
The	
  Impact	
  Of	
  Opiate	
  Use	
  on	
  
Philadelphia’s	
  Chronically	
  	
  

Homeless	
  
roland.lamb@phila.gov	
  



Philadelphia	
  
•  The	
  US	
  Census	
  Bureau	
  esBmates	
  that	
  the	
  City’s	
  populaBon	
  was	
  1,560,297	
  in	
  

2014,	
  	
  
–  approximately	
  22%	
  younger	
  than	
  18	
  years	
  old	
  
–  12.4%	
  65	
  years	
  and	
  older.	
  	
  
–  Over	
  half	
  of	
  Philadelphia’s	
  populaBon	
  is	
  women	
  (52.7%).	
  	
  
–  44.2%	
  of	
  the	
  populaBon	
  is	
  African	
  American,	
  	
  
–  45.5%	
  are	
  White,	
  	
  
–  6.9%	
  are	
  Asian,	
  and	
  	
  
–  3.3%	
  are	
  other	
  races.	
  Among	
  these,	
  13.3%	
  are	
  of	
  Hispanic	
  origin.	
  	
  

Na#onal	
  Drug	
  Early	
  Warning	
  System	
  (NDEWS),	
  Philadelphia	
  Sen#nel	
  Community	
  Site	
  
Drug	
  Use	
  Pa>erns	
  and	
  Trends,	
  2015,	
  	
  Suet	
  Lim,	
  Ph.D.	
  





Philadelphia	
  
•  Among	
  major	
  ciBes	
  in	
  the	
  United	
  States,	
  Philadelphia’s	
  poverty	
  rate	
  of	
  

26.3%	
  in	
  2013	
  is	
  among	
  the	
  highest	
  in	
  the	
  naBon.	
  	
  
•  According	
  to	
  the	
  Philadelphia	
  Inquirer	
  (9/25/15)	
  Philadelphia	
  is	
  the	
  

poorest	
  big	
  city	
  in	
  America	
  and	
  has	
  the	
  highest	
  rate	
  of	
  deep	
  poverty	
  
(people	
  with	
  incomes	
  below	
  half	
  of	
  the	
  poverty	
  line)	
  of	
  any	
  of	
  the	
  naBon’s	
  
10	
  most	
  populous	
  ciBes.	
  	
  

•  There	
  are	
  approximately	
  60,000	
  children	
  in	
  the	
  city	
  who	
  live	
  in	
  deep	
  
poverty.	
  	
  

–  The	
  percent	
  of	
  children	
  living	
  in	
  poverty	
  in	
  Philadelphia	
  rose	
  every	
  year	
  from	
  2006	
  and	
  
2011	
  to	
  40%,	
  compared	
  to	
  a	
  naBonal	
  rate	
  of	
  21%.	
  	
  

•  The	
  average	
  number	
  of	
  Philadelphians	
  who	
  were	
  enrolled	
  in	
  Medicaid	
  is	
  
over	
  450,000,	
  which	
  is	
  almost	
  one-­‐third	
  of	
  the	
  city’s	
  populaBon.	
  	
  

•  At	
  the	
  same	
  Bme,	
  more	
  than	
  75%	
  of	
  Philadelphia’s	
  populaBon	
  under	
  the	
  
age	
  of	
  18	
  is	
  enrolled	
  in	
  Medicaid,	
  which	
  is	
  an	
  extraordinarily	
  high	
  
percentage.	
  

•  In	
  addiBon,	
  21%	
  of	
  Philadelphians	
  speak	
  a	
  language	
  other	
  than	
  English	
  at	
  
home.	
  

Na#onal	
  Drug	
  Early	
  Warning	
  System	
  (NDEWS),	
  Philadelphia	
  Sen#nel	
  Community	
  Site	
  
Drug	
  Use	
  Pa>erns	
  and	
  Trends,	
  2015,	
  	
  Suet	
  Lim,	
  Ph.D.	
  



Street	
  Homeless	
  In	
  Philadelphia	
  
Significance	
  
(as	
  of	
  8/20/2015)	
  

•  It	
  is	
  esBmated	
  that	
  the	
  chronically	
  homeless	
  
make	
  up	
  approx.	
  30%	
  of	
  the	
  populaBon	
  of	
  the	
  
Philadelphia	
  Prison	
  System.	
  

•  Trends:	
  

Chronically	
  Homeless	
  	
  (Sheltered	
  +	
  Unsheltered) 2015	
   2014 2013 2012 2011 2010 

Single	
  Individuals 739	
   612 597 590 649 580 

Persons	
  in	
  Families 90	
   90 36 57 86 N/A 

Philadelphia	
  CoC 
Homeless	
  Point-­‐in-­‐Time	
  (PIT)*	
  Counts	
  2010	
  -­‐	
  2015 
*	
  HUD	
  defines	
  the	
  PIT	
  count	
  as	
  “count	
  of	
  sheltered	
  and	
  unsheltered	
  homeless	
  persons	
  carried	
  out	
  on	
  one	
  
night	
  in	
  the	
  last	
  10	
  calendar	
  days	
  of	
  January	
  or	
  at	
  such	
  other	
  Bme	
  as	
  required	
  by	
  HUD”	
  (24	
  CFR	
  578.3). 











Year	
  Substance	
  Use	
  Disorder	
  and	
  Major	
  Depressive	
  Episode	
  for	
  the	
  Philadelphia-­‐Camden-­‐
Wilmington	
  Metropolitan	
  StaBsBcal	
  Area	
  (MSA),	
  Pennsylvania,	
  and	
  the	
  United	
  States	
  among	
  

Persons	
  Aged	
  12	
  or	
  Older	
  (Except	
  as	
  Noted):	
  Annual	
  Averages,	
  2005	
  to	
  2010	
  	
  

2010	
  	
  NOTE:	
  For	
  addi#onal	
  data,	
  please	
  see	
  the	
  tables	
  available	
  at	
  h>p://www.samhsa.gov/data/NSDUHMetroBriefReports/index.aspx.a	
  
Difference	
  between	
  Philadelphia-­‐Camden-­‐Wilmington	
  MSA	
  es#mate	
  and	
  Pennsylvania	
  es#mate	
  is	
  sta#s#cally	
  significant	
  at	
  the	
  .05	
  level.b	
  
Difference	
  between	
  Philadelphia-­‐Camden-­‐Wilmington	
  MSA	
  es#mate	
  and	
  United	
  States	
  es#mate	
  is	
  sta#s#cally	
  significant	
  at	
  the	
  .05	
  level.	
  
