Professional (International Association of Trauma Professionals) 
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Abdul Shabazz, Clinical Social Worker 
______________________________________________________________________________ 

Profile 
Experienced social worker with demonstrated success in counseling individuals, families, and groups on a 
wide spectrum of issues in outpatient and residential settings. Strong interpersonal, analytical, and 
communication skills, particularly adept in working with clients having mental health and addiction issues 
and their families. Additional background includes Intake, Assessments and Utilization Review, Program 
Development and Discharge/Placement.   
 
Individual and Group Counseling 

 Conducted detailed intake and psychosocial assessments to diagnose and assess needs, and 
complete Utilization Review. 

 Set individualized goals based on strengths and coping mechanisms of clients. Client population 
is diverse and encompasses children, adults, and families.  

 Developed and implemented treatment plans to meet identified goals, provide one-on-one 
counseling, with focus on behavioral methods, to deal with issues related to substance abuse, 
anger management, separation and divorce, bereavement, juvenile delinquency, self-harm and 
education.  

 Co-dependency focuses upon duel diagnoses, how addictive behaviors affect family members and 
how members can begin to feel better and get results. 

 Provide multi systemic intervention for families, providing Outpatient therapy in the home setting 
of individuals, and offer additional resources in the community to assist with managing daily living 
needs, and any mental health issues.  

 Plan “Next Step Discharge” for placement based on 30, 60, 90-day progress and make appropriate 
arrangements based on “Where they are” status 

Program Development 
 Initiated and developed mentorship program for teenage parents to help parents save their 

children. Providing platform for clients to learn parenting and social skills, program was a success 
and helped participants keep their children at home and out of the foster care system.  

 Provide multi systemic intervention for families, providing Outpatient therapy in the home setting 
of individuals, and offer additional resources in the community to assist with managing any and 
all mental health issues that lead to crisis.  

 Develops working relationships with all departments within the agency, including quality 
improvement/assurance, Human Resources, Utilization Review and Risk management, 
Communications, Finance and Fundraising.  

 At all times, follows the “acting in best interest of the “Agency policies”.  
Attends all scheduled trainings and attains knowledge in evidence based practices including, DBT, 
Recovery Model, Motivational interviewing, Co-occurring disorders, Substance Use, Mental 
Health issues, Trauma informed care. 

 
Individual and Group Counseling 

 Conducted detailed intake and psychosocial assessments to diagnose and assess needs, and 
complete Utilization Review. 

 Set individualized goals based on strengths and coping mechanisms of clients. Client population 
is diverse and encompasses children, adults, and families.  

 Developed and implemented treatment plans to meet identified goals, provide one-on-one 
counseling, with focus on behavioral methods, to deal with issues related to substance abuse, 
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anger management, separation and divorce, bereavement, juvenile delinquency, self-harm and 
education.  

 Co-dependency focuses upon duel diagnoses, how addictive behaviors affect family members and 
how members can begin to feel better and get results. 

 Provide multi systemic intervention for families, providing Outpatient therapy in the home setting 
of individuals, and offer additional resources in the community to assist with managing daily living 
needs, and any mental health issues.  

 Plan “Next Step Discharge” for placement based on 30, 60, 90-day progress and make appropriate 
arrangements based on “Where they are” status 

Program Development 
 Initiated and developed mentorship program for teenage parents to help parents save their 

children. Providing platform for clients to learn parenting and social skills, program was a success 
and helped participants keep their children at home and out of the foster care system.  

 Provide multi systemic intervention for families, providing Outpatient therapy in the home setting 
of individuals, and offer additional resources in the community to assist with managing any and 
all mental health issues that lead to crisis.  

 Develops working relationships with all departments within the agency, including quality 
improvement/assurance, Human Resources, Utilization Review and Risk management, 
Communications, Finance and Fundraising.  

 At all times, follows the “acting in best interest of the “Agency policies”.  
Attends all scheduled trainings and attains knowledge in evidence based practices including, DBT, 
Recovery Model, Motivational interviewing, Co-occurring disorders, Substance Use, Mental 
Health issues, Trauma informed care. 
 

Experience 
Family Intervention Center Inc. Waterbury, CT              2014-Present 
Clinical Therapist – Hired from Internship through Post University 
Duties: assessments, program development & implementation, discharge planning 
 
Independent Living Solutions LLC  Meriden, CT    2014-2015 
Director of Employment Services   
Duties: Traumatic Brain Injury Clients reentry programs  
 
Gil Foundation Inc.  Prospect CT       2010-2014 
Direct support Staff    
Duties: Developmental Disabilities Clients- Independence training and family relationship building 
Residential Management Services Inc. Kensington, CT   2003-2013   
Program Manager (ICF, CLA, SLA)  
Duties: support for daily living services 
 
Additional and Per Diem Experience 
Prime Care Inc., Waterbury, CT       2011-2012 
Direct Support Staff, Per Diem 
 
All Point Care LLC, Cheshire, CT      2006-2010 
Mentor/staff trainer  
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Cooperative Educational Services, Trumbull, CT     2005-2006 
Educational Instructor for Autism Spectrum (Seasonal) 
 
COI Officer United States Army, Hartford CT                     1999-2004 
Community Development Team  
 
Education  
M.S Post University Waterbury, CT 
B.A University of Bridgeport, Bridgeport, CT 
A.S Naugatuck Valley/Asnuntuck Community College 

 
Professional Development 
National Organization of Human Service 
American Counseling Association 
Mental Health First Aid 
Trauma Training  

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 



Page 84 of 295 
 

 

Attachment IV 
Job Descriptions 

 
Please note:  Attached to Job Description one (1) Chief Operating Officer 

is a job description acknowledgement page; this page has been eliminated from  
all other job descriptions in an effort to save space 
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Job description  
 
Job Holder:  Roy Sasenaraine 
 
Job Title: Chief Operating Officer 
 
Department: Executive Office 
 
Reports to:   Managing Director 
 
FLSA:   Exempt 
 
Job Summary:   Provides the leadership, management, and vision necessary to ensure that the company has the 

proper operational controls, administrative and reporting procedure and people systems in place 
to effectively grow the organization and to ensure financial strength and operating efficiency.  

 
Essential Duties and Responsibilities include the following, other duties may be assigned: 
 

 Provide day-to-day leadership and management to a service organization that mirrors the adopted mission 
statement. 

 Responsible for driving the company to achieve and surpass sales, profitability, cash flow and business goals 
and objectives 

 Develop operational strategies to improve overall performance and positively impact profitability. 

 Act as project lead to coordinate and implement corporate project initiatives. 

 Support operational leaders in building and maintaining a high performing team that embraces 

collaboration. 

 Appraise and evaluate the results of overall operations regularly and systematically 

 Responsible for the measurement and effectiveness of all processes.  Provides timely, accurate and 

complete reports on the operating condition of the company.  

 Spearhead the development, communication and implementation of effective growth strategies and 
processes.  

 Collaborate with the management team to develop and implement plans for the operational 

infrastructure of systems, processes, and personnel designed to accommodate the growth objectives of 

our organization.  

 Create an environment that supports employee satisfaction, improved service and quality. Initiate a 

strategic process that addresses continuous measurable improvement. 

 Contribute to the development of strategic goals and objectives as well as the overall management of the 

organization. 

 Ensure that all activities and operations are performed in compliance with local, state, and federal 
regulations and laws governing business operations 
 

General 

 Adopt the Mountainside culture of providing a Best in Class Service to all of our clients. 

 Comply with Mountainside procedures, policies and regulations relevant to your role. Undertake relevant 
training on Mountainside’s policies and procedures as delivered by your manager, Human Resources or 
other departments.  

 Comply with any specific responsibilities necessary for your role as outlined by your line manager or Human 
Resources to ensure you keep up to date with developments in these areas 

 Carry out additional responsibilities as individually notified, either through your objectives or as directed by 
your manager. 
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Qualifications:   
Perform this job successfully; an individual must be able to perform each essential duty satisfactorily. The 
requirements listed below are representative of the knowledge, skill, and/or ability required.  Reasonable 
accommodations may be made to enable individuals with disabilities to perform the essential functions. 
 
Education and Qualifications 
 

 A Bachelor's degree in Business Administration or other related areas, financial experience a plus 

 A minimum of six years of senior management experience  
 

Skills and Abilities 

 Strong leadership skills required.  Must be able to manage, mentor/coach junior staff members 

 Innovative and strategic thinker with ability to work under tight time frames.  

 Ability to interpret standards and translate them into organizational policy 

 Ability to manage time, set priorities, and focus energies in an efficient manner while analyzing problems 
and following through on solutions, and facilitating the orderly flow of work  

 Demonstrated experience in financial planning and analysis  

 Skilled in organizational development, personnel management, budget and resource development, and 
strategic planning.  

 Excellent people skills, with an ability to partner with a dynamic leadership team. 

 Possess personal qualities of integrity, credibility, and commitment to corporate mission. 

 Flexible and able to multitask; can work within an ambiguous, fast-moving environment, while also driving 
toward clarity and solutions; demonstrated resourcefulness in setting priorities and guiding investment in 
people and systems. 

 
Knowledge and Experience 

 Experience using process improvement and a proven ability to drive a consensus process to effect 
significant organizational change is required. 

 Experience in using quantitative measurements to ensure quality standards. 

 Proficient in Microsoft office – very well versed in Excel  
 
Aptitude, Disposition & Competencies 

 Leadership skills 

 Strategic Thinking 

 Results Driven 

 Business Acumen 

 Decision Making 

 Financial Management 

 Planning and Organizing 

 Self-motivated, flexible  

 Attention to detail 

 Problem solver 

 Ability to meet deadlines; prioritizes 
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Job Description Acknowledgement 

 
 
 
I have read this job description and fully understand the requirements set forth therein. I understand that this is to 
be used as a guide and that I will be responsible for performing other duties as assigned. I further understand that 
this job description does not constitute an employment contract with Mountainside Treatment Center. 
 
 
 
__________________________________     ________________________________ 
Employee Signature       Date 
 
 
__________________________________     
Printed Name   
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Job description  
 
Job Holder:  Stephen Langley 
 
Job Title: Executive Director  
 
Department: Office of the CEO 
 
Reports to:   Chief Operations Officer 
 
FLSA:   Exempt 
 
Job Summary:   Directs and coordinates operations of Mountainside to provide treatment and other special 

services by performing the following duties personally or through subordinate supervisors. 
Provides a welcoming, supportive and structured community living experience which meets or 
exceeds client expectations for service during treatment. 

 
Essential Duties and Responsibilities include the following, other duties may be assigned: 
 

 Oversees Client Services, the Clinical Director and Clinical Team, Continuing Care and Extended Care 
activities, working with direct reports to implement policies and procedures 

 Maintains stewardship of Mountainside’s core tenets and culture of excellence  

 Strives to constantly innovate and perfect therapeutic programming and client experience 

 Cultivates an organization-wide unsurpassed commitment to client satisfaction and established “Best in 
Class” service standards 

 Promotes communication which is clear, consistent, and always of the highest degree of professionalism 

 Participates in community activities to develop opportunities to ascertain needs, serve residents, and 
promote Mountainside goals 

 Promotes 100% client satisfaction throughout the organization 

 Works with direct reports and various departments to ensure consistent and smooth handoff of all client-
related issues.  

 Responsible for all state and regulatory compliance or unusual occurrence reporting 

 Establishes and maintains close working relationships with cooperating agencies to avoid duplication of 
services 

 Recommends new policies and procedures and is effective in creating successful momentum 

 Assists with implementation and management of CARF accreditation requirements 

 Advises staff of potential problems and recommends alternative methods of providing service 

 Confers with staff and disseminates written materials to inform staff of current developments 

 Ultimate responsibility for all resident and family grievances 

 Ensures adherence to legal requirements and government reporting regulations affecting all workplace 
regulations. Responsible for delivering overall operating plans, and related policies/programs 

 Leads the development and implementation of the short and long range plans to achieve the organization’s 
goals and objectives including specific strategy and plans for growth, efficiency, cost management, quality 
care, and development of human capital 

General 

 Adopt the Mountainside culture of providing a Best in Class Service to all of our clients 

 Comply with Mountainside procedures, policies and regulations relevant to your role. Undertake relevant 
training on Mountainside’s policies and procedures as delivered by Human Resources or Upper 
Management and ensure you keep up to date with developments in these areas 

 Carry out additional responsibilities as individually notified, either through your objectives or as directed by 
your manager 
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Qualifications:   
Perform this job successfully; an individual must be able to perform each essential duty satisfactorily. The 
requirements listed below are representative of the knowledge, skill, and/or ability required.  Reasonable 
accommodations may be made to enable individuals with disabilities to perform the essential functions. 
 
Education and Qualifications 

 Bachelor’s Degree 

 Experience in Substance Abuse Treatment Facilities; Residential Treatment  
 

Skills and Abilities 

 Must possess strong leadership and strong communication skills both verbal and written 

 Ability to read, analyze, and interpret general business periodicals, professional journals, technical 
procedures, or governmental regulations 

 Ability to write reports, business correspondence, and procedure manuals 

 Ability to effectively present information and respond to questions from groups of managers, clients, 
customers, and the general public 

 Excellent leadership skills 

 Computer Skills 
 
Knowledge and Experience 

 A minimum of 10 years of comparable executive level experience required 

 Must be results focused with the ability to achieve results through other people 
 
Aptitude, Disposition & Competencies 

 High standards of Ethics 

 Honesty 

 Integrity 

 Financial Management 

 Planning 

 Program Delivery 

 Marketing 

 Staff Relations 

 Leadership 

 Client / Guest Services 

 Operations  
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Job description  
 
Job Holder: Randall Dwenger, MD 
 
Job Title: Medical Director 
  
Department: Detoxification 
 
Reports to: Chief Executive Officer 
 
FLSA:  Exempt 
 

Job Summary:  The Medical Director will provide guidance and leadership to Mountainside’s Detoxification and 
Residential Services Programs, and will help to ensure that safe and competent protocols and 
services are provided to clients in all aspects of client medical care.  The Medical Director 
supervises services provided by the physician assistant and/or APRN as it relates to client care.  The 
Medical Director helps to develop and implement policies, procedures and protocols to ensure the 
appropriateness and quality of medical care provided.  The Medical Director provides medical 
consultation too other medical and clinical staff, and provides direct client care when indicated. 

 
Essential Duties and Responsibilities include the following, other duties may be assigned: 
 

 The medical director or a designee directly supervised by the medical director, provides on-site medical 
supervision to Mountainside. 

 The medical director will ensure that all programing is in compliance with all applicable local, state, and 
federal regulations regarding the medical treatment of opioid dependence and/or other addictions. 

 The medical director and/or designee will be available for consultation in the event of an emergent 
situation. 

 The medical director supervises Physician Assistants or APRNs ensuring that each client served receives 
within 24 hours of admission a medical history and physical examination. 

 The medical director will review all records of the clients served and verify that all medical examinations 
and laboratory studies have been performed and recorded, and that each client is assessed for 
appropriateness of treatment. 

 Any physical examination that is performed by a physician or APRN shall be dated and countersigned by the 
medical director within 72 hours signifying his or her review of and concurrence with the findings and 
treatment plan.  

 The medical director or designee will order and prescribe medications and will design / implement safe 
detoxification protocols to be used in the detoxification program. 

 If the person served is readmitted within six months of discharge the decision determining the physical 
examination, laboratory and diagnostic tests to be performed shall be made by the Medical Director. 

 The medical director will review and approve (by signature) treatment plans and treatment plan reviews 
on a weekly basis. 

 The Medical Director practices as a member of the multi-disciplinary team and consults with members of 
other health professions as appropriate in order to ensure client health care needs are met. 

 The medical director implements strategies to promote health with clients. 

 The medical director initiates and manages client care within his/her scope of practice. 

 The medical director is available on an On-call basis. 
 
 
General 

 Adopt the Mountainside culture of providing a Best in Class Service to all of our clients. 
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 Comply with Mountainside procedures, policies and regulations relevant to your role. Undertake relevant 
training on Mountainside’s policies and procedures as delivered by your manager, Human Resources or 
other departments. 

 Comply with any specific responsibilities necessary for your role as outlined by your direct manager, or 
Human Resources to ensure you keep up to date with developments in these areas. 

 Carry out additional responsibilities as individually notified, either through your objectives or as directed by 
your manager. 

 

Qualifications:   
To perform this job successfully the individual must be able to perform each essential duty satisfactorily. The 
requirements listed below are representative of the knowledge, skills, and/or abilities required.  Reasonable 
accommodations may be made to enable individuals with disabilities to perform the essential functions. 
 
Education and Qualifications 

 Graduation from an accredited medical school 

 Passage of a State Board Examination 

 Possession of practical experience 

 Licensed to practice in the State of CT 

 Licensed Physician in good standing (MD) 

 Valid and appropriate liability coverage 

 Possess active / valid DEA license registration  

 Must have certification to prescribe or dispense Suboxone / Buprenorphine 

 Must be familiar with the medical complications in treating substance abuse, co-occurring disorders and 
clients with mental illness  

 
Skills and Abilities 

 Mutually agreed performance standards associated with above-referenced responsibilities. 
 
Knowledge and Experience 

 Minimum two years’ experience/knowledge in substance abuse treatment 
 
Aptitude, Disposition & Competencies 

 Articulate 

 Enthusiastic 

 Appropriate boundaries 

 Client-centered 

 Attention to detail  

 Good judgment / decision making 
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Job Holder:  Shanthi Mogali, MD  
 
Job Title:  Director of Psychiatry  
  
Department:  Clinical 
 
Reports to:  Medical Director 
 
FLSA:   Exempt  
 
Job Summary:   This position will provide psychiatric care for adults age 18 years and older.  The 

Addiction Psychiatrist will collaborate with the multidisciplinary team, attend 
clinical meetings and see clients as determined by their clinical need.  The 
Addiction Psychiatrist will evaluate, diagnose and medicate clients as indicated 
and will review medical orders for assigned clients.  

 
Essential Duties and Responsibilities include the following, other duties may be assigned: 

 Performs routine mental health exams to clients referred by nursing and the clinical staff, under 
established guidelines. 

 Prescribes psychotropic medication, manages the medications and develops treatment plans 

 Ensuring compliance by treatment team of adherence to best practices and State and Federal 
Regulations.  

 Completes MSE 

 Order appropriate laboratory or diagnostic procedures 

 The psychiatrist practices as a member of the multi-disciplinary team 

 Implements strategies to promote mental health and wellbeing with clients 

 Initiates and manages client care within his/her scope of practice 

 Participates in Infection Control, Quality Improvement and Peer Review activities and committee 
meetings as they relate to mental health and addiction issues. 

 Upholds all rules and regulations governing the client’s confidentiality 

 Follows designated chain of command for resolution of problems and questions 

 Uses Universal Precautions at all times 

 Prepares required reports and completes required paperwork as it relates to the programs and 
services in the expected time frame 

 Attends seminars, workshops and conferences as required by Mountainside 

 Maintains a current copy of his/her license, as well as current CPR and DEA certification on file 
with Mountainside 

 Performs other related duties as assigned 

 On-call. 

 
General 

 Adopt the Mountainside culture of providing a Best in Class Service to all of our clients. 

 Comply with Mountainside procedures, policies and regulations relevant to your role. Undertake 
relevant training on Mountainside’s policies and procedures as delivered by your manager, 
Human Resources or other departments.  

 Comply with any specific responsibilities necessary for your role as outlined by your line manager 
or Human Resources to ensure you keep up to date with developments in these areas 
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 Carry out additional responsibilities as individually notified, either through your objectives or as 
directed by your manager. 

 

Qualifications:   
 Completed US accredited residency program in psychiatry 

 Maintains a current CT physician’s license and a DEA number 

 Board certified and board eligible in psychiatry 

 Prefer a minimum of two (2) years of experience practicing as a psychiatrist in a clinical setting 

 Experienced in addiction and co-occurring disorders 

 Maintains a current CPR certification 

 Licensed to practice in the State of CT 

 
Education and Qualifications 

 MD Degree 

 Board Certified in Psychiatry 
 
Skills and Abilities 

 Mutually agreed performance standards associated with above-referenced responsibilities. 
 
