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Scope of Audit

Audit Observations
and Conclusions

Executive Summary

Office Of Alcoholism And Substance Abuse Services
Alcoholism Inpatient Rehabilitation Programs

The Office of Alcoholism and Substance Abuse Services (OASAS) operates 13
Alcoholism Treatment Centers (ATCs) that provide inpatient rehabilitation
services, and oversees 22 other non-hospital-based alcoholism inpatient
rehabilitation programs operated by voluntary and proprietary organizations.
Alcoholism inpatient rehabilitation is an intensive program for clients who
require evaluation and treatment services in a highly structured inpatient setting.
Treatment generally consists of a combination of group and individual
counseling sessions, as well as recreational and other issue-specific sessions,
which are held in a structured environment.  The 35 alcoholism inpatient
rehabilitation programs have annual operating costs of about $100 million, and
serve in excess of 16,000 clients annually.

As part of its operation and oversight of alcoholism inpatient rehabilitation
programs, OASAS is responsible for issuing operating licenses to these programs,
based on compliance with minimum requirements established in OASAS
regulations.  An operating license specifies a program’s maximum certified
capacity during the scope of the license.  The ATCs are under the direct control
and management of OASAS.  The voluntary and proprietary programs operate
more autonomously, but still must meet OASAS operating requirements.

Our audit addressed the following question relating to the alcoholism inpatient
rehabilitation programs overseen and operated by OASAS during the period
January 1, 1994 through December 31, 1996:

! Are program resources being used efficiently, considering such factors
as the types of clients served, utilization rates, and cost of treatment?

We observed that the types of clients treated in the ATCs are comparable to
those treated in the voluntary and proprietary programs, that there is a potential
for additional physical capacity at some programs, and that there are wide
variations in the costs of providing treatment among the programs.  Based on
these observations, we believe that the alcoholism inpatient rehabilitation
program resources can be used more efficiently.

It appears that the treatment capabilities of the voluntary and proprietary
programs are the same as the ATCs.  They provide similar treatment services,
serve clients with comparable demographic characteristics, such as age and
education, and are able to treat clients with severe addictions.  (See pp. 5-7)

OASAS officials indicate that about 22 percent of the individuals in the State
who need alcoholism inpatient rehabilitation services are not able to be served
with existing resources.  However, we found that there is additional physical
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OASAS Officials

space available at some voluntary and proprietary programs, which could be used
to increase the capacity for inpatient rehabilitation programs.  We determined
that eight programs have additional space to increase capacity by a total of more
than 200 beds.  In addition, we found that there is a wide range in the average
utilization rates of the individual inpatient rehabilitation programs, indicating
the possibility that some programs may be underutilized.  Given the extent of the
unmet need, we believe that OASAS should actively explore the potential for
additional services by increasing capacity at those programs with the capability,
and investigating causes of apparent low utilization.  (See pp. 7-9)

We also found there are large variances in the average cost of treatment provided
by the programs, ranging from a low of $2,775 per treatment episode to a high
of $13,543 per treatment episode.  In general, regardless of the geographic
location, the OASAS-operated ATCs have higher costs per treatment episode
than the voluntary and proprietary programs, with 11 of the 12 programs with the
highest costs per treatment episode being ATCs.  OASAS officials stated that the
ATCs’ costs per treatment were higher during our audit period because six ATCs
that were targeted for closing in the Governor’s 1995-96 budget proposal
stopped serving patients for short periods of time during 1995.  We also
examined the impact of the length of stay on costs and found that there is a wide
range in the average length of stay at the individual inpatient rehabilitation
programs, with the ATCs generally having longer lengths of stay than voluntary
and proprietary programs.  OASAS needs to investigate the variations in both the
costs and the length of stay among programs to determine ways of delivering
services in the most efficient manner. (See pp. 9-15)

OASAS officials indicate that they are in general agreement with the audit
recommendations in terms of their conceptual intent to assist OASAS in assuring
the economy and efficiency of the State’s overall inpatient alcoholism
rehabilitation treatment system.  However, they take strong exception to the
audit’s findings and conclusions regarding the types of individuals treated at the
ATCs, in comparison to those at the non-State operated programs, and the
economy and efficiency of the ATCs.
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Background

Introduction

The Office of Alcoholism and Substance Abuse Services (OASAS) operates 13
Alcoholism Treatment Centers (ATCs) that provide inpatient rehabilitation
services, and oversees 22 other non-hospital-based alcoholism inpatient
rehabilitation programs operated by voluntary and proprietary organizations.
Alcoholism inpatient rehabilitation is an intensive program for clients who
require evaluation and treatment services in a highly structured inpatient
setting.  The program is medically supported and provides alcohol abuse
education and counseling services for the significant others of alcoholic clients.
The program is appropriate for clients prior to a referral to a community
residence, or as their sole form of residential care.  Treatment generally
consists of a combination of group and individual counseling sessions, as well
as recreational and other issue-specific sessions, which are held in a structured
environment.