Source:	
  SAMHSA,	
  Center	
  for	
  Behavioral	
  Health	
  Sta#s#cs	
  and	
  Quality,	
  Na#onal	
  Survey	
  on	
  Drug	
  Use	
  and	
  Health,	
  2005	
  and	
  2006	
  to	
  2010	
  
(Revised	
  March	
  2012).	
  	
  

Using	
  9.5%	
  of	
  the	
  1,278,738,	
  est.	
  Phila.	
  2010	
  census	
  pop	
  12	
  and	
  older	
  to	
  determine	
  possible	
  number	
  of	
  people	
  needing	
  D&A	
  Tx	
  =	
  121,480	
  





Number	
  and	
  Percentage	
  of	
  Primary	
  Drugs	
  of	
  Abuse	
  at	
  Treatment	
  
Admission	
  by	
  Uninsured	
  and	
  Underinsured	
  Individuals	
  in	
  

Philadelphia:	
  2013	
  
Primary	
  Drug	
  of	
  Abuse	
   Number	
  of	
  Treatment	
  

Admissions	
  
Percentage	
  of	
  Total	
  
Admissions	
  

Alcohol	
   2,476	
  
	
  

29.6%	
  

Heroin	
   1,844	
  
	
  

22.0%	
  

Marijuana	
   1,764	
  
	
  

21.1%	
  

Cocaine:	
  Crack/Powder	
   1,081	
  
	
  

12.9%	
  

Other	
  Opiates/Synthetics	
   311	
  
	
  

3.7%	
  

Benzodiazepine	
   80	
  
	
  

1.0%	
  

Methamphetamine	
  &	
  
Amphetamine	
  

15	
  
	
  

0.2%	
  

Other	
  Drugs	
  /Unknown	
   792	
  
	
  

9.5%	
  

SOURCE:	
  Behavioral	
  Health	
  Special	
  IniBaBve	
  





Number	
  and	
  Percentage	
  of	
  Primary	
  Drugs	
  of	
  Abuse	
  at	
  
Treatment	
  Admission	
  by	
  Uninsured	
  and	
  Underinsured	
  

Individuals	
  in	
  Philadelphia:	
  2013	
  
 

Primary Drug of Abuse	
  

 

Number of Treatment Admissions	
  

 

Percentage with Known	
  

Drugs of Abuse	
  

Alcohol	
   3,087	
   36.8%	
  

Heroin	
   1,720	
   22.7%	
  

Marijuana	
   1,903	
   20.5%	
  

Cocaine:Crack/Powder	
   1,058	
   12.6%	
  

Other	
  Opiates/Synthe#cs	
   370	
   4.4%	
  

PCP	
   107	
   1.3%	
  

Benzodiazepine	
   67	
   0.8%	
  

Methamphetamine & Amphetamine	
   10	
   0.1%	
  

MDMA	
   0	
   0.0%	
  

All Other Known Drugs	
   58	
   0.7%	
  



Heroin	
  

•  Those	
  admifed	
  to	
  treatment	
  reported	
  oral	
  
ingesBon	
  as	
  their	
  preferred	
  route	
  of	
  
administraBon	
  (69.7%),	
  followed	
  by	
  injecBng	
  
(30.2%).	
  	
  

•  Those	
  aged	
  26-­‐44	
  were	
  the	
  most	
  likely	
  to	
  be	
  
admifed	
  for	
  the	
  primary	
  heroin	
  treatment.	
  	
  
–  (66.3%	
  of	
  all	
  admifed	
  cases)	
  

Na#onal	
  Drug	
  Early	
  Warning	
  System	
  (NDEWS),	
  Philadelphia	
  Sen#nel	
  Community	
  Site	
  
Drug	
  Use	
  Pa>erns	
  and	
  Trends,	
  2015,	
  	
  Suet	
  Lim,	
  Ph.D.	
  



HEROIN	
  
	
  •  Data	
  from	
  Behavioral	
  Health	
  Special	
  IniBaBve,	
  Philadelphia	
  

Department	
  of	
  Behavioral	
  Health	
  and	
  Intellectual	
  disAbility	
  
Services	
  shows	
  that	
  heroin	
  use	
  was	
  responsible	
  for	
  21.1%	
  of	
  
primary	
  treatment	
  admissions	
  in	
  Philadelphia	
  	
  
–  This	
  represents	
  1.6	
  pp	
  increase	
  from	
  2013,	
  and	
  3.2	
  pp	
  increase	
  from	
  

2010.	
  	
  
–  In	
  2014,	
  males	
  consBtuted	
  70.1%	
  of	
  primary	
  heroin	
  admissions.	
  	
  
–  Whites	
  accounted	
  for	
  62.4%	
  of	
  primary	
  heroin	
  treatment	
  admissions	
  
–  African	
  Americans	
  (20.1%)	
  and	
  	
  
–  Asians	
  and	
  others	
  (3.2%)	
  	
  
–  Hispanics	
  consBtuted	
  14.3%	
  of	
  primary	
  heroin	
  treatment	
  admissions.	
  

Na#onal	
  Drug	
  Early	
  Warning	
  System	
  (NDEWS),	
  Philadelphia	
  Sen#nel	
  Community	
  Site	
  
Drug	
  Use	
  Pa>erns	
  and	
  Trends,	
  2015,	
  	
  Suet	
  Lim,	
  Ph.D.	
  



PRESCRIPTION	
  OPIOIDS	
  
•  The	
  nonmedical	
  use	
  of	
  prescripBon	
  opioids	
  was	
  increasingly	
  

reported	
  by	
  individuals	
  entering	
  treatment.	
  
–  As	
  primary	
  drug	
  of	
  choice,	
  “Other	
  Opiates”	
  represented	
  3.7%	
  of	
  

primary	
  treatment	
  admissions	
  in	
  2014	
  
•  There	
  has	
  been	
  an	
  almost	
  threefold	
  increase	
  from	
  2012	
  in	
  the	
  proporBon	
  of	
  

primary	
  treatment	
  admissions	
  for	
  other	
  opioids.	
  	
  
•  Of	
  the	
  311	
  primary	
  treatment	
  admissions,	
  64.0%	
  were	
  male,	
  61.1%	
  were	
  White,	
  

19.6%	
  were	
  African	
  American,	
  3.2%	
  were	
  Asians	
  and	
  other	
  races,	
  and	
  	
  
•  16.1%	
  were	
  of	
  Hispanic	
  ethnicity.	
  	
  
•  The	
  largest	
  age	
  category	
  for	
  primary	
  other	
  opiates/opioids	
  admissions	
  was	
  age	
  

26-­‐44	
  (66.2%).	
  