Knowledge and Experience 

 Minimum two years’ experience/knowledge in substance abuse treatment 
 
Aptitude, Disposition & Competencies 

 Articulate 

 Enthusiastic 

 Good Boundaries 

 Client-centered 
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Job description  
 
Job Holder:  Sarah Osborne 
 
Job Title: Director of Clinical Operations 
 
Department: Clinical 
 
Reports to: Executive Director 
 
FLSA:  Exempt 
 
Job Summary: Direct a multi-disciplinary clinical team, on all shifts, to create and deliver an unsurpassed 

individualized treatment experience 
 
Essential Duties and Responsibilities include the following, other duties may be assigned: 
 

 Assure that the quality of clinical services provided by counselors meets established standards, guidelines 
and regulations, where applicable  

 Oversight of ABC, MBS, Family Wellness, & Nursing to ensure competency and appropriateness of all 
services rendered per mission statement and licensure   

 Establish framework of “Best in Class”, evidence-based interventions, tools and modalities 

 Utilizing Sigmund, audit clinical staff case management skills and documentation for quantitative fulfillment 
and quality assurance per regulatory/company standard compliance 

 Utilize appropriate performance metric data as a supervision and evaluation tool 

 Provide and coordinate clinical supervision of treatment team 

 Assist counselors as needed with treatment concerns 

 Oversee Nursing and referring relationships with medical and psychiatric providers including business 
associates as well as community resources   

 Communicate deficiencies, concerns and achievements of supervisees to management 

 Provide individual and group therapy and facilitate treatment groups 

 Develop and maintain Policies and Procedures as needed for CARF  

 Serve on committees as required (Safety; Intranet; Unusual Occurrence, etc.)    

 Participate in development of training programs, workshops, program development or other activities as 
appropriate 

 Prioritize and schedule professional trainings, continuing education, and in-services and develop a budget 
for any outside facilitators  

 Assist Client Services and other departments as required with professional development and adherence to 
standards of practice and program goals of second and third shift personnel  

 Develop and supervise a clinical internship program 

 Additional duties: 
o Model good clinical skills, professionalism and demeanor 
o Maintain integrity of services that is consistent with mission statement 
o Communicate and advise General manager on agency activities when appropriate 
o Promote agency within the community to referring agencies, community partners, alumni and 

families as appropriate 
 
 

 Communicate with Human Resources and General Manager on personnel issues involving clinical staff, 
support staff and /or internship students 

 Work closely with HR and SPAC in identifying current and future needs and potential assets   
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 Supervise and utilize Clinical Coordinator in monitoring functionality of all aspects of program and systems 
noted above    
 

General 

 Adopt the Mountainside culture of providing a Best in Class Service to all of our clients. 

 Comply with Mountainside procedures, policies and regulations relevant to your role. Undertake relevant 
training on Mountainside’s policies and procedures as delivered by your manager, Human Resources or 
other departments. 

 Comply with any specific responsibilities necessary for your role as outline by your line manager or Human 
Resources to ensure you keep up to date with developments in these areas. 

 Carry out additional responsibilities as individually notified, either through your objectives or as directed by 
your manager. 

 

Qualifications:   
To perform this job successfully, an individual must be able to perform each essential duty satisfactorily. The 
requirements listed below are representative of the knowledge, skill, and/or ability required. Reasonable 
accommodations may be made to enable individuals with disabilities to perform the essential functions. 
 
Education and Qualifications 

 Graduate Degree  

 Current Licensure (LADC, LPC, LCSW) 
 

Skills and Abilities 

 Computer Proficient:  EMR (Electronic Medical Records), word processing, spreadsheet, and other software 
applications to prepare reports, invoices, financial statements and letters 

 
Knowledge and Experience 

 Minimum five years’ experience/knowledge in substance abuse treatment including direct care, program 
management and supervisory capacities 

 
Aptitude, Disposition & Competencies 

 Willingness to work weekends, nights or Holidays when required 

 Knowledge of State Regulations and expectations 

 Leadership 

 Critical Thinking 

 Analytical Skills 

 Highly Resourceful 

 Self-Starter 

 Creative 

 Highly-Motivated 

 Willingness to go “above and beyond” 

 Attention to detail 

 Initiative 
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 Human Resources to ensure you keep up to date with developments in these areas. 

 Carry out additional responsibilities as individually notified, either through your objectives or as directed by 
your manager. 

 

Qualifications:   
Perform this job successfully; an individual must be able to perform each essential duty satisfactorily. The 
requirements listed below are representative of the knowledge, skill, and/or ability required.  Reasonable 
accommodations may be made to enable individuals with disabilities to perform the essential functions. 
 
Education and Qualifications 

 Graduate Degree  

 Current Licensure (LADC, LPC, LCSW) 
 
Skills and Abilities 

 Computer Skills:  EMR (Electronic Medical Records), word processing, spreadsheet, and other software 
applications to prepare reports, invoices, financial statements and letters 

 
Knowledge and Experience 

 Minimum five years’ experience/knowledge in substance abuse treatment 

 Minimum two years’ experience in a senior/supervisory role 
 
Aptitude, Disposition & Competencies 

 Articulate 

 Enthusiastic 

 Good Boundaries 

 Client-centered 
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Job description  
 
Job Holder:  Amanda Molner 
 
Job Title: Senior Clinician 
 
Department: Clinical 
 
Reports to:   Director of Clinical Operations 
 
FLSA:   Exempt 
 
Job Summary:   Meet the expectations of Clinical Counselor to include:  Collaborate with a multi-disciplinary 

treatment team to create an individualized recovery experience that incorporates the body, mind 
and spirit of each client.  Provide individual and group therapy sessions and facilitate treatment 
groups.  Coordinate care with external providers and community such as: Family Members, 
Primary Care Physicians, Psychiatrists, Intensive Outpatient programs, Legal Aids, Family 
Interventionists, University and High School Administrative Staff, and Employee Assistance 
Program Representatives. In addition, model viable brief treatment and case management 
strategies to Clinical Team and provide support to Clinical Team in appropriate fashion. 

 
Essential Duties and Responsibilities include the following, other duties may be assigned: 
 

 Review client’s discharge records from previous treatment providers, contacting client’s emergency 
contacts and family members, former providers and referral sources  

 Complete comprehensive clinical utilization reviews on a regular basis and communicate all Insurance 
needs to Utilization Review Department 

 Ability to utilize identified screening/assessment tools, stage-wise interventions and treatment models. 

 Understands group dynamics/processes, facilitate groups with a focus on integrated care and documents 
efforts via individualized progress notes. 

 Create an individualized treatment plan, including referrals to Family Wellness Program, APRN, Psychiatrist, 
Mind Body Spirit Program, Nicotine Cessation Program, Adventure Based Counseling Program and 
Continuing Care. Continue to update on weekly basis 

 Role model, explain and encourage pro-social behaviors such as: 12-step meeting etiquette, time 
management, appropriate language, dress and the importance of building same gender fellowships 

 Communicate with med room to monitor client medication compliance and med issues 

 Continue to collaborate with Mountainside team as a whole 

 Participate in weekly individual clinical social work supervision and group clinical supervision. 

 Maintain weekly communication with clients’ family to report client progress and wellbeing at 
Mountainside 

 Collaborate with client and Continuing Care Staff to create a plan which takes into account the housing and 
therapeutic needs of the client in order to sustain or continue to develop a program of recovery 

 Participate in “on-boarding’ of new hires to Clinical Team 

 Facilitate Team Meeting in the absence of Clinical Director and/or Clinical Coordinator 

 Facilitate Clinical Care Planning in the absence of Clinical Director and/or Clinical Coordinator 

 Assist in development and supervision of learning opportunities for interns and new hires to Clinical Team 
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Managerial Duties 

 Responsible for developing, mentoring and coaching direct reports all areas of clinical 

 Manages and directs the activities of assigned staff; Ensures a trained, motivated and professional staff 
capable of providing efficient and effective operations and exceptional service 

 Established performance expectations and monitors results 

 Coaches and counsels staff as necessary 

 Manage all areas of ADP for clinical team; time cards, schedules and PTO 

 Facilitate interviews and training for possible new hires  
 
General 

 Adopt the Mountainside culture of providing a Best in Class Service to all of our clients. 

 Comply with Mountainside procedures, policies and regulations relevant to your role. Undertake relevant 
training on Mountainside’s policies and procedures as delivered by your manager, Human Resources or 
other departments. 

 Comply with any specific responsibilities necessary for your role as outline by your line manager or Human 
Resources to ensure you keep up to date with developments in these areas. 

 Carry out additional responsibilities as individually notified, either through your objectives or as directed by 
your manager. 

 

Qualifications:   
Perform this job successfully; an individual must be able to perform each essential duty satisfactorily. The 
requirements listed below are representative of the knowledge, skill, and/or ability required.  Reasonable 
accommodations may be made to enable individuals with disabilities to perform the essential functions. 
 
Education and Qualifications 

 Graduate Degree  

 Current Licensure (LADC, LPC, LCSW) 
 
Skills and Abilities 

 Computer Skills:  EMR (Electronic Medical Records), word processing, spreadsheet, and other software 
applications to prepare reports, invoices, financial statements and letters 

 
Knowledge and Experience 

 Minimum five years’ experience/knowledge in substance abuse treatment 

 Minimum two years’ experience in a senior/supervisory role 
 
Aptitude, Disposition & Competencies 

 Articulate 

 Enthusiastic 

 Good Boundaries 

 Client-centered 
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Job description  
 
Job Holder:  Judith O’Callaghan and Abdul Shabazz 
 
Job Title:  Outpatient Clinician  
 
Department:  Outpatient Services 
 
Reports to:  Outpatient Senior Clinician 
 
FLSA:  Exempt 
 
Job Summary:  Collaborate with a multi-disciplinary treatment team to create an individualized recovery 

experience that incorporates the body, mind and spirit of each client.  Provide individual and 
group therapy sessions and facilitate treatment groups.  Coordinate care with external 
providers and community resources.   

 
Essential Duties and Responsibilities include the following, other duties may be assigned: 

 Review discharge records from previous treatment providers 

 Collaborate with family members, former providers and referral sources   

 Complete comprehensive clinical utilization reviews on a regular basis and communicate all Insurance 

needs to Utilization Review Department.  

 Create a comprehensive and collaborative treatment plan, including referrals to Family Wellness Program, 

APRN, Psychiatrist, Mind Body Spirit Program, Adventure Based Counseling Program and Continuing Care. 

Utilize identified screening/assessment tools, stage-wise interventions and treatment models.  

 Conduct therapeutic treatment utilizing best practices of counseling, case management and crisis 

intervention.  

 Facilitate groups with a focus on integrated care.  Maintain clinical chart in accordance with agency and 

accreditation standards.  

 Role model, explain and encourage pro-social behaviors such as: 12-step meeting etiquette, time 

management, appropriate language, dress and the importance of building same gender fellowships.  

 Continue to collaborate with Mountainside team as a whole  

 Participate in individual and group clinical supervision. Attend trainings to improve clinical skills or as 

assigned by your supervisor. 

 
General 

 Adopt the Mountainside culture of providing a Best in Class Service to all of our clients. 

 Comply with Mountainside procedures, policies and regulations relevant to your role. Undertake relevant 

training on Mountainside’s policies and procedures as delivered by your manager, Human Resources or 

other departments.  

 Comply with any specific responsibilities necessary for your role as outlined by your line manager or Human 

Resources to ensure you keep up to date with developments in these areas. 
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 Carry out additional responsibilities as individually notified, either through your objectives or as directed by 

your manager. 

Qualifications:  
Perform this job successfully; an individual must be able to perform each essential duty satisfactorily. The 
requirements listed below are representative of the knowledge, skill, and/or ability required. Reasonable 
accommodations may be made to enable individuals with disabilities to perform the essential functions.  

 
Education and Qualifications  

 Graduate Degree in related field  

 Current active State of CT license (LADC, LPC, LCSW)  

 
Skills and Abilities  

 Computer Skills: EMR (Electronic Medical Records), word processing, spreadsheet, and other software 

applications to prepare reports, invoices, financial statements and letters  

 Able to work independently and as part of a multi-disciplinary team.  

 
Knowledge and Experience  

 Knowledge of principles and techniques of group and individual counseling  

 Ability to gather, analyze and evaluate information pertinent to the clinical care of clients  

 Knowledge and experience in the provision of evidence based integrated care  

 Considerable knowledge of federal and state laws and regulations regarding client confidentiality  

 Ability to establish and maintain cooperative professional relationships  

 Minimum two years’ experience/knowledge in substance abuse and/or co-occurring disorders integrated 

treatment. 

 
Aptitude, Disposition & Competencies  

 Enthusiastic  

 Good boundaries  

 Client-centered  

 Team Player 
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Scholarly Articles 
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PSYCHIATRIC DISORDERS AND SLEEP 

Andrew D. Krystal, M.D., M.S. 

SYNOPSIS 

I. INTRODUCTION 

It has long been appreciated that sleep problems are common among those with psychiatric disorders. The 
prevailing view has been that sleep problems are generally symptoms of the associated psychiatric 
conditions. Consistent with this point of view is that sleep problems are defining features of a number of 
psychiatric disorders and included among the diagnostic criteria for these conditions.  However, there are 
a number of additional ways that psychiatric disorders and sleep are inter-related. The emerging view is 
that the relationships of psychiatric disorders with sleep are complex and marked by bi-directional causality.  

For example, the longstanding view that treating some psychiatric conditions improves sleep is 
complemented by recent evidence suggesting that treating sleep disturbances can have important effects 
on the outcome of treatment of psychiatric conditions. Further, contrary to the prevailing view, some sleep 
disorders increase the risks of developing episodes of psychiatric disorders. It is also the case that some 
treatments are used to treat both psychiatric disorders and sleep disorders. 

Also, some treatments for psychiatric disorders may trigger disturbances of sleep and some treatments for 
sleep disorders may increase the risks for psychiatric disorders.  A further complexity in the sleep-
psychiatric disorders relationship is that sleep deprivation may have therapeutic effects for some psychiatric 
disorders but may aggravate others.8 In this article we provide the evidence that supports this point of view, 
reviewing the data on the sleep disturbances seen in patients with psychiatric disorders but also reviewing 
the data on the impact of sleep disturbances on psychiatric conditions.  

It is organized into 6 sections: 1) The sleep of patients with psychiatric disorders; 2) The risks of psychiatric 
disorders in those with sleep disturbances; 3) The impact of sleep disturbances on the course and treatment 
of psychiatric conditions; 4) The sleep effects of psychiatric treatments; and 5) The impact of sleep 
deprivation on psychiatric disorders. This article is focused on the subset of psychiatric disorders which 
have the most important relationships with sleep including: Major Depressive Disorder Bipolar Disorder 
Generalized Anxiety Disorder Post-Traumatic Stress Disorder (PTSD)  

II THE SLEEP OF PATIENTS WITH PSYCHIATRIC DISORDERS 

A. Major Depressive Disorder (MDD) 

Problems with sleep, which could include insomnia or hypersomnia, is one of the diagnostic criteria for MD.  
As such, it is not surprising that some type of sleep difficulty occurs in as many of 90% of MDD 
patients.9 The type of sleep difficulty experienced by those with MDD can include difficulty falling asleep, 
difficulty staying asleep, insufficient sleep quality, nightmares and daytime sleepiness. Troubles falling 
asleep and staying asleep have been documented polysomnographically, however, there are no studies 
finding objective evidence of daytime sleepiness with the multiple sleep latency test, the standard for clinical 
and research assessment of sleepiness. Patients with MDD also appear to have alterations in their sleep 
stages that are evident with polysomnography. These include: shortened latency to the onset of REM sleep 
(REM latency) increased number of eye movements per minute of REM sleep (REM density)10,15,23–24; 
increased percentage of the night that meets scoring criteria for REM sleep; a longer duration of the first 
REM period; and decreased amount of slow-wave sleep.  

The prolonged sleep onset and difficulties with sleep maintenance found in patients with MDD are 
established indicators of disturbance of sleep. However, the significance of the alterations in sleep stages 

http://www.ncbi.nlm.nih.gov/pubmed/?term=Krystal%20AD%5BAuthor%5D&cauthor=true&cauthor_uid=23099143
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3493205/#R8
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3493205/#R9
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3493205/#R10
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3493205/#R15
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3493205/#R23
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3493205/#R24
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seen in those with MDD is unknown. There is some evidence suggested that shortened REM latency and 
diminished slow-wave sleep may be trait markers of MDD, whereas the increased REM density and sleep 
disturbance appear to be state markers as they are most evident during episodes of depression. 34However, 
these sleep-stage changes appear to be of limited clinical utility as they are not specific to those with MDD 
but are seen in those with other types of psychiatric disorders. 

B. Bipolar Disorder 

For the manic phase of bipolar disorder, the diagnostic criteria include decreased need for sleep.1 So, as 
with MDD, it is not surprising that changes in sleep are nearly universal among those with bipolar mania  
However, the nature of the sleep problem in this condition, decreased need for sleep, is an alteration in 
sleep that is only seen in mania. Decreased sleep need is not synonymous with insomnia. It is a condition 
where an individual can, and do, decrease their sleep time, at least to some degree, without experiencing 
any impairment in function or quality of life. In contrast, insomnia is a condition where individuals experience 
impairments in function and/or quality of life due to failing to be able to sleep despite having the adequate 
opportunity to do so.1 Diagnostic confusion might arise because those with mania may experience 
difficulties falling and staying asleep much like insomnia patients. However, in the case of manic patients 
this problem arises because they are attempting to sleep more than the amount they need to be restored. 
Whereas insomnia patients are unable to sleep enough to feel restored despite their efforts to do so. 

During the depressed phase of bipolar disorder, the most common sleep complaint is hypersomnia, which 
reportedly occurs more frequently in those with bipolar depression than unipolar depression. The little 
research carried out to determine if there is objective evidence of daytime sleepiness in patients with bipolar 
depression using the multiple sleep latency test (MSLT) has not found evidence of clinically significant 
sleepiness.  

Interestingly, the alterations in sleep seen with polysomnography in patients with bipolar mania are 
comparable to what has been observed in those with MDD. This may indicate that there is a common 
pathophysiology in MDD and bipolar mania. However, it is important to keep in mind that these 
polysomnographic findings are also seen in those with other psychiatric conditions and, therefore, may not 
be reflective of specific pathophysiologic mechanisms.  

C. Generalized Anxiety Disorder 

As with MDD and bipolar disorder, a change in sleep is among the core features of GAD. In this case this 
alteration is disturbance of sleep (difficulty falling or staying asleep) which affects over half of those with 
GAD. 

Few data exist on the polysomnographic features that characterize the sleep of patients with GAD. 
However, those that exist suggest that GAD patients have: longer sleep onset latency, a greater number of 
arousals, and greater wake time during the night.42–43 In contrast to bipolar disorder and MDD, GAD does 
not appear to be marked by any alterations in REM latency or percentage of the night comprised of REM 
sleep, however, one study reported that GAD patients had a decreased percentage of the night spent in 
slow-wave sleep and a relative increase in the percentage of the night meeting criteria for stage 1 sleep 
compared with controls.  

D. Post-Traumatic Stress Disorder 

Sleep problems are also among the diagnostic criteria for PTSD, though in this case the sleep difficulties 
include distressing dreams along with difficulties falling or staying asleep.1 Accordingly, complaints of sleep 
difficulties are ubiquitous among those who have PTSD.  

A number of studies including polysomnography have examined the sleep of patients with PTSD in an effort 
to explore the associated neurophysiologic changes. The most consistent findings suggest disruption of 
sleep. This includes diminished total sleep time, which has been reported in 5 studies, while an elevation 
in the time spent awake after initially falling asleep (WASO) has been noted in 3 reports.45–49 In one 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3493205/#R34
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3493205/#R1
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3493205/#R1
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3493205/#R42
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3493205/#R43
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3493205/#R1
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3493205/#R45
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3493205/#R49


Page 123 of 295 
 

additional study, there was an association between an increase in WASO and nightmares. However, it 
should be noted that there are several studies that have not found evidence for sleep difficulties in the PSG 
in PTSD patients.51 This inconsistency may not be specific to PTSD, however. There is evidence that 
among patients with insomnia complaints occurring in other settings there is often a weak relationship 
between PSG and self-report measures of sleep.  