As part of the operation and oversight of alcoholism inpatient rehabilitation
programs, OASAS is responsible for issuing operating licenses to these
programs, based on compliance with minimum requirements established in
OASAS regulations.  An operating license specifies a program’s maximum
certified capacity during the scope of the license.  The ATCs are under the
direct control and management of OASAS.  The voluntary and proprietary
programs operate more autonomously, but still must meet the established
operating requirements.

The 35 alcoholism inpatient rehabilitation programs have annual operating
costs of about $100 million, and serve in excess of 16,000 clients annually.
In January 1995, the Governor’s 1995-96 budget proposed that OASAS close
six ATCs serving an estimated 1,500 individuals annually, stating that clients
would instead be referred to programs operated by voluntary and proprietary
providers which have ample capacity.  The 1995-96 budget that was enacted
did not close any of the 13 ATCs; however, the six ATCs originally targeted
did not serve patients for short periods of time during 1995 in anticipation of
their possible closure.  The 1996-97 Executive Budget did not recommend any
reduction in ATC program capacity.

According to a report by the Division of Alcoholism and Alcohol Abuse
(DAAA), a predecessor agency to OASAS, the ATCs were originally
established under the direction of the Office of Mental Health (OMH), and
were located on the grounds of 19 OMH psychiatric centers.  The
responsibility for these facilities was transferred to DAAA upon its creation in
1978.  These facilities provided a wide variety of services, based on the needs
of the service areas.  With the expansion of other community-based services in
the early 1980s, a number of these facilities closed until 13 remained.  During
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Audit Scope,
Objective and
Methodology

this period, DAAA redefined the mission of the ATCs to provide
predominately inpatient rehabilitation services.  The 1980s also saw a growth
of voluntary and proprietary inpatient rehabilitation programs.  However, many
of these programs did not accept Medicaid clients, which was the population
traditionally served by the ATCs.  This resulted in the ATCs serving primarily
those individuals who had Medicaid or no insurance, while the voluntary and
proprietary programs served primarily those individuals with third-party
insurance.

We audited certain aspects of the alcoholism inpatient rehabilitation programs
overseen and operated by OASAS for the period January 1, 1994 through
December 31, 1996.  The primary objective of our performance audit was to
compare the operations of the State-operated ATCs to the operations of the
voluntary and proprietary programs, to determine whether the alcoholism
inpatient rehabilitation programs’ resources are being used efficiently,
considering such factors as types of clients served by the various programs, the
utilization rates of existing programs, and cost of treatment incurred by the
various programs.  To accomplish this objective, we reviewed and evaluated
OASAS’ operating policies and procedures, interviewed appropriate OASAS
and alcoholism inpatient rehabilitation program staff, reviewed, but did not
verify, operating reports, and reviewed select treatment case files.

We conducted our audit in accordance with generally accepted government
auditing standards.  Such standards require that we plan and perform our audit
to adequately assess those operations of OASAS that are included within our
audit scope.  Further, these standards require that we understand OASAS’
internal control structure and its compliance with applicable laws, rules and
regulations that are relevant to the operations included in our audit scope.  An
audit includes examining, on a test basis, evidence supporting transactions
recorded in the accounting and operating records and applying such other
auditing procedures as we consider necessary in the circumstances.  An audit
also includes assessing the estimates, judgments, and decisions made by
management.  We believe that our audit provides a reasonable basis for our
findings, conclusions, and recommendations.

We use a risk-based approach when selecting activities to be audited.  This
approach focuses our audit efforts on those operations that have been identified
through a preliminary survey as having the greatest probability for needing
improvement.  Consequently, by design, finite audit resources are used to
identify where and how improvements can be made.  Thus, little audit effort
is devoted to reviewing operations that may be relatively efficient or effective.
As a result, our audit reports are prepared on an “exception basis.”  This



3

Response of OASAS
Officials to Audit

report, therefore, generally highlights those areas needing improvement and
does not address activities that may be functioning properly.