Drug	
  Threat	
  Rankings	
  for	
  the	
  Philadelphia	
  Division,	
  July-­‐December	
  
2014	
  

Rank	
   Drug	
  
	
  

1	
   Heroin	
  
	
  

2	
   PharmaceuBcals	
  
	
  

3	
   Cocaine	
  
	
  

4	
   Crack	
  Cocaine	
  

5	
   Marijuana	
  
	
  

Source:	
  DEA	
  Philadelphia	
  Division	
  



Drug	
  Threat	
  Rankings	
  for	
  the	
  Philadelphia	
  Division	
  by	
  Office,	
  
July-­‐December	
  2014	
  

Office	
   Number	
  1	
   Number	
  2	
   Number	
  3	
   Number	
  4	
   Number	
  5	
  

Philadelphia	
  
Division	
  Office	
  

Heroin	
   PharmaceuBcals	
   Cocaine	
   Crack	
  Cocaine	
   Marijuana	
  
	
  

Pi>sburgh	
  
District	
  Office	
  

Heroin	
  
	
  

PharmaceuBcals	
   Cocaine	
  
	
  

Crack	
  Cocaine	
   Marijuana	
  
	
  

Allentown	
  
Resident	
  Office	
  

Heroin	
   Cocaine	
   PharmaceuBcals	
  
	
  
	
  

Methamphetamine	
   Marijuana	
  
	
  

Harrisburg	
  
Resident	
  Office	
  

Heroin	
   PharmaceuBcals	
   Cocaine	
   Crack	
  Cocaine	
   Marijuana	
  
	
  
	
  

Scranton	
  
Resident	
  Office	
  

Heroin	
   PharmaceuBcals	
   Cocaine	
   Methamphetamine	
   Marijuana	
  
	
  

Wilmington	
  
(DE)	
  Resident	
  
Office	
  

Heroin	
   PharmaceuBcals	
   Cocaine	
   Crack	
  Cocaine	
   Marijuana	
  
	
  



Heroin	
  Prices	
  by	
  Unit	
  Showing	
  Both	
  Low	
  and	
  High	
  Amounts	
  in	
  US	
  
CurrencyJuly-­‐December	
  2014	
  reporBng	
  period	
  	
  

Office	
   Bag	
  (.01-­‐.03g)	
   Gram	
   Ounce	
   Kilogram	
  
	
  

Philadelphia	
  
Division	
  
Office	
  
	
  

$10	
   $50-­‐$85	
   -­‐-­‐	
  
	
  

$55,000-­‐$63,000	
  

Pifsburgh	
  District	
  
Office	
  

$5-­‐$15	
   $150	
  
	
  

$2,000-­‐$3,000	
  
	
  

$50,000-­‐$80,000	
  
	
  
	
  

Allentown	
  Resident	
  
Office	
  
	
  

$10-­‐$15	
   $65	
  
	
  

-­‐-­‐	
   $65,000	
  

Harrisburg	
  Resident	
  
Office	
  
	
  

$10-­‐$15	
   $100-­‐$110	
   -­‐-­‐	
  
	
  

$55,000-­‐$65,000	
  

Scranton	
  Resident	
  
Office	
  

$5-­‐$10	
   $60-­‐$80	
   -­‐-­‐	
  
	
  

-­‐-­‐	
  

Wilmington	
  (DE)	
  
Resident	
  Office	
  

	
  

$10	
   $75-­‐$150	
   $2,100-­‐$6,000	
   -­‐-­‐	
  
	
  

Source:	
  DEA	
  Philadelphia	
  Division	
  



PharmaceuBcals	
  and	
  their	
  Prices	
  by	
  Unit	
  Showing	
  Both	
  Low	
  and	
  High	
  
Amounts	
  in	
  US	
  Currency	
  

Philadelphia	
  Office	
  



Emergency	
  Medical	
  Services	
  Responses	
  for	
  Overdose/
Accidental	
  Poisonings,	
  2014	
  

	
  836	
  	
   	
  844	
  	
  

	
  1,050	
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n=	
  11,745	
  

Source:	
  Philadelphia	
  Fire	
  Department,	
  EMS	
  



Ranking of the Frequency of Drugs Present in Toxicology 
Test Results for Drug-Related Overdose Decedents, 

Philadelphia, 2012-2013-2014  

Rank	
   Drug	
  Detected	
  
2014	
  

#	
   %	
   Drug	
  Detected	
  
2013	
  

#	
   %	
   Drug	
  Detected	
  
2012	
  

#	
   %	
  

1	
   Heroin	
   349	
   53	
   Heroin	
   257	
   52.0	
   Heroin/Morphine	
   287	
   57.7	
  

2	
   Cocaine	
   230	
   35.0	
   Cocaine	
   170	
   34.0	
   Cocaine	
   256	
   51.5	
  

3	
   Alprazolam	
   156	
   32.0	
   Alprazolam	
   156	
   32.0	
   Codeine	
   214	
   43.1	
  

4	
   Fentanyl	
   99	
   15.0	
   Oxycodone	
   90	
   18.0	
   Aprazolam	
   150	
   30.2	
  

5	
   Oxycodone	
   93	
   14.0	
   Oxazepam	
   65	
   13.0	
   Ethanol	
   145	
   29.2	
  

6	
   Diazepam	
   83	
   13.0	
   Diazepam	
   58	
   12.0	
   Oxycodone	
   124	
   24.9	
  

7	
   Oxazepam	
   79	
   12.0	
   Methadone	
   53	
   11.0	
   Diphenhydramine	
   77	
   15.5	
  

8	
   Oxymorphone	
   64	
   10.0	
   Oxymorphone	
   45	
   9.0	
   Methadone	
   77	
   15.5	
  

9	
   Methadone	
   62	
   9.0	
   PCP	
   29	
   6.0	
   Oxymorphone	
   72	
   14.5	
  

10	
   PCP	
   47	
   7.0	
   Fentanyl	
   24	
   5.0	
   Nordiazepam	
   72	
   14.5	
  

TOTAL	
   1420	
   947	
   1474	
  

Source:	
  Philadelphia	
  Medical	
  Examiner’s	
  Office	
  	
  







In	
  2014,	
  there	
  were	
  652	
  drug	
  intoxicaBon	
  
deaths	
  cerBfied	
  by	
  the	
  Medical	
  Examiner’s	
  

Office	
  (MEO)	
  
•  (627	
  accident,	
  1	
  homicide,	
  21	
  suicide,	
  and	
  3	
  undetermined).	
  	