Another frequent PSG finding in PTSD patients is an alteration in REM sleep such as is seen in those with 
MDD and bipolar disorder. The most frequently reported REM sleep aberration has been an increase in 
REM density (eye movements per minute of REM sleep). As discussed above, this measure of the 
“intensity” of REM sleep does not reflect a physiologic alteration specific to PTSD because it has also been 
reported to be elevated in those with MDD that has a high-rate of co-morbidity with PTSD 

III. THE RISKS OF PSYCHIATRIC DISORDERS IN THOSE WITH SLEEP DISTURBANCES; 

The risks of psychiatric disorders in those with sleep disturbances are less well appreciated than the sleep 
disturbances associated with psychiatric disorders. Yet, the evidence that sleep disturbances are 
associated with an increased risk of developing psychiatric disorders has existed since the 1980s. 

A. MDD 

In terms of MDD, this evidence includes that those with insomnia and those with hypersomnia are roughly 
ten times as likely to have MDD as healthy controls without sleep disorders.80–82 Also, a series of 
longitudinal studies indicate that having insomnia at one point in time significantly increases the risk for the 
subsequent development of new onset MDD.82–84 

B. GAD 

There is also longitudinal data indicating that insomnia increases the risk for the subsequent development 
of anxiety disorders. Those with insomnia appear to have approximately double the risk of healthy 
controls.80 

C: PTSD 

To date there is no evidence suggesting that pre-existing insomnia is a predisposing factor for the 
development of the PTSD syndrome following an extreme event, though we are aware of no studies which 
have specifically investigated this question. There is, however, one study suggesting that sleep complaints 
occurring at 1 month or longer after trauma were significant predictors of the presence of a diagnosis of 
PTSD at 1-year post-trauma. While this report is intriguing it is of uncertain significance. 

Alcoholism 

There is a body of evidence suggesting that sleep difficulties may increase the risks for alcoholism and may 
contribute to continued alcohol consumption among drinkers. Several longitudinal studies suggest that 
those with insomnia are at increased risk for the development of subsequent alcohol use problems 
compared to those without disturbed sleep. Several studies suggest that those with alcoholism often use 
alcohol as a means to treat sleep difficulties. This includes that such individuals are more likely than those 
without alcoholism to choose alcohol as a way to improve sleep and to report difficulty falling asleep if they 
don’t drink alcohol prior to going to bed. 

IV. THE IMPACT OF SLEEP DISTURBANCES ON THE COURSE AND TREATMENT OF PSYCHIATRIC 
CONDITIONS; 

There is a growing body of literature indicating that sleep disturbances impact the course and treatment of 
psychiatric conditions. This literature includes reports of studies on the relationship of sleep disturbance to 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3493205/#R51
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3493205/#R80
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3493205/#R82
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3493205/#R82
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3493205/#R84
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3493205/#R80


Page 124 of 295 
 

psychiatric symptoms as well as their relationship with treatment outcome, and risk of relapse in psychiatric 
conditions. Studies also document the impact of treating sleep disorders on the outcome of psychiatric 
conditions. 

A. MDD 

Though long thought of as a symptom of depression, insomnia appears to have an impact on the course 
and treatment response of MDD. According to the symptom model, sleep disturbance would be expected 
to resolve with appropriate antidepressant therapy along with the other MDD symptoms. Although this 
certainly occurs to a degree, the available evidence suggests that in 20–44% of those with MDD, sleep 
difficulties fail to resolve despite the administration of standard antidepressant treatments. This residual 
insomnia also appears to be associated with an increased risk of MDD relapse as well as a number of 
impairments including decreased concentration, sleepiness, and diminished performance capacity 

Among those with MDD, there are several other ways that poor sleep appears to have an adverse impact 
on the course of MDD. Perhaps the most important and most concerning of these is that sleep disturbance 
appears to increase the risks of suicidal ideation, suicide attempts, and completed suicide. To date, at least 
32 studies have identified that sleep disturbance is linked to suicidal ideation or completed suicide. This 
includes: 10 studies in children and adolescents; 22 studies in younger and older adults; and studies 
spanning multiple countries (U.S., England, France, Canada, Turkey, Finland, Sweden, Brazil, China, and 
Japan). Notably, these studies include five prospective studies and in many the associations between sleep 
disturbance and suicidality remained after adjusting for depression severity. However, despite all of the 
evidence linking insomnia and suicidality, insomnia is generally overlooked as a suicide risk factor and as 
a means of preventing suicide in those with MDD.  

Sleep disturbance also has other adverse effects on the course of MDD. Those MDD patients with poor 
sleep have slower treatment response and lower remission rates than those without sleep disturbance.  

Greater sleep disturbance is also independently correlated (independent of depression severity) with poorer 
quality of life in those with MDD.  

There is additional evidence to support the independent importance of disturbed sleep in MDD and these 
data speak to the need to target treatment specifically to the sleep problems in those with MDD. Several 
studies indicate that targeting treatment to insomnia in addition to providing standard antidepressant 
therapy may improve not sleep but also enhance the improvement in depression. In one such study, the 
hypnotics lormetazepam and flurazepam were compared with placebo as adjunctive insomnia therapies to 
antidepressant treatment with nortriptyline or maprotiline.118 Those subjects randomized to lormetazepam 
had greater depression improvement than subjects receiving placebo. In another study, co-administration 
of eszopiclone 3 mg and fluoxetine led to greater improvement in sleep and a more rapid and greater 
improvement in depression (greater improvement in the Hamilton Depression Rating Scale with sleep items 
removed and greater percentage of responders and remitters) than fluoxetine plus placebo.119–120 However, 
it should be noted that a study of identical design employing zolpidem extended release preparation 12.5 
mg instead of eszopiclone found that insomnia therapy improved sleep and sleep related daytime function 
but not depression outcome compared with placebo.121 Lastly, a study was carried out where cognitive 
behavioral insomnia was compared to a behavioral control intervention in depressed patients treated with 
escitalopram.122 In this study, those receiving the active insomnia therapy experienced a 62% remission 
rate compared with 33% for the control intervention. 

Thus, three of four studies indicate that targeting treatment to insomnia improves not only sleep outcome 
but also depression treatment response. In the one study where this was not the case, sleep and function 
were improved, however, it remains unclear why depression outcome did not improve.121 Further studies 
will be needed to better understand the impact of insomnia therapy on MDD treatment outcome. 
Nonetheless, multiple lines of research suggest that sleep disturbance has a substantial impact on MDD 
and the antidepressant response, and, generally speak to the need to treat insomnia in those with MDD. 
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http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3493205/#R120
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B. Bipolar Disorder 

Relatively less research has been carried out on the impact of sleep on the course of bipolar disorder. 
However, several studies indicate that preventing patients with bipolar disorder from sleeping predisposes 
them to the development of mania. On this basis it has been hypothesized that sleep loss plays an etiologic 
role in the development of mania such that loss of sleep predisposes towards mania which, in turn, leads 
to further loss of sleep in a positive feedback cycle.  

Whether this is the case remains unclear as are the mechanisms by which sleep loss might predispose 
patients with bipolar to develop mania. However, the clinical implications of this hypothesis is that 
management of bipolar patients should include interventions to prevent sleep loss and lengthen sleep time 
as a means of preventing and/or treating mania. Although this approach has yet to be systematically 
studied, it is probably no accident that all anti-manic therapies have significant sleep-enhancing effects. 

C. GAD 

Relatively few data exist on the impact of sleep on the course of GAD. However, two placebo-controlled 
trials of adding insomnia co-therapy to the treatment of GAD with escitalopram have been carried out. 
These studies include a trial of eszopiclone 3 mg plus escitalopram vs placebo plus escitalopram and a trial 
of zolpidem Extended Release 12.5 mg plus escitalopram vs placebo plus escitalopram. Much like the 
results seen in nearly identical studies carried out with MDD patients, eszopiclone significantly improved 
sleep and GAD response/remission compared with placebo, whereas zolpidem Extended-Release only 
improved sleep and sleep-associated daytime function compared with placebo. As with MDD, these studies 
support the utility and importance of targeted insomnia therapy in GAD patients, however, it remains unclear 
whether the treatment of insomnia might impact GAD outcome or whether there are specific characteristics 
of eszopiclone or zolpidem Extended-Release that affected their impact on GAD outcome. 

D. PTSD 

There are several placebo-controlled studies demonstrating that treatments aimed at improving sleep in 
patients with PTSD can improve daytime PTSD symptoms. This includes one study of eszopiclone 3 mg 
administered at bedtime, four studies of prazosin administered at bedtime, and one study of a behavioral 
sleep intervention targeting insomnia and nightmares. However, whether these sleep-targeted therapies 
have direct effects on daytime PTSD symptoms or whether daytime PTSD symptoms are improved due to 
improvements in sleep has not been definitively established. At least for prazosin, there is evidence that 
this agent improves daytime PTSD symptoms when administered during the day, so it is at least plausible 
that nighttime administration could directly improve daytime PTSD symptoms and while the half-life of this 
drug seems to preclude this possibility (half-life is 2–4 hours) it must be borne in mind that this medication 
has several active metabolites which could contribute to its therapeutic effect. There are no data that 
indicate whether eszopiclone or behavioral sleep therapy might have direct effects on daytime PTSD 
symptoms. 

Alcoholism 

A number of studies suggest that sleep problems and polysomnographic alterations in sleep occurring post-
abstinence may play an important role in hastening relapse. The link between disturbed sleep during 
abstinence and relapse to drinking has been identified in several studies. Polysomnographic sleep variables 
that have been found to be predictors of relapse include: longer sleep onset latency, decreased sleep 
efficiency, decreased percentage of the night spent in slow-wave sleep, shorter REM onset latency, greater 
percentage of the night spent in REM sleep, and greater REM density. The variable which best predicts 
relapse seems to vary with the duration of time since the abstinence period began, though this may not in 
fact be the case but may reflect that the findings are varying across studies which happened to focus on 
different time periods. Increased REM density immediately after stopping drinking has been reported to be 
the best predictor of relapse 3–4 months later, however, at 1 month after the onset of abstinence, sleep 
onset latency was found to be the best predictor of relapse, whereas at 5 months after the beginning of the 
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abstinence period sleep onset latency and sleep efficiency best predicted relapse at 1 year.  

Although these studies speak to the need to evaluate whether the treatment of sleep disturbances during 
abstinence might decrease the likelihood of relapse, only two placebo-controlled studies have been carried 
out addressing this question and both were small trials. One was a study of trazodone 200 mg which 
included only 16 subjects and found that this medication improved sleep compared with placebo but had 
no impact on relapse rate, though it could be reasonably argued that the study was under-powered to 
assess this outcome. The other study evaluated gabapentin 1500 mg in only 21 subjects and, although 
there was a decrease in relapse rate, there was no difference between drug and placebo groups on sleep 
parameters. Based on the limited amount of work carried out, it remains unclear whether treating sleep 
problems during abstinence decreases the rate of subsequent relapse to drinking and studies addressing 
this issue are clearly needed. 

V. THE SLEEP EFFECTS OF PSYCHIATRIC TREATMENTS; 

A. MDD 

Many antidepressant medications have been documented to have effects on polysomnograhic sleep 
variables, some are used to treat sleep disturbance, some have a tendency to disturb sleep, and some 
have a tendency to cause or exacerbate periodic leg movements of sleep (PLMs) and/or restless legs 
syndrome. In terms of the effects of antidepressant on polysomnographic sleep indices, a number of studies 
have documented that antidepressant treatments including monoamine oxidase inhibitors, tricyclic 
antidepressants electroconvulsive therapy, selective serotonin reuptake inhibitors, and serotonin-
norepinephrine reuptake inhibitors, suppress REM sleep.20,146–152 These findings have served as the basis 
for the hypothesis that suppression of REM sleep is an important part of the mechanism of action of 
antidepressant therapies. However, evidence to the contrary is provided by a number of effective 
antidepressant agents, bupropion, nefazodone, mirtazapine, and trazodone which do not suppress REM 
sleep,153 though these medications appear to have other polysomnographic effects including increasing the 
amount of slow-wave sleep and increasing the amplitude of EEG slow-waves in non-REM sleep.154–159 

A number of antidepressants are also used to treat problems falling and/or staying asleep and are used for 
the treatment of insomnia, though few have been demonstrated to have therapeutic effects in placebo-
controlled studies. The antidepressants most commonly used for this purpose are trazodone, mirtazapine, 
amitriptyline, and doxepin, which, other than mirtazapine are prescribed in lower dosages than typically 
used to treat depression when administered to treat insomnia.2 Data from placebo-controlled trials 
supporting a sleep onset and/or maintenance exist only for doxepin and trimipramine, though studies 
carried out in depressed patients or healthy controls suggest that amitriptyline and mirtazapine might have 
therapeutic effects in this setting.  

Another sleep-related effect of antidepressant medications is that some can disturb sleep. This includes 
the norepinephrine and dopamine reuptake inhibitor bupropion, selective serotonin reuptake inhibitors, and 
serotonin norepinephrine reuptake inhibitors all of which have an adverse effect rate of insomnia/sleep 
disturbance that is in the range of 1.5–3 times that of placebo.  

Many antidepressants also have the potential to cause or exacerbate PLMs and restless legs syndrome. 
Agents most often associated with this are: selective serotonin reuptake inhibitors, serotonin 
norepinephrine reuptake inhibitors, and mirtazapine.  

B. Bipolar Disorder 

Few studies document the sleep effects of agents used to treat bipolar disorder. Most of the available 
relevant data relate to antipsychotic medications that are often used to treat mania. The sleep effects of 
these agents are discussed in the section which follows. Otherwise, data exist only for lithium, long a 
mainstay of the treatment of patients with bipolar disorder. This agent has been found to increase slow-
wave sleep, suppress REM sleep and increase REM latency. Like many of the antidepressant medications, 
lithium has also been reported to cause or exacerbate restless legs syndrome.  

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3493205/#R20
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3493205/#R146
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3493205/#R152
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3493205/#R153
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3493205/#R154
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3493205/#R159
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3493205/#R2
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C. Schizophrenia 

A number of publications document the sleep effects of antipsychotic medications which are the most 
common pharmacologic therapies administered to patients with schizophrenia. The sleep-related effect of 
these medications that is of most clinical importance is their tendency to enhance sleep. This effect may be 
responsible for daytime sedation which may further impair the already limited daytime functional capacity 
of many patients with schizophrenia, though for patients with disturbed sleep, this type of effect may be 
beneficial. Systematic studies of the effects of antipsychotic medications have been carried out in patients 
with mood disorders, those with schizophrenia, and healthy controls. Both quetiapine (25 and 100 mg) and 
ziprasidone 40 mg were evaluated in trials in healthy controls where sleep on a night with noise disturbance 
was compared with a night where no disturbance took place. Quetiapine was found to shorten sleep onset 
latency, improve total sleep time, sleep efficiency, and sleep quality and also suppressed REM sleep.   
Ziprasidone increased total sleep time, sleep efficiency, and sleep quality, and decreased number of 
awakenings but also decreased the percentage of REM and increased REM density and the percentage of 
slow-wave sleep. Several relatively small studies document the sleep effects of olanzapine. These were 
carried out in those with schizophrenia and those with mood disorders and indicate that this medication 
decreases sleep onset latency and wake time after sleep onset and increases sleep efficiency, sleep quality 
ratings and the amount and percentage of slow-wave sleep. Small studies also document that cloazapine 
decreases awakenings, and wake time after sleep onset and increases total sleep time and amount of slow-
wave sleep and that risperidone 0.5–1 mg decreases wake time after sleep onset as well as the amount of 
REM sleep 

Because so few data exist on the sleep effects of these agents that derive from placebo-controlled trials, it 
is helpful to consider the rates of reported daytime sedation adverse effects in placebo-controlled trials with 
these medications, though in some cases daytime sedation may not be accompanied by nighttime sleep 
enhancement due to slow absorption and in the case of agents with short half-lives, daytime somnolence 
rates will substantially underestimate their nighttime sleep enhancement. Based on these data the agents 
with the highest rates of sedation are clozapine, chlorpromazine, and thioridazine (33–60%), followed by 
risperidone and olanzapine (approximately 30%) and haloperidol (23%), whereas the agents with the least 
associated sedation are quetiapine and ziprasidone (16%) and aripiprazole (12%). 

Antipsychotic medications, due to their dopamine antagonism may also cause or exacerebate PLMs and 
restless legs syndrome and, due to the potential for weight gain, these agents may increase the risks of 
developing sleep disordered breathing.  

D. Alcoholism 

Only one study has been carried out of the sleep effects of a treatment for alcoholism. This study evaluated 
acamprosate in 24 subjects prior to and 2 weeks after discontinuation of alcohol consumption and found 
that it decreased wake time after sleep onset and shortened REM latency.189 

VI. THE IMPACT OF SLEEP DEPRIVATION ON PSYCHIATRIC DISORDERS 

A notable and, perhaps surprising, aspect of the relationship of sleep and psychiatric disorders is that sleep 
deprivation can have a profound effect on individuals with mood disorders. 

A. MDD 

A night of sleep deprivation has been reported to have robust antidepressant effects. Studies evaluating 
this phenomenon suggest that at least 50% of those with MDD meet response criteria following a single 
night of sleep deprivation. However, the clinical utility of sleep deprivation as an antidepressant treatment 
is limited by the fact that the benefits generally disappear when the treated patient sleeps, even if the period 
of sleep is short. Attempts to prolong the benefits of sleep deprivation with medications and other 
interventions have met with limited success such that sleep deprivation is not implemented as a treatment 
for depression in clinical practice to any significant extent, however, it continues to attract attention as a 
window into the pathophysiology of MDD and the mechanisms of action of antidepressant treatments. There 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3493205/#R189
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is also a small literature related to attempts to treat MDD with chronic (3 week), in-laboratory, REM sleep 
deprivation which is based on the evidence that many effective antidepressant therapies suppress REM 
sleep. Unlike a night of total sleep deprivation, one study found that chronic REM deprivation leads to 
gradual and persistent improvement in depression,196 though attempts to replicate this finding have not 
succeeded in doing so. 

B. Bipolar Disorder 

In contrast to MDD, sleep deprivation tends to exacerbate symptoms in those with bipolar disorder, 
predisposing individuals with this condition to develop of mania. A series of studies where patients with 
bipolar disorder underwent experimental sleep deprivation provide the basis for this conclusion. The 
mechanism by which sleep deprivation predisposes bipolar disorder patients remain unknown. Further, 
sleep deprivation has never been demonstrated to trigger or exacerbate mania in naturalistic studies in 
patients with bipolar disorder. However, it is generally assumed that this occurs, and, as a result, prudent 
clinical care should include taking steps to prevent sleep loss in those with bipolar disorder when depressed 
and/or euthymic and to increase sleep in bipolar patients when manic. 

Go to: 

VII. SUMMARY AND CONCLUSIONS 

Psychiatric disorders and sleep are related in important ways. In contrast to the longstanding view of this 
relationship which viewed sleep problems as symptoms of psychiatric disorders,91 there is growing 
experimental evidence that the relationship between psychiatric disorders and sleep is complex and 
includes bi-directional causation. Although much has been learned about the psychiatric disorders-sleep 
relationship, much remains unknown. For example, further studies are needed to determine if improvement 
of sleep improves MDD outcome and why some treatments for sleep problems appear to differentially affect 
the antidepressant response. In some cases, correlations have been identified between alterations in sleep 
and the course and/or outcome of psychiatric conditions and further work will be needed to determine if 
these are causal links. 

From a clinical point of view, the available research on the psychiatric disorder-sleep relationship speaks 
to the need to direct treatment to sleep disorders and not simply treat what is assumed to be an underlying 
psychiatric condition. There is some reason to believe that this has the potential to improve the course and 
treatment response of some psychiatric conditions. This work also speaks to the need to be aware of the 
sleep effects of psychiatric interventions which may, in turn, affect the course and treatment response of 
the psychiatric condition being treated. 