A draft copy of this report was provided to OASAS officials for their review
and comment.  Their comments have been considered in preparing this report
and included as Appendix B.

Within 90 days after final release of this report, as required by Section 170 of
the Executive Law, the Commissioner of the Office of Alcoholism and
Substance Abuse Services shall report to the Governor, the State Comptroller,
and the leaders of the Legislature and fiscal committees, advising what steps
were taken to implement the recommendations contained herein, and where
recommendations were not implemented, the reasons therefor.
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Types of Individuals
Served

Efficiency of Operations
We reviewed the operations of the 13 ATCs and 17 of the 22 voluntary and
proprietary programs (five voluntary and proprietary providers did not provide
us with the necessary data) to assess whether program resources are used
efficiently in providing services to clients.  Our audit focused on the types of
clients served, utilization of the programs, and the cost of treatment.  We
observed that the clients treated in the ATCs are comparable to those treated
in the voluntary and proprietary programs, that there is a potential for
additional physical capacity at some programs, and that there are wide
variations in the costs of providing treatment among the programs.

Based on these observations, we believe that the alcoholism inpatient
rehabilitation resources available can be used more efficiently by increasing the
capacity of those programs that operate most efficiently.  We also identified
several issues that need to be explored more thoroughly by OASAS to help
provide these services more efficiently.

Based on data provided to us by OASAS concerning all ATCs and voluntary
and proprietary programs, and our review of program descriptions, activities,
and operating requirements, we have concluded that the characteristics and
demographics of the clients served are comparable between the two types of
programs.  Our examination of a sample of client files made during visits to
selected ATCs and proprietary programs confirmed this conclusion.  These
programs all treat a variety of clients with special treatment needs, such as
mentally-ill clients and pregnant women.  Regardless of the type of inpatient
rehabilitation program, the average age of the clients served at each facility
ranges from 33 to 35; the average level of education completed is eleventh
grade; 60 percent to 87 percent of clients have had legal problems; and 80
percent to 97 percent of the clients have received prior alcoholism treatment
services, with an average of 2.8 to 4.3 prior treatment episodes.  Also, 23
percent to 34 percent of the clients have had prior treatment for psychiatric
illness, although one of the proprietary programs we visited had as many as 51
percent of its clients with prior psychiatric treatment.

OASAS gathers data on each client admitted to a treatment program, and uses
this data to calculate an indicator for the level of client dysfunction.  This
indicator is used to ascertain the severity of an individual’s alcoholism
addiction, and could also reflect the degree of treatment services needed.
OASAS has determined that certain factors have an effect on how severely
addicted clients are and reflect the degree of treatment services the individuals
may need.  These include whether individuals: are employed, live with family,
have a high school diploma or graduate equivalency degree education, receive
public assistance, are homeless or institutionalized, have criminal-justice
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Capacity and
Utilization Rates

problems, have mental illness, use drugs through injection, use a combination
of drugs, and abuse drugs in addition to alcohol.

OASAS officials indicate that the ATCs treat a higher percentage of severely
addicted clients than voluntary and proprietary programs, particularly those
affected by three of the ten indicators of severity: homelessness,  mental illness
and a lack of income.  They state that these clients have different service
needs and that the voluntary and proprietary programs are not able to serve
these needs as readily as the ATCs.  Because OASAS does not place greater
emphasis on any specific indicators when assessing severity, we did not
examine the prevalence of individual indicators.  However, OASAS officials
provided us with data which indicates the average level of client severity and
the percentage of clients with high severity for each inpatient rehabilitation
program during 1993, 1994 and 1995.

Based on our analysis of this data, we agree that when viewed as a group,
ATCs serve a higher percentage of clients with more severe addictions than do
the other programs.  However, this does not mean that individual voluntary and
proprietary programs are incapable of meeting the needs of these clients.  In
fact, OASAS’ data shows that every program serves some clients who have
high levels of addiction severity.  Furthermore, some individual programs serve
a higher proportion of severely addicted clients than do the ATCs. Of the five
inpatient rehabilitation programs that serve the highest percentage of clients
with severity, the top three are voluntary or proprietary programs.  
The important point is not which group of programs serves that greatest
proportion of which clients, but rather that there is little reason for distinction
between the groups.  In the past, ATCs served those with the most severe
addiction and the least ability to pay.  Now, voluntary and propriety programs
are serving the same clientele, sometimes even to a greater extent than the
ATCs.  Absent information to suggest that the quality of the programs is
different, OASAS should view each program as part of the system as a whole,
rather than two distinct programs.