  
•  Of	
  those	
  652	
  deaths,	
  toxicology	
  tesBng	
  was	
  performed	
  by	
  the	
  MEO	
  on	
  635	
  

cases.	
  The	
  ten	
  drugs	
  most	
  frequently	
  detected	
  amongst	
  the	
  intoxicaBon	
  
deaths	
  are	
  :	
  

–  Morphine/heroin	
  was	
  detected	
  in	
  350	
  cases,	
  	
  
–  Cocaine	
  with	
  273.	
  	
  
–  Fentanyl	
  was	
  detected	
  in	
  100	
  cases	
  of	
  intoxicaBon	
  deaths,	
  	
  
–  Oxycodone	
  was	
  detected	
  in	
  93	
  intoxicaBon	
  deaths.	
  	
  

•  Consistent	
  with	
  previous	
  years,	
  mortality	
  cases	
  with	
  the	
  presence	
  of	
  drugs	
  
are	
  suggesBve	
  of	
  high	
  poly-­‐drug	
  use	
  among	
  the	
  drug	
  using	
  populaBon	
  in	
  
Philadelphia.	
  

Na#onal	
  Drug	
  Early	
  Warning	
  System	
  (NDEWS),	
  Philadelphia	
  Sen#nel	
  Community	
  Site	
  
Drug	
  Use	
  Pa>erns	
  and	
  Trends,	
  2015,	
  	
  Suet	
  Lim,	
  Ph.D.	
  











www.ndews.org.	
  	
  



Deaths	
  of	
  the	
  Homeless	
  

•  There	
  were	
  296	
  deaths	
  of	
  individuals	
  
experiencing	
  homelessness	
  from	
  2009-­‐2014,	
  	
  
–  in	
  106	
  the	
  primary	
  cause	
  of	
  death	
  was	
  drugs	
  and/
or	
  alcohol;	
  	
  

–  in	
  an	
  addiBonal	
  27	
  deaths,	
  drugs	
  and/or	
  alcohol	
  
was	
  a	
  contribuBng	
  factor.	
  	
  	
  

– This	
  is	
  the	
  #1	
  cause	
  of	
  death	
  for	
  people	
  
experiencing	
  homelessness	
  in	
  Phila.	
  	
  

Office	
  of	
  SupporBve	
  Housing	
  City	
  of	
  Philadelphia	
  



October	
  2014,	
  The	
  Good	
  Samaritan	
  legislaBon	
  
(Act	
  139)	
  

•  Established	
  immunity	
  for	
  certain	
  drug	
  crimes	
  and	
  
provided	
  law	
  enforcement	
  new	
  tools	
  to	
  reduce	
  
fatality	
  rates	
  during	
  drug	
  overdoses.	
  	
  
–  The	
  new	
  act	
  provides	
  for	
  first	
  responders	
  (including	
  law	
  enforcement,	
  

fire	
  fighters,	
  EMS	
  or	
  other	
  organizaBons)	
  as	
  well	
  as	
  individuals	
  the	
  
ability	
  to	
  administer	
  naloxone,	
  a	
  life-­‐	
  saving	
  opioid-­‐overdose	
  anBdote.	
  	
  

–  Act	
  139	
  provides	
  immunity	
  from	
  prosecuBon	
  for	
  certain	
  drug	
  crimes	
  
for	
  individuals	
  who	
  seek	
  emergency	
  medical	
  help	
  when	
  a	
  friend	
  or	
  
companion	
  overdoses	
  on	
  drugs	
  

•  Act	
  139	
  will	
  encourage	
  people	
  to	
  quickly	
  report	
  overdoses	
  to	
  emergency	
  personnel	
  
without	
  fearing	
  legal	
  repercussions	
  



TREATMENT	
  SERVICES	
  
Access	
  To	
  Care	
  



	
  
Treatment	
  Services	
  Available	
  (approx.)	
  

In	
  a	
  city	
  of	
  over	
  1.5	
  mil	
  people	
  
Ø  Detoxification (Medically Managed/Monitored) (10 facilities /200 beds 

approx.) 

Ø  Hospital-Based (Medically Managed) Residential Rehabilitation         
(4 facilities / 20 beds approx.) 

Ø  Non-Hospital (Medically Monitored) Residential Rehabilitation                 
(62 facilities / 2058 beds approx.) 

Ø  Halfway House (6 facilities / 150 beds approx) 

Ø  Outpatient – Drug Free (72/ 8,000 slots approx.) 
 
Ø  Methadone (11 Providers operating 13 facilities/ 5,500 slots approx.) 

Ø  Intensive Outpatient (36 facilities /5,648 slots approx. ) 

All Level of Care determinations are made by using the Pennsylvania Client Placement Criteria (PCPC) 
for adults.  The American Society of Addiction Medicine (ASAM)  tool is used for adolescents.  

Programs providing any level of treatment services are licensed by the Pennsylvania Department of 
Health, Division of Drug and Alcohol Program Licensure.  





Challenge	
  of	
  the	
  Chronically	
  
Homeless	
  

•  Some	
  eight	
  ago	
  there	
  were	
  record	
  numbers	
  of	
  
those	
  idenBfied	
  as	
  chronically	
  homeless	
  
reported	
  on	
  the	
  streets	
  of	
  Philadelphia.	
  

•  Mayor’s	
  Ten	
  Year	
  Plan	
  to	
  End	
  Homelessness	
  
•  Many	
  of	
  those	
  chronically	
  homeless	
  met	
  the	
  
criteria	
  for	
  Medically	
  Monitored	
  ResidenBal	
  
Treatment.	
  
– Were	
  not	
  going,	
  not	
  staying,	
  	
  being	
  involuntarily	
  
discharged	
  or	
  being	
  denied	
  access.	
  	