There are also research implications of the body of literature elucidating the psychiatric disorder-sleep 
relationship. This literature suggests that the boundaries between sleep disorders and some psychiatric 
disorders may be indistinct and in many cases the causal relationships between them are unclear. 
Nonetheless, the work in this field has increased over time and our understanding of these causal 
relationships have significantly evolved from the long-held symptom model of sleep disturbance.91 Although 
much additional research is needed to address the limitations of the current body of literature and to help 
us better understand the relationships among psychiatric disorders and sleep, the advances made to date 
suggest that this work promises to improve our understanding of both sleep and psychiatric conditions and 
to provide better clinical care to patients with psychiatric disorders and with sleep disorders. 

 

Key Points: 

1.  Psychiatric disorders can have a major impact on sleep 
2. Sleep and sleep disorders can influence psychiatric conditions 
3. Treatment of sleep disorders can improve psychiatric disorders 
4. Sleep deprivation has a complex relationship with psychiatric disorders 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3493205/#R196
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3493205/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3493205/#R91
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3493205/#R91
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Any Mental Illness (AMI) Among U.S. Adults 

 Mental illnesses are common in the United States. 

 The data presented here are from the Nation al Survey on  Drug Use and Health  (NSDUH), which 

defines any mental illness (AMI) as: 

o A mental, behavioral, or emotional disorder (excluding developmental and substance use disorders); 

o Diagnosable currently or within the past year; and, 

o Of sufficient duration to meet diagnostic criteria specified within the 4th edition of the Diagnostic and 

Statistical Manual of Mental Disorders (DSM-IV). 

 AMI can range in impact from no or mild impairment to significantly disabling impairment, such as in 

individuals with seriou s mental illne ss  (SMI), defined as individuals with a mental disorder with serious 

functional impairment which substantially interferes with or limits one or more major life activities. 

 As noted, these estimates of AMI do not include substance use disorders, such as drug- or alcohol-

related disorders. For statistics and other information about drug- and alcohol-related disorders, please 

visit the statistics pages of the Nation al Inst itute on Drug Abuse  (NIDA), the Nation al Inst itute on 

Alcohol Abuse and Alcoh olis m  (NIAAA), and the Substan ce Abuse and Mental Health Services 

Admin istratio n  (SAMHSA). 

 In 2014, there were an estimated 43.6 million adults aged 18 or older in the United States with AMI in the 

past year. This number represented 18.1% of all U.S. adults. 

 

 

 

http://www.samhsa.gov/data/sites/default/files/NSDUH-FRR1-2014/NSDUH-FRR1-2014.htm
http://www.nimh.nih.gov/health/statistics/prevalence/serious-mental-illness-smi-among-us-adults.shtml
http://www.drugabuse.gov/related-topics/trends-statistics
http://www.niaaa.nih.gov/alcohol-health
http://www.niaaa.nih.gov/alcohol-health
http://www.samhsa.gov/data/
http://www.samhsa.gov/data/
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Why Mental Illness Stigma is Lethal 

By Danei Edelen | Sep. 07, 2016 
  

The first time suicide impacted me directly was when a friend of mine took his life. As a kid, he 
always cracked jokes and pulled pranks, and I got to watch him grow into a wonderful, dedicated 
man. I can still remember standing at work, wearing my green suit, when I heard the news. I was 
shaken for days. I wasn’t able to go to the funeral, but I wish I had. No one can ever fill the special 
place he had in my life. 

Many years later, I learned more details related to his death. He had recently gone through a 
divorce, and his sister had told his parents to get him help. His parents didn’t heed her words. 
Likely, stigma prevented them from acknowledging the issue. I think about him often. And about 
his parents who are now burdened with the unfathomable weight of regret. 

Mental illness—the topic no one wants to talk about. However, the silence is actually lethal. Here 
are the facts: 

1. The suicide rate jumped 24% from 1999 to 2014, according to an April 2016 report from 
the Centers for Disease Control and Prevention 

2. Suicide is increasing against the backdrop of generally declining mortality, and is currently 
one of the leading causes of death overall and within each age group. “It is a leading cause 
of death and we just don’t have a handle on it,” says Matthew K. Nock, a psychology 
professor at Harvard and one of the country’s leading suicide researchers. 

3. The nation’s suicide rate is the highest it’s been in 30 years. 
4. Twenty-two veterans and one service member take their lives each day. 
5. “According to the CDC, each year more than 41,000 individuals take their own life. Suicide 

is the 10th leading cause of death among adults in the U.S. and the 3rd leading cause of 
death among people aged 10-24.” 

I have consulted with far too many teens who believe they have a mental health condition, but are 
afraid to get help. When they confide in me, they often tell me: “My parents don’t believe in mental 
illness.” Let me say that again: “My parents don’t believe in mental illness.” 

Allow me to clear up any confusion: It is real. And it carries very real consequences if we do not 
recognize it. Suicide is the second leading cause of death among people 25-34 years of age. It is 
the third leading cause of death for people 15-24 years old. That is far too significant a number 
for us to ignore. 

Due to medical advancements and an increase in societal awareness, these younger generations 
are just now starting conversations to reduce the stigma surrounding mental health. But before 
we judge our elders too harshly, we need to understand that not talking about mental illness was 
the cultural norm. In previous generations, doctors did not have good solutions for those who lived 
with a mental health condition. I had a great grandmother who had a psychotic break, but they 
kept her at home, and she never sought treatment. 

http://www.cdc.gov/nchs/data/databriefs/db241.pdf
http://www.cdc.gov/nchs/data/databriefs/db241.pdf
http://www.wsj.com/articles/as-suicide-rates-rise-scientists-find-new-warning-signs-1465235288
file:///H:/communications/Publications/NAMI%20Blog%20-%20drafts%20and%20photos/ready%20to%20go/3.%09http:/www.nytimes.com/2016/04/22/health/us-suicide-rate-surges-to-a-30-year-high.html
http://www.nami.org/Learn-More/Mental-Health-By-the-Numbers
http://www.nami.org/Blogs/NAMI-Blog/September-2016/Why-Mental-Illness-Stigma-is-Lethal#sthash.bF8aJZa8.dpuf
http://www.nami.org/Blogs/NAMI-Blog/September-2016/Why-Mental-Illness-Stigma-is-Lethal#sthash.bF8aJZa8.dpuf
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Decades ago, cancer was a topic that was avoided too—lack of knowledge and understanding, 
along with an unwillingness to confront the issue prevented people from opening up. Thanks to 
foundations like LiveStrong, global efforts are underway to spread information to end the stigma. 
As a result, we now speak more openly about cancer. It’s time for society to follow suit with respect 
to mental health. Together, we can challenge the stigma—we can fight back. 

It’s time to end the silence: our societal ignorance and fear is killing future generations. Nothing 
can bring back my dear friend. But I am determined not to lose another. I know what it feels like 
to believe you have no other option, but I am living proof that there is always another option. 
Suicide is a permanent solution to a temporary problem. The best thing you can do for yourself 
and your family is to get educated. 

  

** A variation of this blog was first published on the Challenge the Storm website. 

Danei Edelen is married, lives with her husband and son in Cincinnati, Ohio. Danei owns Instant 
Marketing LLC. Danei has a bachelor's degree and over 20 years in marketing. She is also a 
NAMI presenter for the Southwestern Ohio chapter speaking to groups of all ages to help end the 
stigma. Danei enjoys reading, writing, exercising, and learning about nutrition. She is also a 
blogger for the Challenge the Storm , the Mighty, and National Alliance on Mental Illness 
(NAMI). This article was published on Challenge the Storm. 

- See more at: http://www.nami.org/Blogs/NAMI-Blog/September-2016/Why-Mental-Illness-
Stigma-is-Lethal#sthash.Nu4SeRkW.dpuf 

 

 

https://challengethestorm.org/part-1-suicide-taboo-killing-us/
https://challengethestorm.org/
http://themighty.com/
http://www.nami.org/
http://www.nami.org/
https://challengethestorm.org/
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Telling The Truth About Mental Illness 

Tue, 02/23/2016 - 15:13 
Ruth Roth 
Special to The Jewish Week 
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The author with her son Jonathan. Courtesy of Ruth Roth 

Our son’s illness, when we finally became aware of it, was a magnitude-8 earthquake 
in our lives that came without any warning. It was a calm and beautiful day in July 
when I found Jonathan the first time he tried to end his life. The mechanics of saving 
him, calling 911, unlocking and opening the door for the rescue team, calling my 
husband, and following the ambulance to the hospital all happened on autopilot, step 
1, step 2, step 3, and so on. The moments in between and following his arrival at the 
hospital crawled as I waited to hear whether my son would live and with what possible 
damage, and wondered in complete ignorance and fear what the next steps would be. 
How could this possibly be happening, how was it possible that I, who had spent 
countless hours talking with Jonathan, didn’t realize the trouble he was in? 

He made it through that episode alive and with minimal impairment to his body. Once 
out of the hospital he appeared to be the same Jonathan he always was: kind, loving, 
caring, bright, engaging, witty. He begged us not to tell anyone what happened — not 
that he needed to. Of course we would keep this a secret, for so many reasons. We 
didn’t want to have our son labeled “crazy”; we didn’t want him to endure any 
comments or knowing glances from well-meaning people. We were private people who 
never revealed our innermost issues to anyone outside our family. And we certainly 
didn’t want our son to feel exposed. 

Without realizing it, by keeping this secret, we validated Jonathan’s feeling of shame. 



Page 161 of 295 
 

Not only would he have to battle his illness, he would bear the burden of shame about 
it as well. From this point on, our family would have to present an outside face to the 
world that did not represent our inner reality. We didn’t comprehend the gargantuan 
weight we would assume with this decision. 

Would we have acted the same way had Jonathan been diagnosed with cancer, 
gastrointestinal illness, severe cardiac illness, or diabetes? Absolutely not — we would 
never have hidden any of those illnesses. Ask me now and I will tell you that I wish I 
had shouted it from the rooftop, done anything, taken out an ad in The New York Times: 
“My son has a devastating mental illness. Can someone, anyone, offer me some advice 
to save his life?” 

Yes, I would have gone that far. 

Five months later I found Jonathan again — this time too late. I knew the moment I saw 
him, my eyes frozen on him, that his body was lifeless. Nonetheless I went through with 
the rescue attempt, hoping in vain that we could deny reality. Again, time raced and 
crawled, but this time, that space was filled with planning our son’s funeral. In the 
midst of our turmoil and grief, my husband and I conferred. Should we tell the truth 
about Jonathan’s death? Having lived with the pain of isolation for the previous five 
months, we decided to be open about Jonathan’s having taken his own life. This way, 
our friends could comfort us appropriately. More important, we would no longer have 
to bear the burden of living with a lie. It was the right decision for us. 

Since then, I have been contacted by people from all over. Either their children are 
struggling with mental illness, or they are new in their grief for a child who has taken 
his or her own life. Sometimes they are seeking advice and guidance. More often, they 
want to share their thoughts with someone whom they know can understand. Many had 
been secretive about the cause of their own loved one’s death. They told only those 
closest to them, but not others. They related to me that living with the truth hidden 
away had exacted a terrible toll on them, and they wished that they could turn the 
clock back. They have since slowly shared the truth with people as time has passed, 
but they regret not having unburdened themselves from the start. 

I have been contacted by parents whose children had taken their own lives; sometimes 
the call has come mere hours after the horrible event. I was sought out by complete 
strangers who had heard of me and received my contact information from someone who 
knew me. They reached out to me because they felt that having “been there,” I might 
be able to help them navigate their terrifying new reality. While I can’t give advice — 
we humans are all so different in our coping mechanisms and our needs — I have shared 
our experience: we were open about our son taking his own life. That openness has 
helped us to heal and face life more honestly, and as whole people without a corrosive 
secret. I explain that being open allowed our friends to console us with the knowledge 
and proper tools to respond, and that we were, as a direct result, spared the ordeal of 
wearing a mask for the world. 

It now occurs to me that there can be another equally vital benefit to sharing the truth 
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about this kind of loss, a development I pray will come to pass. Perhaps this openness 
after our loved ones have lost their lives would eventually be able to work its way back 
to the source, to conquer the entire stigma of mental illness in the first place. 

My son suffered the equivalent of advanced cancer — just as some cancers are 
incurable, so too was his illness. My son suffered from a chronic disease that would 
never leave him — just like diabetes, heart disease, arthritis, or multiple sclerosis. Had 
he lived, it would have had to be monitored and managed forever. There were no MRIs, 
CT scans, echocardiograms, X-rays, blood tests or PET scans to diagnose, to localize the 
tumor or lesion. There were no objective treatment regimens or research protocols to 
test on him. He fought valiantly and he suffered tremendously. Medicine failed him 
because mental illness doesn’t get the same respect as other physical illnesses, even 
as mental illness is just as legitimate a disease. Finally, because his illness was not 
obvious and kept a secret, our family received no extra kindness — even though we all 
could have benefited from it. 

My husband and I are not unsophisticated people, but at the time when it was critical 
for us to be our son’s advocates we were shell-shocked and ignorant. While I try not to 
play the “should have” game, I think it is instructive to play out the scenario that might 
have taken place had we been open about Jonathan’s illness and suicide attempt. When 
friends asked what had happened, we could have said something like: “We were 
completely unaware, but Jonathan is suffering from a terrible mental illness and he 
tried to take his own life, and we are unsure of what to do to help him.” 

I’m sure that this news would have spread. Perhaps a knowledgeable person, someone 
with experience in this area, would have contacted us to give us advice and guidance. 
Just maybe, as a result, we would have obtained a more accurate diagnosis or more 
effective treatment. There is no guarantee that the outcome would have been any 
different; still, I believe that with additional knowledge the chance for a better 
outcome increases. 

Jonathan may have been upset with this approach, but he might also have felt 
unburdened and able to speak openly with his friends about his illness. Perhaps a peer 
with a similar illness might have contacted him to let him know that he was not alone 
in his struggle. This would have helped Jonathan avoid the pain of isolation. He would 
have felt supported and I am certain that this alone would have helped him.   

It is unfortunate that even now, as I continue to be contacted by parents whose children 
are struggling with mental illness, they ask me to keep their secret. Of course, I 
understand their concerns and honor their requests. I wish things were different 
because it is surely time for us all to be open about mental illness, a disease like any 
other, in the same way we are open about all other illnesses with which we struggle. 

Notwithstanding the opportunity to reach for a better outcome, there was no need for 
Jonathan, or for us, his parents, to live in shame, and certainly no benefit in living with 
the weight of such a lie. Those months we spent pretending things were fine were 
exhausting and excruciating because of the huge expenditure of energy required to 
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keep up our façade and the isolation that became our existence. We learned that lesson 
only after Jonathan died, and that has made an enormous difference in our ability to 
continue living meaningful lives. It is my hope that by sharing these innermost thoughts 
about this very painful event in my life I will help others to be open about mental 
illness. It requires courage, but it is ultimately healing. 

It is time for our communities and schools to acknowledge and address the prevalence 
of mental illness among our young people. This will only come through educational 
programs that alert clergy, teachers, and students to the early signs of these disorders. 
Unlike other diseases with their specific screening tests, the detection of mental illness 
begins with the recognition of its early signs by those around its sufferers. It is only 
when mental illness achieves its place alongside other “physical” illnesses that we can 
begin to address its devastating impact. 

Ruth Roth is director of admissions and public relations at Ben Porat Yosef Yeshiva Day 
School in Paramus, N.J. She resides in Teaneck, N.J., with her husband, Philip Roth. 

 
Read more at http://www.thejewishweek.com/editorial-opinion/opinion/telling-
truth-about-mental-illness#moVW2jFXXuPaZMHO.99 
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 WELLNESS/HEALTH & WELLNESS 

How Mental Illness is Misrepresented in the Media 

Insidious portrayals on TV shape perceptions about real-life people with psychological 
disorders. 

By Kirstin Fawcett | Contributor April 16, 2015, at 10:51 a.m. 

Unless you majored in psychology or attended medical school, chances are the bulk of your 
knowledge about mental illness comes from the newspapers you read, the television shows you 
watch and the movies you see. Studies indicate that mass media is one of the public’s primary 
sources of information about disorders such as bipolar, schizophrenia and depression. 

The catch? Research also suggests most media portrayals of mental illness are stereotypical, 
negative or flat-out wrong – meaning many people gain an unfavorable or inaccurate view of those 
with psychological disorders simply by skimming a few sentences or picking up a remote control. 

“The worst stereotypes come out in such depictions: mentally ill individuals as incompetent, 
dangerous, slovenly, undeserving,” says Stephen Hinshaw, a professor of psychology at the 
University of California–Berkeley. “The portrayals serve to distance 'them' from the rest of 'us.'” 

Over time, the media has slowly become conscious of these harmful portrayals, experts say. In 
2013, the Associated Press added an entry on mental illness to its Style Book to help journalists 
write about mental illness fairly and accurately. And in recent years, Hinshaw notes, screenwriters 
have made an effort to portray more humanized characterizations of individuals with mental illness 
– for example, Carrie Mathison on Showtime’s “Homeland," who has bipolar disorder; Bradley 
Cooper’s character in “Silver Linings Playbook;" and John Nash, the Nobel Prize-winning 
economist with schizophrenia in “A Beautiful Mind.” 

Still needed, Hinshaw says, are more realistic portrayals of the everyday struggles associated 
with mental illness. And despite new scientific advances in the understanding and treatment of 
mental illness, recent studies indicate that media depictions of mental illness are as outdated and 
harmful as ever, says Dr. Otto Wahl, director of the graduate institute of professional psychology 
at Connecticut's University of Hartford and author of “Media Madness: Public Images of Mental 
Illness.” 

If media representations of mental illness aren’t improving, individuals can at least become aware 
of the insidious portrayals that shape their perceptions of real-life people with psychological 
disorders. That way, they can distinguish between fact and fiction, stereotype and reality and the 
characters onscreen vs. their real life peers. 

Here are a few common, inaccurate and misleading media stereotypes of people with mental 
illness: 

People with mental illnesses are criminal or violent. Studies show that not only are individuals 
with mental illness less likely to commit violent crimes, they’re actually more likely to be victimized. 
Still, Wahl points out, many news outlets conflate mental illness with violence. A common news 

http://health.usnews.com/wellness
http://health.usnews.com/health-news/health-wellness
http://health.usnews.com/topics/author/kirstin-fawcett
http://health.usnews.com/health-news/patient-advice/articles/2014/11/12/depression-and-your-body-its-physical-too
http://health.usnews.com/health-news/health-wellness/articles/2014/09/23/how-to-talk-to-kids-and-teens-about-mental-illness
http://health.usnews.com/health-news/patient-advice/articles/2014/09/25/what-you-need-to-know-about-schizophrenia
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account of mental illness, for instance, involves a sensationalized and violent crime in which an 
innocent person is killed by a mental health patient. The article is laced with graphic descriptions, 
emotional diction and a glaring headline. It also depicts the mentally ill person as devoid of social 
identity and dangerous, capricious, aggressive and irrational. 

This goes for fictional media, too. For instance, TV characters who’ve been identified as having a 
mental illness are typically shown as violent, says Don Diefenbach, professor and chair of mass 
communications at University of North Carolina–Asheville, who researches media portrayals of 
mental health issues. 

Diefenbach analyzed the portrayals of psychological disorders on prime time television. He found 
that characters who were identified through behavior or label as having a mental illness were 10 
times more likely than other TV characters to commit a violent crime – and between 10 to 20 times 
more likely to commit a violent crime than someone with a mental illness would be in real life. 

People with mental illness look different than others. Maybe it’s the disheveled hair. Maybe 
it’s the rumpled clothes. Maybe it’s the wild eyes. Whatever it is, Wahl notes, there’s usually 
something “different” about the appearances of people with mental illnesses – be it on TV shows 
or in video games, movies or comics. These traits serve as visual signifiers to cast these 
characters – who are often threatening or evil – as the “other.” 