We reviewed the certification licenses maintained in OASAS’ central office
for all alcoholism inpatient rehabilitation programs in operation during the
period January 1, 1994 through March 31, 1996, and determined the certified
capacity for each program during this period.  We also contacted the 17
voluntary and proprietary inpatient rehabilitation programs to ascertain the
amount of physical space available at each program, in addition to the certified
capacity.  Our objective was to determine the extent that these programs could
potentially increase their capacity, without the need for extensive capital
improvements.
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We were told that the total amount of potential increased capacity for inpatient
rehabilitation programs is in excess of 200 beds, which is available from a total
of eight providers.  This additional space is exclusive of additional space
currently used by the providers for other programs.  For example, a proprietary
program in the Northeastern region has a certified capacity of 71 beds.
Program officials told us that there was sufficient space at the facility for up
to 225 beds.  However, the provider operates other programs such as
detoxification and substance abuse treatment, which require about 79 beds.
Therefore, the net potential additional space for alcoholism rehabilitation that
this program could provide would be 75 beds (225 total less 71 currently
certified, less 79 beds used for other programs).

We also determined the utilization rates of each program over a two-year
period (fiscal years 1994-95 and 1995-96 for ATCs and calendar years 1994
and 1995 for the voluntary and proprietary programs), based on certified
capacity and number of patient days of service provided.  We found that there
is a wide range in the average utilization rates of the individual inpatient
rehabil itation programs for the two-year period.  For example, a proprietary
program in the Long Island region averaged 34 percent utilization during 1994
and 1995, while a proprietary program in the Mid-Hudson region averaged 97
percent utilization during that period.  Of the 30 programs reviewed, 23 had
an average utilization rate for the two-year period of less than 90 percent.
OASAS officials generally view a program with a utilization rate of 90 percent
or more as a highly functioning, in-demand inpatient program.

OASAS officials told us that the two years covered by the audit were not
representative of normal activity due to a variety of factors which impacted the
utilization rates of the ATCs.  For example, in January 1995, as part of the
proposed budget for State fiscal year 1995-96, the Governor indicated that six
ATCs would be closed.  As a result, OASAS began reducing admissions to
those ATCs, and actually stopped serving clients at those facilities for various
lengths of time from March through July 1995.  OASAS officials also stated
that there were capital construction projects in some facilities which reduced
the number of beds that were available at points in time during the two-year
period.

However, we assessed the impact of the periods of closure, the reductions of
census prior to closure, and the rebuilding of census subsequent to closure, and
found that these factors had relatively little impact on the utilization rates.  We
determined this by excluding the periods of time when these ATCs exhibited
a reduction from their overall utilization rates. For example, for the Van Dyke
ATC, we excluded the seven-month period from February 1995 through August
1995 and calculated its utilization rate based on 17 months of operation, rather
than the 24-month period.  Only one of the six ATCs (Van Dyke ATC) has a
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utilization rate over 90 percent after adjusting for the impact of closing the
facility to clients, as follows:

ATC Facility zation Rate Utilization Rate
Non-adjusted Utili- Adjusted

Blaisdell 73% 77.4%

Manhattan 65% 78.5%

Bronx 74% 79.5%

McPike 74% 83.1%

Creedmoor 84% 86.9%

Van Dyke 86% 92.7%

OASAS officials also told us that the utilization rates at the Bronx, Kingsboro
and Middletown ATCs were unusually low because these programs moved to
new buildings during the period, and the patient census was kept intentionally
low in order to disrupt as few individuals as possible during the movement.
In addition, the capacity of each of these facilities was increased, but for a
variety of reasons the additional capacity was not fully utilized immediately.
OASAS officials also told us that the utilization rates were intentionally kept
low at many of the ATCs as a result of staff positions being vacated due to the
threat of closure and early retirement incentives, and that positions could not
be filled for extended periods of time.