  



The	
  Challenge	
  	
  
Tradi#onal	
  Treatment	
  Programs:	
  

•  RestricBve	
  entry	
  criteria	
  
•  Repressive	
  iniBaBons	
  
•  TreaBng	
  crisis,	
  images,	
  

behaviors	
  not	
  the	
  person	
  
•  Oqen	
  kicking	
  “disrupBve	
  

behavior	
  out	
  
•  Banning	
  from	
  returning	
  to	
  care	
  
•  Would	
  be	
  authorized	
  

inadequate	
  dosages	
  of	
  care	
  

The	
  Chronically	
  Homeless	
  

•  Culture	
  of	
  the	
  streets	
  conflicts	
  
with	
  generic	
  residenBal	
  
treatment	
  culture	
  

•  Recycling	
  in	
  acute	
  levels	
  of	
  care	
  
•  Doe’s	
  not	
  respond	
  well	
  to	
  

authority	
  
•  Will	
  need	
  mulBple	
  

opportuniBes	
  to	
  adjust	
  
•  Have	
  real	
  habilitaBon	
  needs	
  
•  Will	
  tend	
  to	
  gravitate	
  to	
  the	
  

predictable	
  



Journey	
  Of	
  Hope	
  	
  

AddicBon	
  Treatment	
  For	
  The	
  
Chronically	
  Homeless	
  



Recovery	
  Oriented	
  Response	
  	
  
•  Chronically	
  Homeless	
  ResidenBal	
  IniBaBve	
  

•  Reduce	
  Access	
  Barriers	
  	
  
•  Require	
  that	
  providers	
  allow	
  residents	
  to	
  return	
  regardless	
  
previous	
  AWOLS	
  

•  Retrain	
  staff	
  to	
  recovery	
  oriented	
  approach	
  and	
  encourage	
  them	
  
to	
  be	
  Change	
  Agents	
  

•  Open-­‐ended	
  lengths	
  of	
  stay	
  
•  Enhancement	
  of	
  housing	
  opBons	
  
•  Seek	
  Federal	
  Grant	
  to	
  expand	
  program	
  



The	
  Journey	
  of	
  Hope	
  Project	
  

•  Seven	
  treatment	
  programs	
  have	
  been	
  
transformed	
  to	
  provide	
  comprehensive,	
  
recovery-­‐oriented,	
  substance	
  abuse	
  and	
  
co-­‐occurring	
  treatment	
  services	
  to	
  
individuals	
  experiencing	
  prolonged	
  
homelessness	
  

•  These	
  seven	
  programs	
  are:	
  
–  Horizon	
  House	
  Susquehanna	
  Park	
  
–  Horizon	
  House	
  Susquehanna	
  Park	
  II	
  	
  
–  North	
  Philadelphia	
  Health	
  Systems	
  

(NPHS)	
  Miracles	
  in	
  Progress	
  II	
  Sanctuary	
  	
  
–  North	
  Philadelphia	
  Health	
  Systems	
  

(NPHS)	
  Miracles	
  in	
  Progress	
  I	
  
–  RHD	
  Womanspace	
  Philadelphia	
  
–  RHD	
  New	
  Start	
  II	
  
–  RHD	
  New	
  Start	
  I	
  (Halfway	
  House)	
  



Girard	
  Behavioral	
  Access	
  Center	
  
(BAC)	
  

Girard BAC – 8th and Girard 

Assessment center for Journey of 
Hope programs 



Horizon	
  House	
  Susquehanna	
  Park	
  

•  Offer	
  services	
  to	
  chronic	
  
homeless	
  men	
  

•  18	
  total	
  beds	
  
•  Primary	
  diagnosis	
  of	
  
substance	
  abuse	
  /	
  
substance	
  dependence	
  

•  Will	
  accept	
  clients	
  who	
  
also	
  present	
  with	
  mild	
  to	
  
moderate	
  mental	
  health	
  
issues	
  



Horizon	
  House	
  Susquehanna	
  Park	
  

• Long term, low demand 
residential program 
• Approximate length of stay of 6 to 
9 months (PCPC level 3-C) 

• Will most likely step down to New 
Start I Halfway House 

 



Horizon	
  House	
  Susquehanna	
  Park	
  II	
  

	
  
•  Designed	
  for	
  graduates	
  of	
  the	
  

Journey	
  of	
  Hope	
  Project	
  who	
  
may	
  have	
  relapsed	
  and	
  /	
  or	
  
are	
  struggling	
  in	
  their	
  housing	
  

•  Allows	
  for	
  opportunity	
  to	
  
regain	
  foundaBon	
  in	
  recovery,	
  
re-­‐connect	
  with	
  support	
  
network,	
  and	
  transiBon	
  back	
  
to	
  independent	
  living	
  before	
  
being	
  evicted,	
  etc.	
  

•  Approximate	
  length	
  of	
  stay	
  is	
  
1	
  to	
  3	
  months	
  



NPHS	
  –	
  Miracles	
  In	
  Progress	
  Sanctuary	
  
Program	
  

•  Offer	
  services	
  to	
  chronic	
  
homeless	
  men	
  

•  41	
  total	
  beds	
  	
  
–  Originally	
  16	
  beds	
  	
  
–  Recent	
  expansion	
  of	
  program	
  

and	
  addiBon	
  of	
  25	
  new	
  beds	
  

•  Primary	
  diagnosis	
  of	
  
substance	
  abuse	
  /	
  substance	
  
dependence	
  

•  Will	
  accept	
  clients	
  who	
  also	
  
present	
  with	
  moderate	
  to	
  
high	
  mental	
  health	
  issues	
  



NPHS	
  Miracles	
  in	
  Progress	
  	
  

• Long term, low demand 
residential program 
• Approximate length of stay of 6 
to 9 months (PCPC level 3-C) 

• Will most likely step down to 
New Start I Halfway House 



NPHS	
  Miracles	
  in	
  Progress	
  
Sanctuary	
  Program	
  



Womanspace	
  Philadelphia	
  

–  10	
  female	
  beds	
  
–  Offers	
  services	
  to	
  
chronically	
  homeless	
  
females	
  with	
  substance	
  
abuse	
  /	
  dependence	
  and	
  
co-­‐occurring	
  mental	
  
health	
  issues	
  	
  

–  Transformed	
  and	
  re-­‐
opened	
  to	
  service	
  
chronically	
  homeless	
  
populaBon	
  on	
  May	
  1st,	
  
2008	
  



Womanspace	
  Philadelphia	
  

• Long Term, Low Demand Residential 
Substance Abuse Treatment  

•  Approximate length of stay of 6 months 
to 1 year 



RHD	
  New	
  Start	
  II	
  

–  16	
  male	
  beds	
  
–  Offers	
  services	
  to	
  
chronically	
  homeless	
  
males	
  with	
  substance	
  
abuse	
  /	
  dependence	
  and	
  
co-­‐occurring	
  mental	
  
health	
  issues	
  	
  

–  Re-­‐opened	
  on	
  July	
  1st,	
  
2008	
  to	
  service	
  chronically	
  
homeless	
  individuals	
  



RHD	
  New	
  Start	
  II	
  

•  Long-­‐term,	
  low	
  demand	
  
residenBal	
  substance	
  
abuse	
  treatment	
  program	
  

•  Approximate	
  length	
  of	
  
stay	
  of	
  6	
  to	
  9	
  months	
  

•  Will	
  most	
  likely	
  step-­‐
down	
  to	
  RHD	
  New	
  Start	
  I	
  
(Halfway	
  House)	
  

	
  



RHD	
  New	
  Start	
  II	
  



RHD	
  New	
  Start	
  I	
  Halfway	
  House	
  

•  Transformed	
  program	
  and	
  re-­‐
opened	
  on	
  10-­‐5-­‐09	
  

•  Licensed	
  substance	
  abuse	
  
treatment	
  program	
  
–  Not	
  a	
  recovery	
  house	
  	
  
–  Not	
  a	
  transiBonal	
  living	
  facility	
  

•  PCPC	
  Level	
  2-­‐B	
  Level	
  of	
  Care	
  
•  Long-­‐term,	
  low	
  demand	
  

residenBal	
  
•  Approximate	
  length	
  of	
  stay	
  of	
  

3	
  to	
  6	
  months	
  
	
  



What	
  is	
  the	
  difference	
  between	
  a	
  halfway	
  house	
  
and	
  a	
  recovery	
  house?	
  