Many homeless people – who often lack the resources or wherewithal to take care of their 
appearances – are mentally ill. “But there are also a huge number of people with mental illnesses 
who are getting up – showering every day, going to work, etc.,” Wahl says. 

In short? People with mental illness look like, well, everyone else – not like their media 
stereotypes. 

People with mental illnesses are childish and silly. Many movies and TV shows – for example, 
“Me, Myself and Irene,” starring Jim Carrey as a patient with dissociative identity disorder, or 
“Monk,” the show about a detective with obsessive-compulsive disorder – make light of mental 
illnesses. They portray otherwise serious psychological conditions as mere quirks, or those who 
have them as silly, funny and childlike. 

These portrayals don't "convey the way most people with serious mental illnesses are in pain,” 
Wahl says. In reality, he says, “they hurt. They’re struggling.” 

Mental illnesses are all severe – or all alike. According to Diefenbach’s 
research, depression only accounted for 7 percent of the psychiatric disorders shown on TV. 
However, 12 percent of the characters suffered from some form of psychosis – experiencing 
delusions or voices, or losing touch with reality. 

In reality, depression is much more common than mental disorders such as schizophrenia 
and bipolar disorder. “The real-world relationship is going to be that depression outnumbers the 
family of psychotic disorders by about 6 or 7 percent to one,” Diefenbach says. Yet on TV, the 
most extreme cases – and the most rare disorders – tend to be disproportionately represented. 

Individuals with mental illness also note that various conditions tend to get lumped together. 
“Mental illness” is used as a catch-all phrase to describe someone’s condition, as opposed to 
specific medical terminologies such as “schizophrenia” or “anxiety disorder.” And even then, little 

http://health.usnews.com/health-news/patient-advice/articles/2015/03/12/what-is-dissociative-identity-disorder
http://health.usnews.com/health-news/health-wellness/articles/2014/10/22/the-many-faces-of-depression
http://health.usnews.com/health-news/patient-advice/articles/2015/01/15/bipolar-disorder-what-you-need-to-know
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variation is shown from patient to patient; one movie portrayal of bipolar disorder tends to 
resemble another. 

“There’s no discussion that each disease is different in each person, because each person is 
unique,” notes Nikki Marks, 46, who has bipolar disorder. “In real life, mental illness shows up 
differently in everybody. The media does not represent the complexity of mental illness in general. 
There’s this sense that it’s just a one-name-fits-everybody, or one-title-fits-everybody.” 

Psychiatric hospitals cause more harm than good. Hospitals for the mentally ill have come a 
long way since 17th century Europe, when cold, dark facilities housed hoards of physically and 
mentally disabled patients, along with prostitutes, alcoholics and other social outcasts. Those 
mental institutions resembled a prison more than a place of healing – an image that’s still 
perpetuated by cinema, according to a recent study conducted by researchers at the University 
of Salamanca in Spain. 

Despite sweeping reforms that occurred over the past half-century, many films and television 
shows continue to portraypsychiatric hospitals as bereft of comfort or care – empty corridors, bare 
walls and intimidating wings filled with manipulative doctors whose treatments cause more harm 
than good. And patients are often shown as committed against their will, or psychotic and out-of-
control. 

While all medical facilities differ in quality and care, today’s psychiatric wards and treatments are 
different – even if the public’s perception of them isn’t, experts say. And despite the common 
television or movie theme of a patient being sent to a psychiatric hospital against his or her will, 
that’s often not the case. 

“In reality, a great number of people elect to go to [psychiatric wards],” says Wahl, dispelling the 
notion that most patients are involuntarily committed. Laws differ from state to state, but on 
average it’s very difficult to send patients to a psychiatric ward against their will. 

People with mental illnesses can’t recover. “Recovery is seldom shown” in the media, Wahl 
notes. “When people [are shown seeking] therapy, when they go to psychiatric hospitals – rarely 
do they get better.” And if they do get better, he adds, “it’s enough that they’re stabilized, but not 
enough so that … they’re integrated with the world, and have friends and jobs.” The resulting 
message, he says, is that individuals with mental illnesses have no hope for a “normal” life. 

The reality is that this isn't true: Experts say not only do patients often recover from psychiatric 
illnesses, but they can live health lives with the help of medications, therapy and support networks. 

Pamela, a 57-year-old who lives in the District of Columbia who did not wish to use her last name, 
cites her story as proof. Pamela has bipolar disorder, and spent years dropping in and out of 
college and shuffling between doctors. But 10 years ago, she finally found a medication that 
stabilized her moods. She moved out of a group home, purchased a condo, held down a job and 
recently retired from her job as an office assistant. 

“My recovery,” Pamela says, “was like a phoenix rising out of an abyss.” 

 

http://health.usnews.com/best-hospitals/rankings/psychiatry
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Attachment VI 

Standard of Practice Guidelines:  TIP 42 and 47 

Practice Guidelines for Recovery-Oriented Behavioral Health Care 

Department of Public Health:  Keeping Connecticut Healthy 
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DEPARTMENT OF PUBLIC HEALTH:  Keeping Connecticut Healthy 
 
 

Where to Find Evidence-based Methods and Interventions 
 

  

Evidence-based health or public health methods and interventions are practices, procedures, programs, or 
policies that have been proven effective. The effects are clearly linked to the activities, themselves, not to 
outside, unrelated events. 

Evidence of effectiveness is demonstrated by: 1) inclusion in federal registries of evidence-based 
interventions; 2) reports in peer-reviewed journals; 3) documentation in other reputable sources of 
information; or 4) the consensus of opinion among informed experts. 

Evidence-based methods and interventions for any given health or public health problem can be found 
using the resources listed below. This list includes resources covering broad topics. PubMed (see below 
under Other Resources) is recommended for finding the newest methods and interventions related to 
specific problems or diseases. 

 
 Mental Health and Mental Disorders 
 
Goal 

Improve mental health through prevention and by ensuring access to appropriate, quality mental health 

services. 

Overview 

Mental health is a state of successful performance of mental function, resulting in productive activities, 

fulfilling relationships with other people, and the ability to adapt to change and to cope with challenges. 

Mental health is essential to personal well-being, family and interpersonal relationships, and the ability to 

contribute to community or society. 

Mental disorders are health conditions that are characterized by alterations in thinking, mood, and/or 

behavior that are associated with distress and/or impaired functioning. Mental disorders contribute to a 

host of problems that may include disability, pain, or death. 

Mental illness is the term that refers collectively to all diagnosable mental disorders. 

 
Why Is Mental Health Important? 

Mental disorders are among the most common causes of disability. The resulting disease burden of 

mental illness is among the highest of all diseases. In any given year, an estimated 18.1% (43.6 million) 

of U.S. adults ages 18 years or older suffered from any mental illness and 4.2% (9.8 million) suffered from 

https://www.healthypeople.gov/2020/data-search/Search-the-Data?&f%5b0%5d=field_topic_area%3A3498
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a seriously debilitating mental illness.1 Neuropsychiatric disorders are the leading cause of disability in the 

United States, accounting for 18.7% of all years of life lost to disability and premature 

mortality.2 Moreover, suicide is the 10th leading cause of death in the United States, accounting for the 

deaths of approximately 43,000 Americans in 2014. 

Mental health and physical health are closely connected. Mental health plays a major role in people’s 

ability to maintain good physical health. Mental illnesses, such as depression and anxiety, affect people’s 

ability to participate in health-promoting behaviors. In turn, problems with physical health, such as chronic 

diseases, can have a serious impact on mental health and decrease a person’s ability to participate in 

treatment and recovery.5 
 
Understanding Mental Health and Mental Disorders 

The existing model for understanding mental health and mental disorders emphasizes the interaction of 

social, environmental, and genetic factors throughout the lifespan. In behavioral health, researchers 

identify: 

 Risk factors, which predispose individuals to mental illness 

 Protective factors, which protect them from developing mental disorders 

Researchers now know that the prevention of mental, emotional, and behavioral (MEB) disorders is 

inherently interdisciplinary and draws on a variety of different strategies.6 

Over the past 20 years, research on the prevention of mental disorders has progressed. The 

understanding of how the brain functions under normal conditions and in response to stressors, combined 

with knowledge of how the brain develops over time, has been essential to that progress. The major 

areas of progress include evidence that: 

 MEB disorders are common and begin early in life 

 The greatest opportunity for prevention is among young people 

 There are multiyear effects of multiple preventive interventions on reducing substance abuse, conduct 

disorder, antisocial behavior, aggression, and child maltreatment 

 The incidence of depression among pregnant women and adolescents can be reduced 

 School-based violence prevention can reduce the base rate of aggressive problems in an average 

school by 25 to 33 percent 

 There are potential indicated preventive interventions for schizophrenia 

 Improving family functioning and positive parenting can have positive outcomes on mental health and 

can reduce poverty-related risk 

 School-based preventive interventions aimed at improving social and emotional outcomes can also 

improve academic outcomes 

https://www.healthypeople.gov/2020/topics-objectives/topic/mental-health-and-mental-disorders#1
https://www.healthypeople.gov/2020/topics-objectives/topic/mental-health-and-mental-disorders#2
https://www.healthypeople.gov/2020/topics-objectives/topic/mental-health-and-mental-disorders#5
https://www.healthypeople.gov/2020/topics-objectives/topic/mental-health-and-mental-disorders#6
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 Interventions targeting families dealing with adversities, such as parental depression or divorce, can 

be effective in reducing risk for depression among children and increasing effective parenting 

 Some preventive interventions have benefits that exceed costs, with the available evidence strongest 

for early childhood interventions 

 Implementation is complex, and it is important that interventions be relevant to the target audiences 

The progress identified above has led to a stronger understanding of the importance of protective factors. 

A 2009 Institute of Medicine (IOM) report advocates for multidisciplinary prevention strategies at the 

community level that support the development of children in healthy social environments.7 In addition to 

advancements in the prevention of mental disorders, there continues to be steady progress in treating 

mental disorders as new drugs and stronger evidence-based outcomes become available. 

 
Emerging Issues in Mental Health and Mental Disorders 

New mental health issues have emerged among some special populations, such as: 

 Veterans who have experienced physical and mental trauma 

 People in communities with large-scale psychological trauma caused by natural disasters 

 Older adults, as the understanding and treatment of dementia and mood disorders continues to 

improve 

As the Federal Government begins to implement the health reform legislation, it will give attention to 

providing services for individuals with mental illness and substance use disorders, including new 

opportunities for access to and coverage for treatment and prevention services. 
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Charlotte Hungerford Hospital 
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Sharon Hospital 
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Sharon Hospital Laboratory 
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Physicians Choice Laboratory Services (PCLS) 
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Citrix access for Sharon Hospital Meditech 

Citrix access to Sharon Hospital:   https://citrix.sharonhospital.com   
If you get a certificate warning, it’s ok to continue to site. 
 
You need to do a one time installation of the client:   
     “Citrix ICA Client Install for Windows” to right of log in box. 
 
Follow prompts to RUN.  If you see a box with “What access to grant”  check Full  
                               “Do you want to be asked again”   check Never ask me again 

 
Citrix sign on:  
User:          mtside  
Password:  live15     - you will be prompted to change 
Domain:     sh 
Then choose Meditech Client –SH  icon on left. 
Sign into Meditech as usual. 

 
 
If you need assistance please call Help Desk 860.364.4218 or Liz Hobby 860.364.4412 

https://citrix.sharonhospital.com/
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MEDStat Pharmacy 
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YALE NEW HAVEN HOSPITAL 
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Sharon Hospital Affiliation Agreement with Touro College of 
Osteopathic Medicine 
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DEPARTMENT OF PUBLIC HEALTH:  Keeping Connecticut Healthy 
 
 

Where to Find Evidence-based Methods and Interventions 
 

  

Evidence-based health or public health methods and interventions are practices, 
procedures, programs, or policies that have been proven effective. The effects are clearly 
linked to the activities, themselves, not to outside, unrelated events. 
Evidence of effectiveness is demonstrated by: 1) inclusion in federal registries of 
evidence-based interventions; 2) reports in peer-reviewed journals; 3) documentation in 
other reputable sources of information; or 4) the consensus of opinion among informed 
experts. 
Evidence-based methods and interventions for any given health or public health problem 
can be found using the resources listed below. This list includes resources covering broad 
topics. PubMed (see below under Other Resources) is recommended for finding the 
newest methods and interventions related to specific problems or diseases. 
 
Mental Health and Mental Disorders 

 Mental Health and Mental Disorders 
 
Goal 
Improve mental health through prevention and by ensuring access to appropriate, 
quality mental health services. 

Overview 
Mental health is a state of successful performance of mental function, resulting in 
productive activities, fulfilling relationships with other people, and the ability to adapt to 
change and to cope with challenges. Mental health is essential to personal well-being, 
family and interpersonal relationships, and the ability to contribute to community or 
society. 
Mental disorders are health conditions that are characterized by alterations in thinking, 
mood, and/or behavior that are associated with distress and/or impaired functioning. 

https://www.healthypeople.gov/2020/data-search/Search-the-Data?&f%5b0%5d=field_topic_area%3A3498
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Mental disorders contribute to a host of problems that may include disability, pain, or 
death. 
Mental illness is the term that refers collectively to all diagnosable mental disorders. 
 
 
Why Is Mental Health Important? 
Mental disorders are among the most common causes of disability. The resulting 
disease burden of mental illness is among the highest of all diseases. In any given year, 
an estimated 18.1% (43.6 million) of U.S. adults ages 18 years or older suffered from 
any mental illness and 4.2% (9.8 million) suffered from a seriously debilitating mental 
illness.1 Neuropsychiatric disorders are the leading cause of disability in the United 
States, accounting for 18.7% of all years of life lost to disability and premature 
mortality.2 Moreover, suicide is the 10th leading cause of death in the United States, 
accounting for the deaths of approximately 43,000 Americans in 2014. 
Mental health and physical health are closely connected. Mental health plays a major 
role in people’s ability to maintain good physical health. Mental illnesses, such as 
depression and anxiety, affect people’s ability to participate in health-promoting 
behaviors. In turn, problems with physical health, such as chronic diseases, can have a 
serious impact on mental health and decrease a person’s ability to participate in 
treatment and recovery.5 
 
Understanding Mental Health and Mental Disorders 
The existing model for understanding mental health and mental disorders emphasizes 
the interaction of social, environmental, and genetic factors throughout the lifespan. In 
behavioral health, researchers identify: 

 Risk factors, which predispose individuals to mental illness 
 Protective factors, which protect them from developing mental disorders 
Researchers now know that the prevention of mental, emotional, and behavioral (MEB) 
disorders is inherently interdisciplinary and draws on a variety of different strategies.6 
Over the past 20 years, research on the prevention of mental disorders has progressed. 
The understanding of how the brain functions under normal conditions and in response 
to stressors, combined with knowledge of how the brain develops over time, has been 
essential to that progress. The major areas of progress include evidence that: 

 MEB disorders are common and begin early in life 
 The greatest opportunity for prevention is among young people 

https://www.healthypeople.gov/2020/topics-objectives/topic/mental-health-and-mental-disorders#1
https://www.healthypeople.gov/2020/topics-objectives/topic/mental-health-and-mental-disorders#2
https://www.healthypeople.gov/2020/topics-objectives/topic/mental-health-and-mental-disorders#5
https://www.healthypeople.gov/2020/topics-objectives/topic/mental-health-and-mental-disorders#6
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 There are multiyear effects of multiple preventive interventions on reducing 
substance abuse, conduct disorder, antisocial behavior, aggression, and child 
maltreatment 

 The incidence of depression among pregnant women and adolescents can be 
reduced 

 School-based violence prevention can reduce the base rate of aggressive problems 
in an average school by 25 to 33 percent 

 There are potential indicated preventive interventions for schizophrenia 
 Improving family functioning and positive parenting can have positive outcomes on 

mental health and can reduce poverty-related risk 
 School-based preventive interventions aimed at improving social and emotional 

outcomes can also improve academic outcomes 
 Interventions targeting families dealing with adversities, such as parental depression 

or divorce, can be effective in reducing risk for depression among children and 
increasing effective parenting 

 Some preventive interventions have benefits that exceed costs, with the available 
evidence strongest for early childhood interventions 

 Implementation is complex, and it is important that interventions be relevant to the 
target audiences 

The progress identified above has led to a stronger understanding of the importance of 
protective factors. A 2009 Institute of Medicine (IOM) report advocates for 
multidisciplinary prevention strategies at the community level that support the 
development of children in healthy social environments.7 In addition to advancements in 
the prevention of mental disorders, there continues to be steady progress in treating 
mental disorders as new drugs and stronger evidence-based outcomes become 
available. 
 
Emerging Issues in Mental Health and Mental Disorders 

New mental health issues have emerged among some special populations, such as: 

 Veterans who have experienced physical and mental trauma 
 People in communities with large-scale psychological trauma caused by natural 

disasters 
 Older adults, as the understanding and treatment of dementia and mood disorders 

continues to improve 
As the Federal Government begins to implement the health reform legislation, it will give 
attention to providing services for individuals with mental illness and substance use 

https://www.healthypeople.gov/2020/topics-objectives/topic/mental-health-and-mental-disorders#7
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disorders, including new opportunities for access to and coverage for treatment and 
prevention services. 

References 
1Center for Behavioral Health Statistics and Quality. Behavioral health trends in the 
United States: Results from the 2014 National Survey on Drug Use and Health. 2015. 
HHS Publication No. SMA 15-4927, NSDUH Series H-50. Available 
fromhttp://www.samhsa.gov/data/sites/default/files/NSDUH-FRR1-2014/NSDUH-
FRR1-2014.htm 
2US Burden of Disease Collaborators. The state of US health, 1990-2010: burden of 
diseases, injuries, and risk factors. JAMA, 310(6): 591-608, 2013.  
3Centers for Disease Control and Prevention (CDC), National Center for Injury 
Prevention and Control (NCIP). Web-based injury statistics query and reporting system 
(WISQARS) [Internet]. Atlanta: CDC; 2014. Available 
from: http://www.cdc.gov/ncipc/wisqars. 
4National Institutes of Health, National Institute of Mental Health (NIMH). NIMH strategic 
plan (revised 2008) [Internet]. Bethesda, MD: NIMH; 2008 [cited 2010 May 6]. Available 
from: http://www.nimh.nih.gov/about/strategic-planning-reports/index.shtml 
5Lando J, Marshall Williams S, Sturgis S, et al. A logic model for the integration of 
mental health into chronic disease prevention and health promotion. Prev Chronic Dis. 
2006 April;3(2):A61.  
6National Research Council and Institute of Medicine, Committee on the Prevention of 
Mental Disorders and Substance Abuse Among Children, Youth, and Young Adults. 
Preventing mental, emotional, and behavioral disorders among young people: Progress 
and possibilities [Internet]. O’Connell ME, Boat T, Warner KE, editors. Washington: 
National Academies Press; 2009. 562 p. Available 
from:http://www.iom.edu/Reports/2009/Preventing-Mental-Emotional-and-
Behavioral-Disorders-Among-Young-People-Progress-and-Possibilities.aspx . 
This book, which can be read online for free, provides the most current evidence on 
preventing mental, emotional, and behavioral disorders among young people. 
7National Research Council and Institute of Medicine, Committee on the Prevention of 
Mental Disorders and Substance Abuse Among Children, Youth, and Young Adults. 
Preventing mental, emotional, and behavioral disorders among young people: Progress 
and possibilities [Internet]. O’Connell ME, Boat T, Warner KE, editors. Washington: 
National Academies Press; 2009. p 18. Available 
from:http://www.iom.edu/Reports/2009/Preventing-Mental-Emotional-and-
Behavioral-Disorders-Among-Young-People-Progress-and-Possibilities.aspx  

http://www.samhsa.gov/data/sites/default/files/NSDUH-FRR1-2014/NSDUH-FRR1-2014.htm
http://www.samhsa.gov/data/sites/default/files/NSDUH-FRR1-2014/NSDUH-FRR1-2014.htm
http://www.cdc.gov/ncipc/wisqars
http://www.nimh.nih.gov/about/strategic-planning-reports/index.shtml
http://www.iom.edu/Reports/2009/Preventing-Mental-Emotional-and-Behavioral-Disorders-Among-Young-People-Progress-and-Possibilities.aspx
http://www.iom.edu/Reports/2009/Preventing-Mental-Emotional-and-Behavioral-Disorders-Among-Young-People-Progress-and-Possibilities.aspx
http://www.iom.edu/Reports/2009/Preventing-Mental-Emotional-and-Behavioral-Disorders-Among-Young-People-Progress-and-Possibilities.aspx
http://www.iom.edu/Reports/2009/Preventing-Mental-Emotional-and-Behavioral-Disorders-Among-Young-People-Progress-and-Possibilities.aspx
https://www.healthypeople.gov/2020/exitDisclaimer/
https://www.healthypeople.gov/2020/exitDisclaimer/


Page 284 of 295 
 

 

 
 

Attachment X 
Audited Financial Statements 

Sinnamon and Associates, LLC 
Certified Public Accountants 

Fiscal Year 2015 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Page 285 of 295 
 

 
 
 



Page 286 of 295 
 

 
 
 



Page 287 of 295 
 

 
 
 



Page 288 of 295 
 

 
 
 



Page 289 of 295 
 

 
 
 



Page 290 of 295 
 

 

 
 



Page 291 of 295 
 

 
 

Attachment XI 
Financial Worksheet B 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

291



 
 

 
 

292



 
 

 
 

293



 
 

 

294



 
 

 

295



1

Greer, Leslie

From: Walker, Shauna
Sent: Friday, November 18, 2016 10:28 AM
To: maureen.biggs01@gmail.com
Cc: Riggott, Kaila; Fernandes, David; User, OHCA; Walker, Shauna
Subject: Completeness Questions on CON Application # 16-32129
Attachments: 16-32129 Completeness.docx

Dear Ms. O’Neill Biggs: 
 
Please see attached request for additional information regarding CON application 16‐32129 – Establishment of 
a Psychiatric Outpatient Clinic for Adults in Litchfield County. There are additional items that need to be 
addressed. 
 