To demonstrate the impact of these factors on the ATCs’ utilization rates,
OASAS officials provided us with utilization data for calendar year 1996,
which was subsequent to our analysis.  They indicate that 1996 was a more
stable year for the ATCs and is more representative of normal activity.  The
data for calendar year 1996 shows there were improvements in the utilization
rates from fiscal years 1994-95 and 1995-96. Data shows that 6 of the 13
ATCs were utilized less than 90 percent in 1996, compared to 10 of the 13 in
fiscal years 1994-95 and 1995-96.

We believe that the examples and situations cited by OASAS officials are not
unique to the ATCs, and are also encountered by the proprietary and voluntary
providers, which have comparable utilization rates.  Further, while these may
be valid reasons for specific utilization rates being at a given level, neverthe-
less, the rates are a reflection of the actual utilization for the period reviewed.
As such, there is little rationale for further adjusting the rates.  Instead, the
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Costs of Treatment
Services

utilization rates highlight an area where OASAS should further monitor and
investigate to determine whether there is potential to increase rehabilitation
services at certain programs.

OASAS officials expressed concern that the utilization rates should not be
interpreted as an indication of the need for alcoholism inpatient rehabilitation
services.  Instead, they told us that they have conducted service needs
assessments which indicate that there are an insufficient number of inpatient
rehabilitation services on a statewide basis.  Based on their methodology, they
estimate that about 37,100 individuals are in need of alcoholism inpatient
rehabilitation services annually, including those provided by hospital-based
facilities, which were not included in the scope of our review.  They indicate
that  currently, about 22 percent of the individuals who need alcoholism
inpatient rehabilitation services are not able to be served.  Given the extent of
this unmet need, we believe that OASAS should actively explore the potential
for additional services by increasing capacity at those programs with available
capability, and investigating causes of apparent low utilization.

We calculated the cost per treatment episode for the 30 inpatient alcoholism
rehabilitation programs.  By calculating a cost per treatment episode, rather
than a cost per treatment day, the varying lengths of stay of the different
programs are considered, which more accurately portrays the average costs of
providing treatment services per client.  Thirteen of these programs are ATCs,
which report activities based on the State fiscal year.  We determined the cost
per treatment episode for each ATC for the two fiscal years ended March 31,
1996 (State fiscal years 1994-95 and 1995-96).  The remaining 17 programs
are voluntary and proprietary programs, which report activities based on a
calendar year.  For these programs, we determined the cost per treatment
episode for the two calendar years ended December 31, 1995.  (See Exhibit
A for data relating to the 30 programs included in our audit.)

We found that there is a large variance in the average cost of treatment
provided by the programs for the two-year period, ranging from a low of
$2,775 per treatment episode to a high of $13,543 per treatment episode.  In
general, regardless of the geographic location, the ATCs have higher costs per
treatment episode than the voluntary and proprietary programs; for the two-year
period, 11 of the 12 programs with the highest costs per treatment episode
were ATCs.  However, the five inpatient alcoholism rehabilitation programs
with the highest costs per treatment episode over the two-year period were five
of the six ATCs that were not accepting client admissions during part of the
period.
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OASAS officials state that the costs per treatment, as shown in Exhibit A, are
higher than normal because the ATC facilities were not fully utilized due to
the threat of closings and capital construction projects.  While our report
reflects costs per treatment based on actual utilization and costs for the
two-year period covered by the audit, we acknowledge that these costs could
be higher than normal due to the factors cited.

We analyzed the impact of the temporary closure of the six ATCs on the cost
per treatment episode for 1994-95, by recalculating the cost per treatment
episode for the year based on the average number of clients served during the
period the ATCs were open, and using this monthly average for the year,
excluding February and March 1995.  We found that there was only a minimal
effect on the cost per treatment episode.  Five of these ATCs remained in the
top six programs with the highest treatment costs per episode after adjusting for
the closure, as indicated in the following table.

ATC Treatment Episode Treatment Episode Adjusted
Program 1994-95 Overall Rank 1994-95 Overall Rank

Cost Per Adjusted Cost Per

Bronx $14,442 $13,544 1

Van Dyke 2 $11,002

$11,166 3 3

Creedmoor $10,826 $10,225 4

Blaisdell 5 $9,322

McPike $7,335 $6,799 16

This analysis shows that the adjusted cost per treatment episode is still
highest t

per treatment episode at these facilities are not a result
 the temporary closure, but that other factors have a more significant

We also compared the adjusted 
year r

-96, n
s and utilization rates was more significant in 1995-96, as the ATC

were f
itions.  Because the impact of these factors on the costs per treatmen
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could not be specifically identified, we were unable to adjust the 1995-96
 ,

expected to find that the cost per treatment episode for 1995-96 would be
sign  higher than the adjusted cost per treatment episode fo
1994-95.  However, we found that the costs per treatment for 1995-96 were
actually lower at three of the ATCs which were temporarily closed, a
follows.