•  Halfway	
  Houses:	
  
•  A	
  halfway	
  house	
  is	
  a	
  licensed	
  level	
  of	
  

care	
  	
  
–  PCPC	
  2-­‐B	
  Level	
  of	
  Care	
  

•  Obtain	
  this	
  license	
  via	
  Department	
  of	
  
Health	
  (DOH)	
  and	
  Bureau	
  of	
  Drug	
  and	
  
Alcohol	
  Programs	
  (BDAP)	
  

•  Licensed	
  /	
  credenBaled	
  treatment	
  
services	
  are	
  provided	
  on	
  site	
  

•  Contract	
  with	
  local	
  funding	
  agencies	
  
(i.e.	
  CBH	
  /	
  BHSI)	
  for	
  client	
  stay	
  

•  Client	
  does	
  not	
  pay	
  rent	
  or	
  client	
  fees	
  
•  Examples:	
  

–  RHD	
  New	
  Start	
  I	
  
–  Gaudenzia	
  Re-­‐Entry	
  
–  Self-­‐Help	
  	
  
–  Good	
  Friends	
  
–  Libertae	
  
–  Gaudenzia	
  
	
  	
  	
  	
  	
  Washington	
  House	
  

•  Recovery	
  Houses:	
  
•  There	
  is	
  no	
  such	
  thing	
  as	
  a	
  “recovery	
  

house	
  license”	
  
•  Clean	
  and	
  sober	
  living	
  arrangement	
  
•  Very	
  lifle	
  is	
  needed	
  to	
  open	
  a	
  

recovery	
  house	
  	
  
–  Zoned	
  for	
  Rooming	
  House	
  or	
  

Boarding	
  House	
  
–  Rooming	
  House/	
  Boarding	
  House	
  

License	
  	
  
–  CerBficate	
  of	
  Occupancy	
  

•  Individuals	
  generally	
  afend	
  
outpaBent	
  or	
  intensive	
  outpaBent	
  
treatment	
  while	
  living	
  in	
  a	
  recovery	
  
house	
  

–  OutpaBent	
  (PCPC	
  1-­‐A	
  LOC)	
  
–  Intensive	
  OP	
  (PCPC	
  1-­‐B	
  LOC)	
  

•  Lifle	
  to	
  no	
  regulaBon	
  in	
  recovery	
  
house	
  system	
  



RHD	
  New	
  Start	
  I	
  Halfway	
  House	
  



Street Outreach 
Teams

Is Eligible for 
Treaatment

North Philadelphia 
Health System

Initial Screening 
and Evaluation

Meets criteria 
for treatment

Connections 
Staff Screening

Outreach and 
Screen NPHS 

Miracles In 
Progress II
(16 beds)

Horizon House  
Susquehanna 

Park
(18 beds)

Elevated
Medical/Mental

Acuity

Min to no 
Med/Mental

Risk

Generic D&A Tx 
Programs

If willing and 
appropriate

Basic Data 
Collected

Safe Haven

OSH Shelters

New Start II 
(16 male beds)

WomanSpace 
(10 female beds)

Homeless Cafes

New Start 1 
Halfway House
(29 male beds)



Long	
  Term,	
  Low	
  Demand	
  Treatment	
  

•  What	
  does	
  long	
  term	
  treatment	
  
mean?	
  
–  In	
  this	
  case	
  it	
  means	
  6	
  months	
  to	
  a	
  

year	
  of	
  conBnuous	
  inpaBent	
  
treatment	
  	
  

–  Generally	
  not	
  offered	
  in	
  substance	
  
abuse	
  treatment	
  in	
  Philadelphia	
  

–  Focuses	
  on	
  habilitaBon	
  versus	
  
rehabilitaBon	
  

–  “Includes	
  24-­‐hour	
  professionally	
  
directed	
  evaluaBon,	
  care,	
  and	
  
treatment	
  for	
  addicted	
  clients	
  in	
  
chronic	
  distress,	
  whose	
  addicBon	
  
symptomatology	
  is	
  demonstrated	
  
by	
  severe	
  impairment	
  of	
  social,	
  
occupaBonal,	
  or	
  school	
  
funcBoning”	
  	
  -­‐PCPC	
  2nd	
  ed.	
  

•  What	
  does	
  low	
  demand	
  mean?	
  
–  In	
  this	
  case	
  it	
  means	
  a	
  much	
  less	
  

structured,	
  at	
  least	
  iniBally	
  for	
  
most	
  clients,	
  than	
  they	
  may	
  be	
  
accustomed	
  to	
  at	
  other	
  
substance	
  abuse	
  treatment	
  
programs	
  

–  “MeeBng	
  the	
  client	
  where	
  they	
  
are	
  at”	
  

–  If	
  the	
  client	
  wants	
  to	
  take	
  it	
  slow,	
  
we	
  take	
  it	
  slow	
  

–  Services	
  offered	
  in	
  a	
  “Menu”	
  
format	
  –	
  clients	
  pick	
  from	
  the	
  
menu	
  of	
  services	
  

–  Highly	
  individualized	
  treatment	
  	
  
–  Allowing	
  clients	
  Bme	
  to	
  become	
  

oriented	
  to	
  the	
  treatment	
  sexng	
  
–  Allowing	
  for	
  ambivalence	
  to	
  

change	
  
	
  



Service Dimension Treatment as Usual (as reported from past 
treatment) 

Journey of Hope Project Sites   

Attraction/Timing of 
Treatment Seeking 

Passive:  Response to medical/
psychiatric/legal crisis; use of 
addiction treatment for 
emergency housing 

Assertive:  Treatment/Recovery 
priming through prolonged 
outreach to people not initially 
interested in treatment/recovery 

Access Delayed:  waiting lists; denial for 
lack of ID; denial based on 
multiple prior admissions 

Immediate:  Placed within 3-5 hours 
of expressed interest in 
treatment; no ID required for 
admission 

Early Engagement High attrition:  high risk of 
leaving against staff advice 
(ASA) and administrative 
discharge (AD) for rule 
violations  

Low attrition:  Total focus on 
relational engagement; service 
partnership; personalization of 
degree of service structure; no 
discharge for alcohol/drug use 
(except use onsite); episode of 
use followed by increased 
supports; all ASA and AD 
discharges clinically staffed; 
newcomers visited by program 
graduates. 