Please contact me if you have any questions. Reponses are due by Tuesday January 17, 2017. 
 
Much 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 

 
 



 

 
 

Phone: (860) 509-8000  Fax: (860) 509-7184  VP: (860) 899-1611 
410 Capitol Avenue, P.O. Box 340308 

Hartford, Connecticut  06134-0308 
www.ct.gov/dph 

Affirmative Action/Equal Opportunity Employer 

Phone: (860) 418-7001  Fax: (860) 418-7053 
410 Capitol Avenue, MS#13HCA 

Hartford, Connecticut  06134-0308 
www.ct.gov/dph 

Affirmative Action/Equal Opportunity Employer 

Office of Health Care Access 
 
 
November 18, 2016        VIA EMAIL 
Maureen O’Neill Biggs, LPC, LADC 
Consultant 
26 Halsey Drive 
Wallingford, CT 06492 
maureen.biggs01@gmail.com  
 
RE: Certificate of Need Application, Docket Number 16-32129-CON 

Establishment of a Psychiatric Outpatient Clinic for Adults  
 

Dear Ms. O’Neill Biggs: 
 
On October 19th, 2016, the Department of Public Health (“DPH”), Office of Health Care Access 
(“OHCA”) received the Certificate of Need (“CON”) application on behalf of MC1 Healthcare, 
LLC, d/b/a/ Mountainside Treatment Center (“Mountainside” or “Applicant”) proposing to 
establish a psychiatric outpatient clinic for adults residing in Litchfield County.   
 
OHCA requests additional information pursuant to Connecticut General Statutes §19a-639a(c). 
Please 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 at the earliest convenience as an 
attachment to a responding email. Please email your responses to all of the following email 
addresses: OHCA@ct.gov; david.fernandes@ct.gov; shauna.walker@ct.gov; and 
kaila.riggott@ct.gov. 
 
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 that this 
request was transmitted. Therefore, please provide your written responses to OHCA no later than 
January 17, 2017, otherwise your application will be automatically considered withdrawn. 
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Repeat each question before providing your response and paginate and date your response, i.e., 
each page, in its entirety. Information filed after the initial CON application submission (e.g., 
completeness response letter, prefile testimony, late file submissions and the like) must be 
numbered sequentially from the Applicant’s document preceding it. Please begin your 
submission using Page 296 and reference “Docket Number: 16-32129-CON.” 
 
1. Provide the referral sources for Mountainside’s residential and OP (“Outpatient”) /IOP 

(“Intensive Outpatient”) substance abuse treatment programs. In addition, provide the referral 
sources for Mountainside’s proposed psychiatric outpatient clinic. 
           

2. Describe how other residents in Canaan and surrounding towns (not discharged from 
Mountainside’s residential program) would be referred to the proposed psychiatric outpatient 
clinic (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? 

 
3. Please update the chart on page 10 of the application with current year-to-date data indicating 

the trend of co-occurring disorders. 
 
4. Are the number of referrals made to other mental health facilities known? If so, please 

complete the table below documenting where the 223 clients were referred to (as stated on 
page 11 of the application).  

 
Mental Health Facility Number of Clients 

  
  
  
  
  

 
5. Page 11 of the application states that a Medical Director/Psychiatrist, Director of Psychiatry, 

Psychiatric APRN, and a Doctor of Nursing were hired in response to increased need for 
mental health services for its substance abuse programs. Will these individuals staff the 
proposed psychiatric outpatient clinic? 

 
6. Page 13 of the application states that the existing location was chosen for the psychiatric 

outpatient clinic to improve client health outcomes, including reduced rates of relapse. 
Provide specific examples of how client health outcomes will be improved. What is the rate 
of relapse for Mountainside clients? Provide evidence such as scholarly articles, studies or 
reports which demonstrate how location of services may impact rates of relapse. 
 

7. Explain what is meant by extended care, as mentioned throughout the application. 
 

8. Pages 27 and 31 of the application state 52 previously referred clients from the “Litchfield 
County Pool” will likely enroll in the proposed program per year, but page 41 states referral 
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patterns will not be affected. Please clarify the effects of the referral process on area 
providers with the addition of the proposed psychiatric outpatient clinic.  

 
9. Please provide a copy of the charity care policy and sliding fee scale.  

 
10. The application specifies that Mountainside does not accept Medicaid or other governmental 

insurance or entitlements. Page 33 of the application indicates the proposal will not impact 
access to care for Medicaid recipients or indigent persons. Pursuant to Conn. Gen. Stat. 
Section 19a-639(10) italicized below, please provide in detail, good cause for not providing 
services to Medicaid recipients.         
      
Conn. Gen. Stat. § 19a-639(a)(10))§ Whether an applicant, who has failed to provide or 
reduced access to services by Medicaid recipients or indigent persons, has demonstrated 
good cause for doing so, which shall not be demonstrated solely on the basis of differences in 
reimbursement rates between Medicaid and other health care payers.     

 
11. Please indicate the fiscal years for each of the columns of the rate schedule table on page 33 

of the application.           
   

12. Define “conversion rate,” as mentioned on page 35 of the application. What methods and 
calculations are used in calculating the 25% conversion? 
 

13. Complete Tables 5 and 6 on page 36 of the application. Historical utilization should include 
volume by program type for the residential and IOP/OP substance abuse treatment programs. 
Projected utilization should include volume by program type for both programs currently 
offered and the proposed psychiatric outpatient clinic. Provide the unit of measure (clients, 
sessions or visits). 

 
14. Page 37 of the application states that the SAMHSA prevalence rate is 18.2% for adults 

diagnosed with mental in the United States. According to SAMHSA’s National Survey for 
Drug Use and Health, however, the percentage of adults diagnosed is 18.1%.  Please confirm 
the correct SAMHSA prevalence rate, and provide a revised response for question 26 on 
page 37. 

 
15. What treatment programs are the basis for the utilization data in Table 8 on page 39? Include 

utilization by town of client origin for all treatment programs and provide the unit of measure 
(clients, sessions or visits).  

 
16. Page 41 of the application states that 11 of the existing outpatient psychiatric service 

providers located in Litchfield County do not provide intensive outpatient services. However, 
the list of providers in Table 9 on page 40 indicates one provider, Wellspring Foundation, 
provides IOP treatment. An additional three providers are confirmed as providing IOP 
treatment via their company websites. These include MCCA New Milford, MCCA 
Torrington, and McCall Foundation. Update the table on page 40 and provide a revised 
response to question 30 on page 41 with the correct number of IOP providers.  
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17. Page 41 of the application states that the existing 14 outpatient providers in Litchfield County 

are located in Torrington, Kent, New Milford and Bethlehem. Are there means of public 
transportation from Canaan to these areas? 

 
18. Update and resubmit the Financial Worksheet (B) on pages 292 and 293 of the application to 

include financial results for the current fiscal year, as well as projections through fiscal year 
2019 without the proposal. These projections should be based on current treatment programs 
offered at Mountainside in Canaan. Ensure the calculations for net patient service revenue 
less provisions for bad debt are correct. Also, confirm the projected with CON amount in 
total operating expenses for fiscal year 2017.       
   

19. Update Table 7 on page 37 of the application based on patient and visit volume. Utilize the 
table format below. Ensure visit totals are consistent with “Outpatient Visits” in the Financial 
Worksheet (B). Also, please explain the basis and the methods and calculations used to 
project the reported numbers. 

CURRENT AND PROJECTED PAYER MIX FOR 
MOUNTAINSIDE, BY NUMBER OF CLIENTS AND VISITS 

Payer Current Projected 

FY 2016 FY 2017 FY 2018 FY 2019 

Patient 

Vol. 
% 

Visit 

Vol.  

Patient 

Vol.  
% 

Visit 

Vol.  

Patient 

Vol.  
% 

Visit 

Vol. 

Patient 

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 feel free to contact me or David 
Fernandes at (860) 418-7069, (860) 418-7032 or (860) 418-7001. 

 

Sincerely, 
 
 
Shauna Walker 
Research Analyst 
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Greer, Leslie

From: Walker, Shauna
Sent: Friday, November 18, 2016 11:52 AM
To: User, OHCA; Fernandes, David; Riggott, Kaila
Subject: FW: Completeness Questions on CON Application # 16-32129
Attachments: image001.jpg

 
 
From: Maureen Biggs [mailto:maureen.biggs01@gmail.com]  
Sent: Friday, November 18, 2016 11:25 AM 
To: Walker, Shauna <Shauna.Walker@ct.gov> 
Subject: Re: Completeness Questions on CON Application # 16‐32129 

 
Thank you. I will address the issues and call if I don't understand a question 
Thanks again 
Maureen 
 
On Fri, Nov 18, 2016 at 10:28 AM Walker, Shauna <Shauna.Walker@ct.gov> wrote: 

Dear Ms. O’Neill Biggs: 

  

Please see attached request for additional information regarding CON application 16‐32129 – Establishment of 
a Psychiatric Outpatient Clinic for Adults in Litchfield County. There are additional items that need to be 
addressed. 

  

Please contact me if you have any questions. Reponses are due by Tuesday January 17, 2017. 

  

Much Regards, 

  

Shauna L. Walker 

Office of Health Care Access 

Connecticut Department of Public Health 

410 Capitol Avenue 

Hartford, CT 06134 
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Greer, Leslie

From: maureen.biggs01@gmail.com
Sent: Saturday, January 14, 2017 11:16 AM
To: User, OHCA; Fernandes, David; Walker, Shauna; Riggott, Kaila
Cc: Roy Sasenaraine; Sahel Shwayhat
Subject: Supplemental Questions  MC1 Healthcare d/b/a Mountainside Docket # 16-32129-

CON
Attachments: State of CT CON  Questions 01132017 Final.docx; State of CT CON Questions 01132017 

Final.pdf

I am forwarding the responses to the Supplemental Questions 
Please contact me if there is anything else that you need. 
Thank you so much 
 
Maureen 
 
Sent from Mail for Windows 10 
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1. Provide the referral sources for Mountainside’s residential and OP (“Outpatient”) /IOP 

(“Intensive Outpatient”) substance abuse treatment programs. In addition, provide the 

referral sources for Mountainside’s proposed psychiatric outpatient clinic. 

 

Please see Appendix One for the Referral Sources. It is our expectation that the proposed 

psychiatric outpatient clinic will have the same referral sources. 

           

2. Describe how other residents in Canaan and surrounding towns (not discharged from 

Mountainside’s residential program) would be referred to the proposed psychiatric 

outpatient clinic (e.g., self-referrals, referrals through behavioral health professionals, 

Connecticut state agencies, etc.).  

 

Clients will be referred to the proposed psychiatric outpatient clinic via self-referrals, 

therapists, other behavioral health agencies, hospitals (Sharon Hospital and Charlotte 

Hungerford Hospital, word of mouth, internet, interventionists/consultants, employee 

assistance programs, family members, significant others, friends, prior Mountainside clients, 

sober coach, sober housing, detox program, alumni services, attorneys, case managers, self-

help meetings, area churches, psychiatrists, etc.  Appendix One 

 

How and where are these potential clients currently receiving mental health treatment? 

 

Prior to admission to treatment a preadmission evaluation is initiated.  This evaluation focuses 

on the clients’ medical issues, medications, emotional, social, and chemical                                

dependency issues. An initial wellness plan is formulated and the client is either referred to a 

higher level of care or admitted to Mountainside to what has been determined to be the most 

appropriate individualized level of care for the identified person served. 

 

On occasion, it is determined via biopsychosocial assessment, psychiatric evaluation, wellness   

planning and his/her social skill set that the client may have a diagnosis of primary mental 

illness that cannot be addressed at Mountainside.  Although (given the comprehensive 

preadmission evaluation) this has only occurred with approximately 31/2% of the client 

population over the past three (3) years.  Mountainside has referred to Charlotte Hungerford 

Hospital, Silver Hills, McClean Hospital or an appropriate level of inpatient care close to the 

clients’ residence.  If the client is stabilized and it is determined that he/she can be treated 

appropriately/positively at Mountainside, the client is returned to residential treatment. 
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3. Please update the chart on page 10 of the application with current year-to-date data 

indicating the trend of co-occurring disorders. 

 
 2013 2014 2015^ 2016^ 

Detox     

Total N/A 381 798 1,010 

% w/Co-Occurring DX N/A 64.8% 67.7% 75.04% 

Residential     

Total 675 735 751 760 

% w/Co-Occurring DX 69.5% 73.6% 74.5% 77.66% 
 

Data secured from Electronic Health Record, only includes clients who completed treatment.  Detox opened on 6/18/2014 

^ Data different from 10/19/2016 CON submission due to an unintentional error in the original data pull.  

2016 numbers are 10 months annualized 

 

 

4. Are the number of referrals made to other mental health facilities known? If so, please 

complete the table below documenting where the 223 clients were referred to (as stated 

on page 11 of the application).    

 

Mental Health Facility Number of Clients 

McLean Hospital 90 

Silver Hill Hospital 90 

Other 43 

 

Numbers in table are based on estimates of 40/40/20%. Clients are typically given a 

recommendation to go to either of the two hospitals listed. We have no way of knowing where 

they eventually went. Occasionally, if we deem the call as urgent, we recommend they go to 

their nearest Emergency Department. 

 

5. Page 11 of the application states that a Medical Director/Psychiatrist, Director of 

Psychiatry, Psychiatric APRN, and a Doctor of Nursing were hired in response to 

increased need for mental health services for its substance abuse programs. Will these 

individuals staff the proposed psychiatric outpatient clinic? 

 

Yes they will. 

 

6. Page 13 of the application states that the existing location was chosen for the psychiatric 

outpatient clinic to improve client health outcomes, including reduced rates of relapse.  

 

Provide specific examples of how client health outcomes will be improved.  

 

We consistently identify opportunities for improvement, utilize an assessment series to 

determine both ongoing client needs (Appendix Three) and progress and request that clients 

complete a minimum of three client surveys during active treatment so that we may continually 

identify issues throughout treatment focusing on both “here and now” assessment of needs and 

on individualized wellness planning development and reassessment in an effort to provide the 

most appropriate care for our clients. 
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Mountainside monitors engagement rates, attendance rates, retention rates, client satisfaction 

with treatment services, clinicians, referral sources and premature drop-out rates. 

 

Mountainside also tracks changes over time via Alumni Support.   

       

Our Alumni program includes: 

 

Alumni Share Night: Alumni Share Night: Alumni with at least six months of sobriety share 

personal stories of recovery with current Mountainside clients who are just starting on their 

paths to recovery. To learn more or to schedule a time to return and share your story, please 

email us.  

 

Alumni Support Groups: Alumni-led group for sharing and receiving feedback in a safe, 

open, honest and healthy environment.  Recovery Meetings: Mountainside hosts several 

weekly, 12-Step speaker meetings open to all individuals in the community. 

 

Alumni Events: Recreational and social activities that support wellness and long-term 

recovery, including quarterly gatherings and an annual retreat.  

 

Alumni E-Newsletter: A monthly publication featuring strategies for maintaining sobriety, 

wellness tips, book recommendations, recipes for recovery as well as an alumni spotlight and 

Mountainside news 

 

Alumni Twitter: Daily quotes @MtnsideAlumni to help inspire you and reinforce your 

commitment to recovery. 

 

Alumni Ambassador Program: An opportunity to give back by volunteering to help those 

new to recovery and/or those hoping to start recovery.  Ambassadors can help provide more 

information about the Mountainside program to potential clients, act as mentors. 

 

     What is the rate of relapse for Mountainside clients?  

       

According to data secured via the Mountainside Outcome Measures Department, the rate of 

relapse for clients is approximately 20% according to readmission data and follow up calls. 

  

“According to The National Institute on Drug Abuse, relapse rates for addiction resemble those 

of other chronic diseases such as diabetes, hypertension and asthma.  Like other chronic 

diseases, addiction can be managed successfully.  Unfortunately, when relapse occurs many 

deem treatment a failure.  This is not the case: successful treatment for addiction typically 

requires continual evaluation and modification as appropriate, similar to the approach taken 

for other chronic diseases.”   

 

 

 

mailto:alumni.services@mountainside.com
https://twitter.com/MtnsideAlumni
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The following chart, according to NIDA, demonstrates the percentage of patients who relapse.1 

The national rate of relapse is stated to be 40 – 60%. 

 

 
 

Provide evidence such as scholarly articles, studies or reports which demonstrate how 

location of services may impact rates of relapse.   

 

Each client admitted to Mountainside discuss continuing care options upon admission with and 

with both his/her primary clinician and the continuing care department case managers. 

 

To prepare clients for what life is like after treatment, the treatment team discusses the daily 

challenges they may face, how to avoid common pitfalls and where to find helpful resources. Our 

client’s continuing care plan contains specific next steps for obtaining the level of structured 

recovery support he or she requires after completing treatment.  The continuing care case managers 

work to ensure that the client’s transition to the next phase of recovery is smooth and as stress-free 

as possible.   

 

The treatment team and the continuing care team work collaboratively with each client to develop 

an individualized continuing care plan, additionally offering said client the choice of at least four 

(4) continuing care options in order to empower the client in an effort to improve progress and 

retention with the goal of relapse prevention.   

 
The National Empowerment Center – Articles state:  “Although we recognized that empowerment had 

elements in common with such concept as self-esteem and self-efficacy, we also felt that these concepts did 

not fully capture what we saw as distinctive about empowerment.  After much discussion, we defined 

empowerment as having a number of qualities, as follows:  having decision-making power, access to 

information and resources, a range of options from which to make choices (not just yes or no), assertiveness, 

a feeling that the individual can make a difference (being hopeful), effecting change in one’s life and one’s 

community, growth and change that is never ending and self-initiated, etc.”2  Appendix Three 

 

“Empowerment has been defined in many ways but typically emphasizes client choice and control.  For 

example, Staples (1990) defined empowerment as having ongoing capacity of individuals or groups to act 

                                                 
1 National Institute on Drug Abuse, Advancing Addiction Science:  Principles of Drug Addiction Treatment:  A 
Research-Based Guide (Third Edition), Frequently Asked Questions:  How Effective is drug addiction treatment? 
2 National Empowerment Center – Articles, A working definition of empowerment by Judi Chamberline 
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on their own behalf to achieve a greater measure of control over their lives and destinies.”  “Empowerment 

can refer to both an outcome and a process (Kieffer,1984; McLean, 1995; Rappaport, 1987; Salzer, 1997; 

Staples).  From this viewpoint, a client is empowered not only by the outcomes of the decisions he or she 

makes, but also by being an active participant in the decision-making process.”3  Appendix Three 

 
“Choice is vital to recovery for those with behavioral health issues.  As new forms of health care delivery 

and payment are implemented, it is important that consumer choice be protected in order to improve and 

sustain the efficacy of treatment.” 