ATC Treatment Episode Rank  Episode Rank
Program 1994-95 1994-95 1995-96 1995-96

Adjusted Cost Per Overall Cost Per Treatment Overall

Bronx $13,544 1 $12,757 1

Van Dyke $11,002 2 $10,847 3

Manhattan $10,544 3 $7,596 6

The previous analysis suggests that there are other factors which play a role in
the costs per treatment episode.  As a result, we examined the impact of length
of stay on costs.  We found that there is a wide range in the average lengths
of stay at the individual inpatient rehabilitation programs for the two-year
period.  For example, a voluntary program in the Long Island region had an
average length of stay of 52.2 days during 1994 and 1995, while a proprietary
program also in the Long Island region had an average length of stay of 12.9
days during this period.

We also found that, on average, the length of stay at the ATCs declined from
32 days in fiscal year 1994-95 to 30 days in fiscal year 1995-96, while the
average length of stay at voluntary and proprietary programs declined from 23
days in 1994 to 22 days in 1995.  Further, with the exception of the
Creedmoor ATC, the ATCs that were temporarily closed showed the largest
decrease in average length of stay among all the ATCs during the two-year
period, as follows:
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ATC 1994-95 1995-96 Percentage Change

Average Length of Stay Average Length of Stay
(Days) (Days)

Manhattan * 35.4 28.6 (19.1%)

McPike * 30.9 25.0 (19.0%)

Van Dyke * 42.3 35.6 (15.9%)

Bronx * 38.2 34.6 (9.4%)

Blaisdell * 43.7 39.9 (8.7%)

St. Lawrence 32.3 30.1 (6.8%)

JL Norris 31.2 29.7 (4.9%)

South Beach 28.9 27.5 (4.6%)

Stutzman 20.4 19.9 (2.2%)

C.K. Post 35.6 34.8 (2.1%)

Creedmoor * 39.4 39.4 0.0%

Kingsboro 24.4 26.3 7.8%

Middletown 28.0 30.7 9.6%

 * ATC was not accepting admissions for part of State fiscal years 1994-95 and 1995-96.

There appears to be a correlation between those ATCs which were temporarily
closed and those with a reduction in the average length of stay.  This could
indicate that an effort was made at those programs to reduce the average
period of time a client remained in treatment.

OASAS officials indicate that the differences in the lengths of stay may be
indicative of the number of highly dysfunctional clients treated at the ATCs,
compared to the voluntary and proprietary programs, and that these individuals
require a longer length of stay.  However, this contention does not explain why
the average length of stay at Stutzman ATC, which serves a large percentage
of highly dysfunctional clients, is 20.2 days, almost one-third the average of
all other ATCs, nor why several voluntary and proprietary programs, which
also serve a large percentage of highly dysfunctional clients, have relatively
short lengths of stay.  OASAS officials indicate that a “one length of stay fits
all needs” philosophy is contrary to sound clinical advice and the professional
experiences in the treatment field.  We fully agree, and recommend that
OASAS consider the clinical practices followed in those ATCs and voluntary
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Conclusion

and proprietary programs which are able to achieve treatment goals within
relatively short lengths of stay for potential use in other programs.

We also examined the composition of the costs incurred in providing treatment.
We identified the costs incurred by the programs in providing treatment as:
personal service costs, other than personal service costs (such as food, fuel, and
supplies), capital costs, and overhead.  For the two-year period we reviewed,
we found that the ATCs spend a higher percentage of total costs on personal
service costs than the voluntary and proprietary programs and a lower
percentage of total costs on other than personal service, capital, and overhead
costs.

Type of Cost ATCs Programs
Voluntary/Proprietary

Personal Service 58% 44%

Other Than Personal Service 11% 15%

Capital 9% 16%

Overhead 22% 25%

The ATCs and the voluntary and proprietary programs provide similar
treatment services to comparable clients in a similar setting.  However, the
cost per treatment episode varies widely among these programs, with the
ATCs generally having the higher costs per treatment episode.  Although
we examined different aspects of the costs per treatment episode, we could
not conclusively determine the cause for this higher cost per treatment
episode at the ATCs.