Comparisons	
  Between	
  TradiRonal	
  Treatment	
  
and	
  The	
  Journey	
  of	
  Hope	
  Project	
  



Assessment and 
Service 
Planning 

Pathology-based:  Focus 
on diagnosis, level 
of care placement 
and problems list as 
fulcrum for service 
planning; 
assessment an 
intake function; 
results in 
professionally-
directed treatment 
plan; Program 
(service menu)-
focused; 

addiction the primary 
focus 

Aspiration- and asset-focused; 
continual assessment based on any change in clinical status or expressed 

service needs; more focused on lifestyle reconstruction than clinical 
pathology; client-directed recovery plans; highly individualized; focus 
on balanced resolution of multiple co-occurring problems 

Composition of 
Service Team 

Professionalized, 
multidisciplinary 
staff 

Greater inclusion of recovering people (50-60%, including those with prior 
homelessness and staff who came through one of the pilot sites and 
were trained as peer specialists) and indigenous healers within the 
community (e.g., sponsors, clergy, alumni/volunteers); greater 
inclusion of staff with prior experience with homeless population   

Service 
Relationships 

Focus on professional 
authority (screen, 
assess, diagnose, 
treat, discharge) 

Focus on long-term recovery partnership; emphasis on client choice; 
minimization of authority/rules unless requested by the client; 
coaching more than counseling; continuity of contact in a primary 
recovery support relationship (an individual or small recovery support 
team)  

Service Dose Ever-briefer acute 
episodes 

6 months to1 year of active involvement 



Service Scope Limited ancillary supports Broader services aimed at identity and 
lifestyle reconstruction, e.g., ID, clothing, 
medical/dental; permanent housing 
assistance, GED, employment coaching 

Linkage to Communities of 
Recovery  

Passive:  verbal encouragement 
to attend; attendance at onsite 
meetings 

Assertive:  Personalized linkage to a 
person/group; emphasis on relationship 
with home group and sponsor; 
management of obstacles to participation; 
emphasis on participation in groups within 
the natural community; involvement in 
Philadelphia Recovery Community Center 
and local recovery celebration events; 
linkage to peer-facilitated recovery 
workshops 

Post-treatment monitoring/
support and early re-intervention 

Access to continued care 
contingent on “graduation”;  
continued care following 
formal treatment limited to 
weeks of scheduled groups or 
PRN counseling;  
responsibility for continued 
contact rests with the client. 

Open door drop-in policy; regular alumni 
groups; 1 year of assertive post-treatment, 
in-home monitoring by case manager 
regardless of discharge status; 
responsibility for continued contact 
resides with the staff/volunteers; 
saturation of support during early 
community re-entry 



What’s	
  Different?:	
  Recovery	
  Oriented	
  
IntervenRons	
  

•  AsserBve	
  outreach	
  approaches	
  uBlized	
  to	
  encourage	
  admission	
  into	
  treatment	
  	
  
•  Low	
  threshold	
  for	
  admission	
  i.e.	
  no	
  I.D.	
  required,	
  no	
  waitlist,	
  limited	
  assessment	
  needed	
  
•  Highly	
  individualized	
  programming	
  and	
  treatment	
  planning	
  
•  Allow	
  for	
  ambivalence	
  to	
  change	
  	
  
•  Less	
  structured	
  program	
  –	
  “Menu”	
  of	
  services	
  
•  “Low	
  demand,	
  but	
  not	
  low	
  expectaBons”	
  
•  ParBcipants	
  can	
  pick	
  what	
  they	
  want	
  to	
  afend	
  and	
  what	
  they	
  want	
  to	
  work	
  on	
  	
  
•  ParBcipants	
  are	
  not	
  discharged	
  for	
  relapsing	
  
•  ParBcipants	
  who	
  leave	
  program	
  “AWOL”	
  or	
  “AFA	
  /	
  AMA”	
  are	
  allowed	
  to	
  be	
  re-­‐admifed	
  to	
  program;	
  Outreach	
  is	
  

contacted	
  to	
  re-­‐engage	
  parBcipant	
  in	
  the	
  street	
  
•  Programs	
  embrace	
  and	
  support	
  what	
  is	
  important	
  to	
  parBcipant,	
  including	
  acBviBes	
  outside	
  of	
  the	
  facility	
  
•  Longer	
  length	
  of	
  stay	
  in	
  treatment	
  allowing	
  for	
  stronger	
  foundaBon	
  in	
  recovery	
  and	
  acquisiBon	
  of	
  coping	
  skills	
  
•  Availability	
  of	
  housing	
  resources	
  /	
  opportuniBes	
  upon	
  	
  compleBon	
  from	
  project	
  
•  Strengths-­‐based	
  approach	
  to	
  treatment	
  planning	
  	
  
•  ParBcipants	
  write	
  their	
  own	
  recovery	
  plan	
  
•  Heavy	
  emphasis	
  on	
  peer	
  to	
  peer	
  support	
  and	
  use	
  of	
  Peer	
  Specialists	
  
•  Emphasis	
  on	
  life	
  skills/	
  skill	
  building	
  in	
  preparaBon	
  for	
  permanent	
  supporBve	
  housing	
  
•  Create	
  opportuniBes	
  for	
  educaBonal,	
  vocaBonal,	
  and	
  employment	
  goals;	
  resources	
  for	
  supported	
  employment	
  	
  
•  Enhanced	
  medical	
  services	
  integrated	
  into	
  program	
  and	
  /	
  or	
  connecBon	
  to	
  medical	
  services	
  
•  Use	
  of	
  evidence	
  based	
  pracBces	
  i.e.	
  MoBvaBonal	
  Interviewing,	
  CBT,	
  Trauma	
  Informed	
  (TREM,	
  Sanctuary),	
  DBT,	
  

etc.	
  	