 

“Not only is choice of provider important to the recovery process, but choice of treatment by 

individuals receiving services improves health care delivery and outcomes.  By giving individuals 

choice of treatment, it empowers them and improves their engagement with services.  Studies show that 

choice of treatment is linked with an increased likelihood of remaining in treatment and recovery.”4 

Length of stay in treatment is also predictive of a positive outcome.  Appendix Three 

 

Additionally, Young notes: 

“The therapeutic relationship provides a framework for developing collaborative wellness (relapse 

prevention) plans.  Studies have shown that the most constructive discussions around personal growth and 

relapse prevention occur in the context of well-recognized elements of the therapeutic alliance – (an) 

empathic, collaborative, mutually trusting…..relationship.”  (Young et al., 2008)5 

 
Data in the article notes that “Anticipation and planning are empowering processes, as they allow people 
to make choices and exercise personal control.”6 
 
“NCBI Bookshelf:  6 Traditional Settings and Models notes that adding an onsite psychiatrist in an addiction 
treatment setting to evaluate and prescribe medication for clients with COD has been shown to improve  
treatment retention and decrease substance use (Charney et al.2001; Saxon and Calsyn 1995).  The onsite 
psychiatrist brings diagnostic, medication and psychiatric counseling services directly to the location 
clients are based for the major part of their treatment.  This approach often is the most effective way to 
overcome barriers presented by offsite referral, including distance and travel limitation, the 
inconvenience of enrolling in another agency and of the separation of clinical services, fears, etc.7 
We are positioned to meet this need.  Appendix Three 

 

 

 

 

 

 

 

                                                 
3 Opportunities and Barriers to Empowering People with Severe Mental Illness through Participation in Treatment 
Planning; Donald M. Linhorst, Gary Hamilton, Eric Young and Anne Eckert; CCC Code 0037. 
4 Mental Health Legal Advisors Committee; www.mhlac.org, June, 2013 
5 MHOD Relapse Prevention – Working with Consumers and Others for Relapse (../index_html.html) 
6 MHOD Relapse Prevention – Working with Consumers and Others for Relapse (../index_html.html) 
 
7 NCBI Bookshelf, A service of the National Library of Medicine, National Institutes of Health.  Center for Substance 
Abuse Treatment.  Substance Abuse Treatment for persons with Co-Occurring Disorders.  Rockville (MD) SAMHS 
2005, TIP 42.  6 Traditional Settings and Models 

http://www.mhlac.org/
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7. Explain what is meant by extended care, as mentioned throughout the application. 

Extended Care 

 For individuals who seek the benefits of a longer period of treatment and greater support 

returning to real world settings, we offer a unique Extended Care drug and alcohol 

treatment program.  This program serves a vibrant community of individuals in early 

recovery, and it focuses more deeply on developing constructive behaviors that enable 

long-term sobriety and smooth functioning in social, family, and vocational or educational 

contexts. 

 Our Extended Care clients live together in a supervised sober house within walking 

distance of Mountainside’s 24/7 recovery care and support.  During the day, they work 

part-time in various capacities at Mountainside affiliated facilities.   

 Ecare clients interact with the local community in a real-world setting while still remaining 

in a safe and structured sober environment.   

 Clients receive outpatient addiction treatment from Mountainside’s compassionate, 

professional team of drug abuse and alcoholism rehabilitation specialists.  Through 

Mountainside’s Extended Care rehab program, clients learn a myriad of skills including: 

Accountability, Communication, Life, Marketable Work Skills, Teamwork, as well as 

Time and Money Management. 

 The length of our Extended Care addiction treatment program starts at the 90-day mark 

and continues as long as required to meet the needs of each individual.  A flexible wellness 

plan is developed for each client and adjusts to meet changing needs and goals as the client 

progresses in recovery. 

8. Pages 27 and 31 of the application state 52 previously referred clients from the “Litchfield 

County Pool” will likely enroll in the proposed program per year, but page 41 states 

referral patterns will not be affected.  Please clarify the effects of the referral process on 

area providers with the addition of the proposed psychiatric outpatient clinic.  

 

Mountainside will have the ability to treat clients diagnosed with mental illness which will 

contribute positively to the unmet need in the Northwest Region of Connecticut. As noted in 

Table 8, Litchfield County meets National Benchmarks and compares favorably to the state on 

a number of health status indicators including: residents reporting poor or fair health, 

prevalence of adult obesity and physical inactivity, healthy food environments, teen births, 

sexually transmitted infections, health insurance, and children in poverty. The county does not 

meet National Benchmarks but compares favorably to the state for: low birthweight, 

preventable hospital stays, alcohol-impaired driving deaths, diabetic monitoring and has 

comparable rates for poor physical and mental health days, and excessive drinking.  
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Other county health status indicators that do not meet National Benchmarks include premature 

death; adult smoking; excessive drinking (county rate is almost double the National 

Benchmark); ratio of primary care physicians, dentists, and mental health providers; 

mammography screening; and injury deaths. 

 

Age-adjusted premature mortality is measured in years of potential life lost.  Indicates the 

burden of premature deaths in a given population. As shown in Figure 14, for CT residents, 

Cancer, Heart Disease, and Unintentional Injuries were the primary causes of premature 

mortality, followed by drug-induced deaths. Within the service area, rates were highest in 

Barkhamsted, Bethlehem, Thomaston, Torrington, and Winchester. 

 

As shown in Table 10, overall age-adjusted mortality rates in 2008-2012 were higher by one 

point or more than the state rates for county residents for chronic liver disease and cirrhosis, 

accidents, and alcohol and drug induced cause of death. 

 
“Connecticut and the Northwest region have experienced an increase in emergency department 

visits for alcohol and other substance use disorders.  Specifically, deaths due to overdoses of 

prescription pain killers and heroin have increased in the state and region. 
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Mental health and substance use disorders affect individuals, families, and communities in 

complex and challenging ways.  In addition to premature mortality, mental health and 

substance use disorders contribute to substantial social and economic costs to families and 

communities.”8 

 

9. Please provide a copy of the charity care policy and sliding fee scale.  

 

Mountainside supports other substance abuse treatment programs through contributions in 

form of donations, sponsorships, and participating in funds raising events (outings, dinners, 

etc.). Our sliding scale fee is determined based on the disposable income and is considered on 

the case by case basis. Clients are admitted in the order they enter the pre-admissions screening 

queue. 

 

10. The application specifies that Mountainside does not accept Medicaid or other 

governmental insurance or entitlements. Page 33 of the application indicates the proposal 

will not impact access to care for Medicaid recipients or indigent persons. Pursuant to 

Conn. Gen. Stat. Section 19a-639(10) italicized below, please provide in detail, good cause 

for not providing services to Medicaid recipients.      

         

Conn. Gen. Stat. § 19a-639(a)(10))§ Whether an applicant, who has failed to provide or 

reduced access to services by Medicaid recipients or indigent persons, has demonstrated 

good cause for doing so, which shall not be demonstrated solely on the basis of differences 

in reimbursement rates between Medicaid and other health care payers.  

 

Mountainside is a private institution that does not receive any public funding.  While we hope 

to help as many individuals is possible, it proves difficult to extend services to all.  We offer 

an innovative and comprehensive addiction treatment program that is outside the bounds of 

Medicaid reimbursement.  With greater public awareness of the opioid epidemic, we do hope 

that Title 19 can be modified to extend coverage to a greater amount of services and care 

providers. 

 

11. Please indicate the fiscal years for each of the columns of the rate schedule table on page 

33 of the application.  
The rate schedule is as follows: 

Mountainside Intensive Outpatient Fees* 

 2017 2018 2019 

Insurance $560.00 $577.00 $594.00 

Uninsured $255.00 $263.00 $271.00 

% change (approximate)  +3% +3% 

 

                                                 
8Northwest Connecticut Community Health Needs Assessment – 2015 Update; commissioned by Charlotte 
Hungerford Hospital, Project Advisors (CHH Community Relations Committee; Prepared by:  The Center for Health 
Schools & Communities 
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12. Define “conversion rate,” as mentioned on page 35 of the application. What methods and 

calculations are used in calculating the 25% conversion? 

Mountainside defines the “conversion rate” as a number of potential clients that are going to 

utilize the co-occurring program as a percentage of total annual number of admissions. The 

number of potential clients is predetermined by a diagnosis code of clients who admitted to 

Mountainside program in the last 3 years. 

13. Complete Tables 5 and 6 on page 36 of the application. Historical utilization should 

include volume by program type for the residential and IOP/OP substance abuse 

treatment programs. Projected utilization should include volume by program type for 

both programs currently offered and the proposed psychiatric outpatient clinic. Provide 

the unit of measure (clients, sessions or visits). 
 

TABLE 5  HISTORICAL UTILIZATION BY SERVICE 

Service** 

Actual Volume 

(Last 3 Completed FYs) CFY Volume* 

FY 2013*** FY 2014*** FY 2015*** FY 2016***^ 

Detoxification 

Residential 

Outpatient/IOP 

 

n/a–opened in 2014 

675 

n/a–opened in 2014 

 

381 

735 

95 

798 

751 

150 

1,010 

760 

190 

Total 675 1,211 1,699 1,960 

*    For periods greater than 6 months, report annualized volume, identifying the number of actual months covered and the  

 method of annualizing. For periods less than 6 months, report actual volume and identify the period covered. 

         **   Identify each service type and level adding lines as necessary. Provide the number of visits or discharges as appropriate for  
 each service type and level listed. 

         *** Fill in years. If the time 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 to the table. 
          ^ 2016 is 10 months annualized 

 
 

14. TABLE 6 
15. PROJECTED UTILIZATION BY SERVICE 

16.  

Service* 

Projected Volume 

FY 2017** FY 2018** FY 2019** 

Detoxification 

Residential 

Outpatient/IOP 

 

1,015 

760 

200 

1,025 

765 

210 

1,050 

765 

220 

Total 1,965 1,990 2,025 

*   Identify each service type by location and add lines as necessary. Provide the number of visits/discharges as 
appropriate for each service listed. 

** 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 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 to the table 
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14. Page 37 of the application states that the SAMHSA prevalence rate is 18.2% for adults 

diagnosed with mental in the United States. According to SAMHSA’s National Survey 

for Drug Use and Health, however, the percentage of adults diagnosed is 18.1%.  Please 

confirm the correct SAMHSA prevalence rate, and provide a revised response for 

question 26 on page 37. 

 

The correct prevalence rate is 18.1%. 

 

According to the United States Census Bureau, the population of Litchfield County in 2015 

was 183,603 (about 5% of the total population of Connecticut).  It reports that 81.4% of those  

are aged 18 and over – placing their estimate of the adult population in Litchfield County at 

149,453. 

 

Deducing by applying the SAMHSA prevalence estimate of 18.1%, the census data would 

suggest there are about 27,051 adults diagnosed with mental illness in Litchfield 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 treatment in programs located elsewhere across the country.  Therefore, the 

estimate of 18.1% for the general United States population will be used for projections. 
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15. What treatment programs are the basis for the utilization data in Table 8 on page 39?  

Include utilization by town of client origin for all treatment programs and provide the 

unit of measure (clients, sessions or visits). 

 

Table 8 on page 39 of CON provided Litchfield county towns only. Tables below provide 

counts for all Admissions, by town and by county. (An admission may result in multiple 

outpatient visits). 

 

 
 

 

 

CT City/Town

Outpatient 

Only

Residential 

Only

Residential & 

Outpatient CT City/Town

Outpatient 

Only

Residential 

Only

Residential & 

Outpatient CT City/Town

Outpatient 

Only

Residential 

Only

Residential & 

Outpatient 

Ansonia 0 1 0 Lebanon 0 1 0 Sharon 0 1 1

Avon 0 1 1 Ledyard 0 1 0 Shelton 1 12 0

Berlin 0 1 0 Litchfield 0 2 0 Simsbury 0 3 2

Bethel 0 2 2 Madison 0 11 1 Somers 0 1 0

Bethlehem 1 1 0 Mansfield Center 0 1 0 South Glastonbury 0 10 0

Bloomfield 0 1 0 Meriden 0 5 0 South Windsor 0 4 0

Bozrah 0 2 0 Middlebury 0 0 1 Southbury 0 3 1

Branford 0 2 0 Middlefield 0 2 0 Southington 0 1 0

Bridgeport 0 4 0 Middletown 0 3 0 Southport 0 1 0

Bristol 0 13 3 Milford 0 3 1 Stafford Springs 0 1 0

Broad Brook 0 2 0 Monroe 0 2 1 Stamford 6 15 1

Brookfield 0 3 0 Mystic 0 2 0 Stonington 0 1 0

Burlington 0 2 0 Naugatuck 0 3 0 Storrs Mansfield 0 1 0

Canaan 13 0 1 New Britain 0 4 0 Stratford 0 3 0

Canton 0 2 0 New Canaan 0 1 0 Terryville 0 3 0

Cheshire 0 3 2 New Fairfield 0 0 1 Thomaston 0 2 0

Chester 0 1 0 New Hartford 0 0 2 Tolland 0 1 1

Columbia 0 1 0 New Haven 0 4 2 Torrington 1 5 11

Cos Cob 0 1 2 New Milford 0 2 0 Trumbull 0 5 1

Danbury 0 20 1 Newington 0 1 0 Uncasville 0 1 0

Darien 0 4 0 Newtown 0 0 2 Unionville 0 2 0

Dayville 0 1 0 Niantic 0 3 0 Vernon Rockville 0 1 0

Deep River 0 1 0 Norfolk 0 1 0 Wallingford 0 10 0

Derby 0 1 0 North Branford 0 2 0 Waterbury 0 2 1

Durham 0 2 0 North Franklin 0 1 0 Waterford 0 3 0

East Canaan 0 0 1 North Granby 0 1 0 Watertown 0 1 1

East Granby 1 0 0 North Haven 0 1 0 West Hartford 0 5 2

East Haddam 0 1 0 Northfield 0 1 0 West Haven 0 2 0

East Hartford 0 2 0 Norwalk 0 5 0 Westbrook 0 1 0

East Haven 0 5 0 Norwich 0 1 0 Weston 0 1 0

Easton 0 2 0 Oakdale 0 1 0 Westport 1 5 2

Enfield 0 4 0 Old Lyme 0 1 0 Wethersfield 0 1 0

Fairfield 0 8 3 Old Saybrook 0 1 0 Wilton 0 5 1

Falls Village 1 0 0 Orange 0 2 0 Windsor 0 4 0

Farmington 0 1 1 Oxford 1 4 0 Windsor Locks 0 1 1

Glastonbury 0 4 0 Plainfield 0 1 0 Winsted 0 1 0

Granby 0 1 0 Plainville 0 1 0 Wolcott 0 2 0

Greenwich 8 2 1 Plantsville 0 0 1 Woodbridge 0 2 0

Groton 0 2 0 Pleasant Valley 0 1 0 Woodbury 0 2 2

Guilford 0 3 0 Pomfret 0 2 0 Woodstock 1 1 0

Hamden 0 11 0 Prospect 0 2 0 Out of State 15 310 36

Hartford 0 4 0 Putnam 0 1 0 Total Admissions 2015 54 655 96

Harwinton 0 0 1 Redding 0 1 0

Kensington 0 2 0 Ridgefield 0 4 0

Kent 0 1 0 Rocky Hill 0 1 0 CT County

Outpatient 

Only

Residential 

Only

Residential & 

Outpatient 

Killingworth 0 2 0 Roxbury 0 1 0 Fairfield 16 100 18

Lakeville 4 3 1 Sandy Hook 0 1 0 Hartford 1 79 11

Litchfield 20 35 21

Middlesex 0 14 0

New Haven 1 80 9

New London 0 24 0

Tolland 0 7 1

Windham 1 6 0

Out of State 15 310 36

Total Admission 2015 54 655 96

Utilization (Admissions) Sorted by CT County for 2015

Utilization (Admissions) Sorted by CT Town for 2015
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16. Page 41 of the application states that 11 of the existing outpatient psychiatric service 

providers located in Litchfield County do not provide intensive outpatient services. 

However, the list of providers in Table 9 on page 40 indicates one provider, Wellspring 

Foundation, provides IOP treatment. An additional three providers are confirmed as 

providing IOP treatment via their company websites. These include MCCA New Milford, 

MCCA Torrington, and McCall Foundation. Update the table on page 40 and provide a 

revised response to question 30 on page 41 with the correct number of IOP providers.  

 

 
Table 9    SERVICES AND SERVICE LOCATIONS OF EXISTING PROVIDERS 

Service or Program 
Name 

Population Served Facility ID* Facility’s Provider 
Name, Street Address 

and Town 

Hours/Days of 
Operation 

Current Utilization 

Charlotte 
Hungerford Hospital 

Psychiatric Outpatient 
Clinic 
PHP/OP 

Not for profit 
NPI #  
1639255870 

540 Litchfield Street 
Torrington, CT 

8:30am to 9pm  
Mon. and Thursday 
8:30a – 5p 
Tues., Weds., and Fri. 

Licensed beds 109 
ED beds       14        
ICU beds    10          
ED visits       39,535  

Catholic Charities Psychiatric Outpatient 
Clinic 

Not for profit 
Employer ID# 
06-0667607 

132 Grove Street 
Torrington, CT 06790 

Not available on Home 
page 

Not published 

Christian Counseling 
Connection, Inc. 

Psychiatric Outpatient 
Clinic 

Not for profit 
Credential ID 
930299 

42 Church Street 
Torrington, CT 06790 

10a – 5p  
Mon. - Friday 

Not published 

Community Health 
and Wellness Center  

Psychiatric Outpatient 
Clinic 
OP 

Not for profit 
Credential ID 
995718 

469 Migeon Ave. 
Torrington, CT 06790 

8a – 6p  
M<W<TH<F T 8a-8p 
Every other Sat.  

Not published 

Community Mental 
Health Affiliates, 
Inc. 

Psychiatric Outpatient 
Clinic 

Not for profit 
Credential ID 
929517 

100 Commercial Blvd 
Torrington, CT 06790 

Monday:  8a-8p 
Tues: Th. 9a-6p 
Friday: 8a-5p 

Not published 

High Watch 
Recovery Center 

Substance Abuse   & 
Co-occurring D/O 
 

Not for profit 
NPI # 
1275946881 

62 Carter Road 
Kent, CT 06757 

8a – 5:30p  
Mon. – Sun. 