It appears as though all alcoholism inpatient rehabilitation programs in the
State are able to treat comparable clients, there is additional capacity available
at some of the existing programs, and there may potentially be some
underutilized programs.  Further, there are significant differences in the
average length of treatment and the cost per treatment episode among the
different alcoholism rehabilitation programs.  As a result, OASAS needs to
investigate the variations in both the costs and the length of stay among
programs to determine ways of delivering services in the  most efficient
manner.
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Recommendations

1. Strive to serve the greatest number of individuals in need of
alcoholism inpatient rehabilitation programs as efficiently as possible
by considering, among other things, the cost of treatment services and
the availability of space among the various programs.  This could
include increasing the certified capacity of those programs which
have additional physical space available, in order to best meet
treatment needs.

2. Continue to pursue the reasons for the apparently low utilization rates
at some programs and why lengths of stay vary so much at inpatient
rehabilitation programs.  Assess how these factors affect the ability
of the programs to provide needed alcoholism inpatient rehabilitation
treatment services.

3. Determine why the cost per treatment episode varies so significantly
among the alcoholism inpatient programs.

4. Identify those practices followed at the alcoholism inpatient programs
that contribute to a low cost per treatment episode and consider
implementing them at the programs with higher costs per treatment
episode. 



Exhibit A
(Page 1 of 2)

Comparison of Alcoholism Inpatient Rehabilitation Programs
For Two-Year Period (1)

Area Facility Capacity Proprietary) Utilization Stay (Days) Clients Episode Cost
Current and Average Length of Dysfunction Treatment Average Area

Additional
Capacity Percent of

(Voluntary Average High Cost per

New York City Bronx ATC 38 *80% 36.3 52.03 $13,543

Creedmoor ATC 26 *87% 39.4 50.5 $11,005

Manhattan ATC 52 *79% 31.7 49.97 $9,198

Kingsboro ATC 100 74% 25.6 57.87 $7,563

Areba Casriel 39 93% 17.4 4.8 $7,076

South Beach ATC 30 92% 28.2 64.8 $6,649 $9,172

Long Island Seafield Center 80 71% 19.1 10.2 $8,248

C.K. Post ATC 79 95% 35.2 59.23 $7,229

Nassau County 56 12 83% 52.2 45.23 $5,797

Long Island Home 20 36 34% 12.9 9.73 $5,387 $6,665

Northeastern St. Joseph's 62 62% 47.2 70.47 $7,082

St. Regis 10 71% 46.4 13.5 $7,005

Conifer Park 71 75 126% 19.2 29.43 $5,692

SPARC 40 88% 21.9 52.6 $4,155

820 River Street 30 30 89% 25.5 50.3 $3,371 $5,461

Finger Lakes Van Dyke ATC 30 *93% 39.3 60.4 $11,407

Norris ATC 44 87% 30.5 57.17 $7,498 $9,452
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Area Facility Capacity Proprietary) Utilization Stay (Days) Clients Episode Cost
Current and Average Length of Dysfunction Treatment Average Area

Additional
Capacity Percent of

(Voluntary Average High Cost per

Central McPike ATC 68 *83% 28.2 39.7 $7,402

St. Lawrence ATC 40 89% 31.2 37.9 $7,147

Crouse Irving 40 10 83% 21.1 56.67 $5,354

Syracuse Brick House 40 83% 30.6 56.5 $3,707 $5,903

Western Stutzman ATC 33 86% 20.2 58.27 $5,841

Salamanca District 40 2 88% 23.7 55.27 $3,950

Alcohol & Drug Depend 31 95% 42.2 72.07 $3,934 $4,575

Mid-Hudson Blaisdell ATC 52 *77% 42.1 49.33 $10,422

Middletown ATC 60 78% 29.4 21.83 $7,755

Rhinebeck Lodge 50 16 34% 19.2 6.93 $4,886

Sleepy Valley 10 97% 24.5 41.4 $4,852

Arms Acres 84 75% 14.1 9.47 $4,450

Veritas Villa 50 30 92% 22.7 44.53 $2,775 $5,857

(1) The data shown is for the 1994-95 and 1995-96 State fiscal years for the ATCs and the 1994 and 1995 calendar years for the proprietary
programs.

* The rates shown were adjusted for the impact of closing the facility to clients.  However, the costs shown were calculated using the actual
number of clients served for the period.
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