  
•  Comprehensive	
  support	
  and	
  follow	
  up	
  for	
  parBcipants	
  when	
  they	
  complete	
  the	
  inpaBent	
  tx	
  aspect	
  of	
  the	
  project	
  

i.e.	
  connecBons	
  to	
  IOP	
  /	
  OP,	
  case	
  management,	
  peer	
  specialist	
  services,	
  Mobile	
  Psychiatric	
  RehabilitaBon	
  
Services	
  (MPRS),	
  tenant	
  service	
  liaison,	
  alumni	
  groups,	
  recovery	
  support	
  groups,	
  etc.	
  	
  



Key	
  Concepts	
  
•  MoBvaBonal	
  Interviewing	
  

–  Building	
  moBvaBon	
  for	
  change	
  
–  Resolving	
  ambivalence	
  
–  Strengthening	
  commitment	
  
–  NegoBaBng	
  a	
  treatment	
  plan	
  

•  Recovery	
  Management	
  
–  Low	
  Threshold	
  for	
  admission	
  
–  Emphasis	
  on	
  pre-­‐acBon	
  stages	
  of	
  

change	
  
–  Strengths-­‐based	
  approach	
  
–  ConsBtuent	
  driven	
  recovery	
  plan	
  
–  	
  Focus	
  on	
  service	
  and	
  support	
  menus	
  
–  High	
  degree	
  of	
  individualizaBon	
  
–  Inclusion	
  of	
  peer	
  specialists	
  

•  Modified	
  TherapeuBc	
  Community	
  
–  Community	
  as	
  the	
  key	
  agent	
  of	
  change	
  
–  InteracBon	
  of	
  staff	
  and	
  clients	
  to	
  

influence	
  axtudes,	
  percepBons,	
  and	
  
behaviors	
  associated	
  with	
  D&A	
  use	
  



The	
  Road	
  to	
  Self-­‐Sufficiency	
  

•  ConnecBons	
  to	
  case	
  management	
  
services	
  via	
  both	
  drug	
  and	
  alcohol	
  
and	
  mental	
  health	
  systems	
  for	
  
conBnued	
  support	
  
–  New	
  Homeless	
  Engagement	
  

Intensive	
  Case	
  Management	
  Grant	
  
(HEICMs)	
  

•  UBlizing	
  local	
  recovery	
  and	
  
transiBonal	
  housing	
  programs	
  

•  UBlizing	
  subsidized	
  supported	
  
housing	
  programs	
  	
  
–  PHA	
  Housing	
  Choice	
  Voucher	
  

Program	
  
–  Shelter	
  Plus	
  Care	
  
–  Project	
  Home	
  SIL	
  /	
  SRO	
  Units	
  
–  1260	
  Housing	
  
–  Other	
  SIL	
  /	
  SRO	
  Programs	
  



Challenges	
  
•  Relapse	
  

–  In	
  a	
  recovery-­‐oriented	
  environment,	
  the	
  immediate	
  response	
  
is	
  no	
  longer	
  discharge	
  

–  But	
  what	
  is	
  the	
  most	
  therapeuBc	
  response	
  to	
  relapse?	
  
–  What	
  occurs	
  when	
  what	
  is	
  therapeuBc	
  for	
  the	
  individual	
  is	
  

not	
  therapeuBc	
  for	
  the	
  community?	
  
•  AWOL’s	
  

–  Effect	
  on	
  the	
  community	
  (regardless	
  of	
  relapse)	
  
•  Resistance	
  to	
  Treatment	
  

–  Maintaining	
  staff	
  morale	
  
–  Working	
  via	
  MoBvaBonal	
  Interviewing	
  to	
  move	
  client	
  across	
  

stages	
  of	
  change	
  	
  
•  Medical	
  complicaBons	
  

–  High	
  degree	
  due	
  to	
  length	
  of	
  Bme	
  street	
  homeless	
  
•  Lack	
  of	
  I.D.	
  

–  Issues	
  related	
  to	
  acquiring	
  medical	
  insurance	
  and	
  benefits	
  



For	
  Eligibility,	
  Openings,	
  Outcomes,	
  and	
  Status	
  of	
  the	
  DBH	
  Journey	
  of	
  
Hope	
  Project….	
  

Please	
  contact	
  Timothy	
  Sheahan	
  at	
  215-­‐599-­‐5178	
  or	
  Tsheahan@pmhcc.org	
  
Or	
  Dr.	
  Marcella	
  Maguire	
  at	
  215-­‐685-­‐5419	
  or	
  	
  

Marcella.maguire@phila.gov	
  
	
  



The	
  Journey	
  of	
  Hope	
  Project	
  

•  121	
  beds	
  
•  7	
  programs:	
  RHD/Womanspace,	
  RHD/New	
  Start	
  I	
  
and	
  New	
  Start	
  II,	
  NPHS/Miracles	
  in	
  Progress	
  I	
  and	
  
II,	
  Horizon	
  House/Susquehanna	
  Park	
  

•  Cost:	
  $4.7	
  million	
  annually	
  



The	
  Journey	
  of	
  Hope	
  Project:	
  Outcomes	
  
•  NaBonal	
  Treatment	
  CompleBon	
  rates	
  are	
  

41%	
  for	
  ANY	
  addicBon	
  treatment	
  admission,	
  
per	
  TEDS	
  data,	
  2006	
  

	
  
•  For	
  CY	
  2008	
  

–  41%	
  Treatment	
  compleBon	
  rate	
  
–  Average	
  length	
  of	
  stay=	
  135	
  days	
  

•  For	
  CY	
  2009	
  
–  48	
  %	
  Treatment	
  compleBon	
  rate	
  
–  Average	
  length	
  of	
  stay=	
  156	
  days	
  

•  For	
  CY	
  2010	
  
–  51%	
  Treatment	
  compleBon	
  rate	
  
–  Average	
  length	
  of	
  stay=	
  149	
  days	
  

•  For	
  CY	
  2011	
  
–  53%	
  Treatment	
  compleBon	
  rate	
  	
  
–  Average	
  length	
  of	
  stay=	
  123	
  days	
  

•  For	
  CY	
  2012	
  
–  70.1%	
  Treatment	
  compleBon	
  rate	
  
–  Average	
  length	
  of	
  stay=	
  118	
  days	
  

•  For	
  CY	
  2013	
  
–  67.2	
  %	
  Treatment	
  compleBon	
  rate	
  
–  Average	
  length	
  of	
  stay=111	
  days	
  

•  For	
  CY	
  2014	
  
–  80.5%	
  Treatment	
  compleBon	
  rate	
  
–  Average	
  length	
  of	
  stay=	
  149	
  days	
  

	
  

	
  

	
  
	
  
	
  
	
  
	
  