Not published 

MCCA Torrington Psychiatric Outpatient 
Clinic 
Outpatient 
Intensive Outpatient 
Services 

Not for profit 
NPI # 
1992074418 

30 Peck Road 
Torrington, CT 06790 

Mon. – Fri. 
9:30a – 4p 

Not published 

McCall Foundation Psychiatric Outpatient 
Clinic 
Outpatient 
Intensive Outpatient 
Services 

Not for profit 
Credential ID: 
930804 

58 High Street 
Torrington, CT 06790 

Mon.: 9a – 8p 
Tues-Fri: 9a – 4p 

Not published 

Hartford Dispensary 
Torrington Clinic 

Psychiatric Outpatient 
Clinic 
Outpatient 

Not for profit 
Credential ID 
1235540 

140 Commercial Blvd 
Torrington, CT 06790 

Mon. - Friday  
5a – 1:30p 

Not published 

Western CT Mental 
Health 

Psychiatric Outpatient 
Clinic 
Outpatient  
State Operated 

Not for profit 
NPI# 
1144561051 

249 Winsted Road 
Torrington, CT 06790 

Mon., Tues., Thurs. 
8:30a – 5p 

Not published 

Wellspring 
Foundation 

Psychiatric Outpatient 
Clinic 
PHP/IOP/OP 

Not for profit 
NPI# 
1154475184 

21 Arch Bridge Road 
Bethlehem, CT 

Not available on Home 
page 

Not published 

New Milford 
Hospital 
Behavioral Health 
Services 

Psychiatric Outpatient 
Clinic 
Outpatient 
 

Not for profit 
NPI# 
1619938016 

23 Popular Street 
New Milford, CT 

Mon. – Fri. 
9a – 5p 

Licensed beds      85 
ED beds    12              
ICU beds   6               
ED visits        18,780 

MCCA New Milford Psychiatric Outpatient 
Clinic 
Outpatient 

Not for profit 
CT License # 
SA-0215 

50 Bridge Street 
New Milford, CT 

Mon. – Fri. 
9:30a 4p 

Not published 
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Intensive Outpatient 
Services 

Watkins Network Psychiatric Outpatient 
Clinic 
Outpatient 

Not for profit 
CT License # 
1245356 

21 Prospect Street 
Torrington, CT 

Mon. 9a-9p, Tues: 
11a-7p, W, Thurs: 1p – 
9p 
Fri 9a-5p 

Not published 

 
                   * Provide the Medicare, Connecticut Department of Social Services (DSS), or National Provider Identifier (NPI)  
                     facility identifier and label column with the identifier used. 
 

Of the existing fourteen (14) outpatient providers in Litchfield County, all fourteen (14) serve 

public-sector clients with State/Federal funding or Medicaid reimbursement and are located in 

Torrington, Kent, New Milford and Bethlehem.  One of the facilities only serves clients on 

Methadone/MAT at its’ location.   

 

Eight (8) of the facilities located in Litchfield County do not provide Intensive Outpatient 

Services. 

 

We anticipate that the addition of Mountainside’s Canaan Outpatient Psychiatric Clinic to the 

area will have a minimal effect on existing area providers.  Discharged Mountainside 

residential clients currently receive continuing care services through a variety of community 

providers including sober living, licensed clinics and independent licensed professionals.  Over 

the past two and one half (2 ½) years 79% of the pool chose to remain in Canaan, CT post 

discharge. 

 

 17. Page 41 of the application states that the existing 14 outpatient providers in Litchfield  

       County are located in Torrington, Kent, New Milford and Bethlehem. Are there means  

       of public transportation from Canaan to these areas? 

       

There is no available public transportation from Canaan, CT to Torrington, Kent, New   

Milford and Bethlehem. 

 

18. Update and resubmit the Financial Worksheet (B) on pages 292 and 293 of the  

       application to include financial results for the current fiscal year, as well as projections  

       through fiscal year 2019 without the proposal. These projections should be based on  

       current treatment programs offered at Mountainside in Canaan. Ensure the  

       calculations for net patient service revenue less provisions for bad debt are correct.  

       Also, confirm the projected with CON amount in total operating expenses for fiscal  

       year 2017. 

  

     Please see Appendix Four 

 

 

 

 

 

 

        



MC1 Healthcare d/b/a Mountainside – Docket Number:  16-32129-CON 

Establishment of a Psychiatric Outpatient Clinic:  12222016 

 

309 | P a g e  

 

19.  Update Table 7 on page 37 of the application based on patient and visit volume. Utilize 

the table format below. Ensure visit totals are consistent with “Outpatient Visits” in the 

Financial Worksheet (B). Also, please explain the basis and the methods and calculations 

used to project the reported numbers. 

 

CURRENT AND PROJECTED PAYER MIX FOR 
MOUNTAINSIDE, BY NUMBER OF CLIENTS AND VISITS 

Payer Current Projected 

FY 2016 FY 2017 FY 2018 FY 2019 

Patient 

Vol. 
% 

Visit 

Vol.  

Patient 

Vol.  
% 

Visit 

Vol.  

Patient 

Vol.  
% 

Visit 

Vol. 

Patient 

Vol. 
% 

Visit 

Vol.  

Medicare*             

Medicaid*             

CHAMPUS & 
TriCare 

            

Total 
Government 

            

Commercial 
Insurers 

0           16 64%      
370 

20 65% 458 22 63% 518 

Self-pay 0   9 36% 166 11 35% 347 13 37% 279 

Uninsured             

Workers 
Compensation 

            

Total Non-
Government 

0   25 100% 569 31 100% 705 35  100% 796 

Total Payer Mix 0   25 100% 569 31 100% 705 35 100% 796 

If you have any questions concerning this letter, please feel free to contact me or David 

Fernandes at (860) 418-7069, (860) 418-7032 or (860) 418-7001. 
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Appendix One 

Referrals Sources 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 
 

 
 

 

 

Outpatient 

Services Residential

Residential 

/OP

Outpatient 

Services Residential

Residential 

/OP

Outpatient 

Services Residential

Residential 

/OP

Detox-Residential-Exteneded Care 0 73 8 2 46 0 7 37 7

Insurance 0 0 0 1 2 0 0 2 0

Internet-Word of Mouth 3 144 14 2 145 19 1 132 20

IOP-OP 0 16 3 0 27 3 0 16 6

Prior client 14 146 20 17 151 49 17 295 87

Other-Uncatogorized 18 112 0 3 86 29 1 12 2

Private Practice-Hospital 2 110 12 3 112 13 1 52 20

Sober Living 0 15 0 1 11 1 2 7 6

Support Group 0 61 1 0 50 7 1 47 12

Totals 37 677 58 29 630 121 30 600 160

Referral Sources

Referral Sources

2014 2015 2016
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Appendix Two 

Assessment Series 

 

 
Assessment Series 

Attention Rating Scale 

Within the past week, have you noticed that you: 

1.  Fail to give close attention to details or make careless mistakes doing work. 

2.  Fidget with hands or feet or squirm in seat 

3.  Do not follow through on instructions or fail to finish work 

4.  Have difficulty organizing tasks or activities 

5. Avoid, dislike, or is reluctant to engage in work that requires sustained mental effort 

6.  Blurt out answers before questions have been completed 

7.  Interrupt or intrude on others 

 

GAD – 7 Scale 

Over the last two weeks, how often have you been bothered by the following problems? 

1.  Feeling nervous, anxious, or on edge 

2.  Not being able to stop or control worrying 

3. Worrying too much about different things 

4.  Trouble relaxing 

5.  Being so restless that it’s hard to sit still 

6.  Becoming easily annoyed or irritable 

7.  Feeling afraid as if something awful might happen 

8.  If you have had any problems above, how difficult have these made it for you to do 

your work, take care of things at home, or get along with other people? 

 

Mountainside Craving Scale 

1.  On a scale of 0-10, during the past week how often have you thought about using your 

substance of choice? 

2.  On a scale of 0-10, during the past week how often have you thought about how good 

using your substance of choice would make you feel? 

3.  On a scale of 0-10, at its most severe point, how strong was your craving to use your 

substance of choice during the past week? 

4. On a scale of 0-10, during the past week how difficult would it have been to resist 

using your substance of choice if you had known your drug of choice was available? 

5. How often in the past week have you experienced using via drug dreams?  
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Mountainside Sleep Assessment 

1.  In the past week, how long (in minutes) has it typically taken you to fall asleep at 

night? 

2.  During the past week, how would you rate your overall sleep quality? 

3.  During the past week, how often have you taken medicine to help you sleep 

(prescribed or over-the-counter) 

4.  During the past week, how often have you had trouble staying awake while eating 

meals, during groups, or engaging in a social activity? 

5. During the past week, how much has fatigue or sleepiness caused a lack of enthusiasm 

to get thing done? 

 

PHQ – 9 

Over the last two weeks, how often have you been bothered by any of the following 

problems? 

1.  Little interest or pleasure in doing things 

2.  Feeling down, depressed, or hopeless 

3.  Trouble falling or staying asleep, or sleeping too much 

4.  Feeling tired or having little energy 

5.  Poor appetite or overeating 

6.  Feeling bad about yourself – or that you are a failure or have let yourself or your 

family down 

7.  Trouble concentrating on things, such as reading the newspaper or watching television 

8.  Moving or speaking so slowly that other people could have noticed?   

9.  Thoughts that you would be better off dead or of hurting yourself in some way 

10.  If you did have any of the above problems, how difficult have these problems made it 

for you to do your work, take care of things at home, or get along with other people? 
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Appendix Three 

Articles, Research 
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Appendix Four 

Financials 

 

 
 

 

FINANCIAL WORKSHEET I (B)

(1) (2) (3) (4) (5) (6) (7) (8) (9) (10)
LINE Total Entity: FY2016* 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 Projected
Description Results W/out CON Incremental With CON W/out CON Incremental With CON W/out CON Incremental With CON

A. OPERATING REVENUE
1 Total Gross Patient Revenue $0 $0 $0 $0 $0 $0
2 Less: Allowances $0 $0 $0 $0 $0 $0
3 Less: Charity Care $0 $0 $0 $0 $0 $0
4 Less: Other Deductions $0 $0 $0 $0 $0 $0

Net Patient Service Revenue $0 $0 $0 $0 $0 $0 $0 $0 $0 $0
5 Medicare $0 $0 $0 $0 $0 $0
6 Medicaid $0 $0 $0 $0 $0 $0
7 CHAMPUS & TriCare $0 $0 $0 $0 $0 $0
8 Other $0 $0 $0 $0 $0 $0

Total Government $0 $0 $0 $0 $0 $0 $0 $0 $0 $0
9 Commercial Insurers $250,000 $257,500 $144,918 $402,418 $265,225 $185,089 $450,314 $273,182 $215,240 $488,422
10 Uninsured $0 $0 $0 $0 $0 $0 $0 $0 $0 $0
11 Self Pay $45,000 $46,350 $50,761 $97,111 $47,741 $64,832 $112,572 $49,173 $75,393 $124,566
12 Workers Compensation $0 $0 $0 $0 $0 $0 $0 $0
13 Other $0 $0 $0 $0 $0 $0 $0 $0

Total Non-Government $295,000 $303,850 $195,678 $499,528 $312,966 $249,921 $562,886 $322,354 $290,633 $612,988

Net Patient Service Revenuea 

(Government+Non-Government) $295,000 $303,850 $195,678 $499,528 $312,966 $249,921 $562,886 $322,354 $290,633 $612,988
14 Less: Provision for Bad Debts $3,688 $3,798 $2,588 $6,386 $3,912 $3,305 $7,217 $4,029 $3,844 $7,873

Net Patient Service Revenue less 
provision for bad debts ($3,688) ($3,798) ($2,588) ($6,386) ($3,912) ($3,305) ($7,217) ($4,029) ($3,844) ($7,873)

15 Other Operating Revenue $0 $0 $0 $0 $0 $0 $0 $0
17 Net Assets Released from Restrictions $0 $0 $0 $0 $0 $0 $0 $0

TOTAL OPERATING REVENUE $291,313 $300,052 $193,091 $493,143 $309,053 $246,615 $555,669 $318,325 $286,790 $605,115

B. OPERATING EXPENSES
1 Salaries and Wages $125,000 $128,750 $75,000 $203,750 $132,613 $77,250 $209,863 $136,591 $99,459 $236,050
2 Fringe Benefits $37,500 $38,625 $22,500 $61,125 $39,784 $23,175 $62,959 $40,977 $29,838 $70,815
3 Physicians Fees $0 $0 $0 $0 $0 $0 $0 $0 $0 $0
4 Supplies and Drugs $12,500 $12,875 $6,427 $19,302 $13,261 $7,391 $20,652 $13,659 $8,500 $22,159
5 Depreciation and Amortization $0 $0 $0 $0 $0 $0 $0 $0

6 Provision for Bad Debts-Otherb $0 $0 $0 $0 $0 $0 $0 $0 $0 $0
7 Interest Expense $0 $0 $0 $0 $0 $0 $0 $0
8 Malpractice Insurance Cost $7,500 $7,725 $6,000 $13,725 $7,957 $6,500 $14,457 $8,195 $7,000 $15,195
9 Lease Expense $80,000 $82,400 $60,000 $142,400 $84,872 $61,800 $146,672 $87,418 $63,654 $151,072
10 Other Operating Expenses $0 $0 $17,500 $17,500 $0 $57,500 $57,500 $0 $59,225 $59,225

TOTAL OPERATING EXPENSES $262,500 $270,375 $187,427 $457,802 $278,486 $233,616 $512,102 $286,841 $267,676 $554,517

INCOME/(LOSS) FROM OPERATIONS $28,813 $29,677 $5,664 $35,341 $30,567 $12,999 $43,566 $31,484 $19,114 $50,598

NON-OPERATING INCOME $0 $0 $0 $0 $0 $0 $0 $0

Income before provision for income taxes $28,813 $29,677 $5,664 $35,341 $30,567 $12,999 $43,566 $31,484 $19,114 $50,598

Provision for income taxesc $12,966 $13,355 $2,549 $15,903 $13,755 $5,850 $19,605 $14,168 $8,601 $22,769

NET INCOME $15,847 $16,322 $3,115 $19,437 $16,812 $7,150 $23,962 $17,316 $10,513 $27,829

Retained Earnings, beginning of year $30,000 $45,847 $45,847 $91,694 $62,169 $48,962 $111,131 $78,981 $56,111 $135,093
Retained Earnings, end of year $45,847 $62,169 $48,962 $111,131 $78,981 $56,111 $135,093 $96,297 $66,624 $162,922

Principal Payments $0 $0 $0 $0 $0 $0 $0 $0

D. PROFITABILITY SUMMARY
1 Hospital Operating Margin 9.9% 9.9% 2.9% 7.2% 9.9% 5.3% 7.8% 9.9% 6.7% 8.4%
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%
3 Hospital Total Margin 5.4% 5.4% 1.6% 3.9% 5.4% 2.9% 4.3% 5.4% 3.7% 4.6%

E. FTEs** 2 0 2.5 2.5 2.5 2.5 2.5 2.5

F. VOLUME STATISTICSd

1 Inpatient Discharges 0 0 0 0 0 0
2 Outpatient Visits*** 0 0 569 569 705 705 796 796

TOTAL VOLUME 0 0 569 569 0 705 705 0 796 796

* Projected entity start-up April 1, 2017: FY2017 amounts reflect 9 months initial operation projections (Apr 1- Dec 31); applicant fiscal year is Jan 1-Dec 31.
** FTEs represent 1 clerical position and 1 clinical position
** Outpatient visits are counted as single encounters/groups. The Outpatient program provides clients with three 3-hours encounters/groups per week for 12 weeks. The total number of units is calculated as follows:
    Group size x 3 sessions/week x 12 week duration x 4.33 group rotations per year. 

aTotal amount should equal the total amount on cell line "Net Patient Revenue" Row 14. 

Please provide one year of actual results and three years of projections of Total Entity revenue, expense and volume statistics
                                                                              FOR-PROFIT                                                                                                                                                                       

dProvide 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.

Applicant Name: MC1 Healthcare LLC
Financial Worksheet (B)

C.

cProvide the amount of income taxes as defined by the Internal Revenue Services for for-profit entities.

bProvide 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.

without, incremental to and with the CON proposal in the following reporting format:
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12.C(ii). Please provide three years of projections of incremental revenue, expense and volume statistics attributable to the proposal in the following reporting format:

                  
Type of Service Description Outpatient
Type of Unit Description: Encounter/visit
# of Months in Operation 2

FY 2016 (1) (2) (3) (4) (5) (6) (7) (8) (9) (10)
FY Projected Incremental Rate Units Gross Allowances/ Charity Bad Net Operating Gain/(Loss)
Total Incremental Expenses: $262,500 Revenue Deductions Care Debt Revenue Expensesfrom Operations

Col. 2 * Col. 3 Col.4 - Col.5 Col. 1 Total *Col. 8 - Col. 9
Total Facility by -Col.6 - Col.7Col. 4 / Col. 4 Total
Payer Category:

Medicare $0 $0 $0 $0
Medicaid $0 $0 $0 $0 $0
CHAMPUS/TriCare $0 $0 $0 $0 $0
Total Governmental 0 $0 $0 $0 $0 $0 $0 $0

Commericial Insurers 0 $0 $0 $0 $0 $0 $0 $0

Self-Pay 0 $0 $0 $0 $0 $0 $0

Total NonGovernment $0 0 $0 $0 $0 $0 $0 $0 $0

Total All Payers $0 0 $0 $0 $0 $0 $0 $0 $0

Type of Service Description Outpatient
Type of Unit Description: Encounter/visit
# of Months in Operation 12

FY 2017 (Apr-Dec) (1) (2) (3) (4) (5) (6) (7) (8) (9) (10)
FY Projected Incremental Rate Units Gross Allowances/ Charity Bad Net Operating Gain/(Loss)
Total Incremental Expenses: $187,427 Revenue Deductions Care Debt Revenue Expensesfrom Operations

Col. 2 * Col. 3 Col.4 - Col.5 Col. 1 Total *Col. 8 - Col. 9
Total Facility by -Col.6 - Col.7Col. 4 / Col. 4 Total
Payer Category:

Medicare $0 $0 $0 $0
Medicaid $0 $0 $0 $0 $0
CHAMPUS/TriCare $0 $0 $0 $0 $0
Total Governmental 0 $0 $0 $0 $0 $0 $0 $0

Commericial Insurers $560 370 $207,025 $62,108 $0 $2,588 $142,330 $150,521 ($8,191)
Self-Pay $255 199 $50,761 $50,761 $36,906 $13,854
Total NonGovernment $0 569 $257,786 $62,108 $0 $2,588 $193,091 $187,427 $5,664

Total All Payers $0 569 $257,786 $62,108 $0 $2,588 $193,091 $187,427 $5,664

Type of Service Description Outpatient
Type of Unit Description: Encounter/visit
# of Months in Operation 12

FY 2018 (1) (2) (3) (4) (5) (6) (7) (8) (9) (10)
FY Projected Incremental Rate Units Gross Allowances/ Charity Bad Net Operating Gain/(Loss)
Total Incremental Expenses: $233,616 Revenue Deductions Care Debt Revenue Expensesfrom Operations

Col. 2 * Col. 3 Col.4 - Col.5 Col. 1 Total *Col. 8 - Col. 9
Total Facility by -Col.6 - Col.7Col. 4 / Col. 4 Total
Payer Category:

Medicare $0 $0 $0 $0
Medicaid $0 $0 $0 $0
CHAMPUS/TriCare $0 $0 $0 $0
Total Governmental 0 $0 $0 $0 $0 $0 $0 $0

Commericial Insurers $577 458 $264,412 $79,324 $0 $3,305 $181,783 $187,614 ($5,831)
Self-Pay $263 247 $64,832 $64,832 $46,002 $18,830
Total NonGovernment $0 705 $329,244 $79,324 $0 $3,305 $246,615 $233,616 $12,999

Total All Payers $0 705 $329,244 $79,324 $0 $3,305 $246,615 $233,616 $12,999

Type of Service Description Outpatient
Type of Unit Description: Encounter/visit
# of Months in Operation 12

FY 2019 (1) (2) (3) (4) (5) (6) (7) (8) (9) (10)
FY Projected Incremental Rate Units Gross Allowances/ Charity Bad Net Operating Gain/(Loss)
Total Incremental Expenses: $267,676 Revenue Deductions Care Debt Revenue Expensesfrom Operations

Col. 2 * Col. 3 Col.4 - Col.5 Col. 1 Total *Col. 8 - Col. 9
Total Facility by -Col.6 - Col.7Col. 4 / Col. 4 Total
Payer Category:

Medicare $0 $0 $0 $0
Medicaid $0 $0 $0 $0 $0
CHAMPUS/TriCare $0 $0 $0 $0 $0
Total Governmental 0 $0 $0 $0 $0 $0 $0 $0

Commericial Insurers $594 518 $307,486 $92,246 $0 $3,844 $211,397 $214,968 ($3,571)
Self-Pay $271 279 $75,393 $75,393 $52,708 $22,685
Total NonGovernment $0 796 $382,879 $92,246 $0 $3,844 $286,790 $267,676 $19,114

Total All Payers $0 796 $382,879 $92,246 $0 $3,844 $286,790 $267,676 $19,114
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