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MEMORANDUM

TO: Stephen Devoto, Chair, and Members, Middletown Planning and Zoning
Commission
Marek Kozikowski, City Planner, City of Middletown

FROM: Root Center for Advanced Recovery Applicant Team / Shipman & Goodwin LLP
DATE: September 18, 2020
RE: Applicant's Responses to September 9, 2020 Public Hearing

During the September 9, 2020 public hearing, the Commission heard claims from a
handful of people who operate a small business or reside near 392 Washington Street, that Root
Center's proposal to establish a methadone clinic will decrease property values and increase
criminal activity in the area. While acknowledging the need for treatment of substance use
disorders, these oﬁponents asserted that 392 Washington Street is “not an appropriate location”
for a methadone clinic. Opponents also asked why the proposed methadone clinic cannot
operate at the Root Center's facility at 520 Saybrook Road in Middletown (or at least,
somewhere else). In addition, in a memo, City Planner Kozikowski stated a variety of comments

and questions about impacts of the proposed facility on Washington Street.

In this package, Root Center, as applicant, has responded to the City staff’s and public
hearing comments and questions, thoroughly and definitively. In summary, as described in detail
below and in the attached materials, the Commission has already determined that the MX Zone,
including Washington Street, is an appropriate location for a methadone clinic; the Root
Center’s application complies with all applicable regulations; and not only will there be no
adverse impacts on property values or crime, but the clinic will help stabilize the lives of the
individuals who will receive treatment, which will benefit the City and the neighborhood, and

most likely improve property values and decrease crime. As a result, this Commission should
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approve the application. We suggest the Commission consult with the City Attorney to verify

what Root Center has provided here as responses.

This conclusion is based on the following:

1. When this Commission, in its hearings held February — April 2020,
reviewed and discussed designating a methadone clinic as a special exception use, it reviewed
maps (see Tab 5 of this package) identifying the locations within the City where a methadone
clinic could be established. In particular, the Commission focused on the MX Zone and
Washington Street. Having amended its zoning regulations to designate MX zoned parcels on
Washington Street as an appropriate location for a methadone clinic as a special exception use,

the Commission may not now assert that 392 Washington Street is not an appropriate location.

By designating a methadone clinic in April 2020 as a special exception use in the MX
Zone, the Commission legally determined that such a use is "generally compatible with the
zoning district, but requires review and approval by a land use agency under standards in the
zoning regulations to determine that it is consistent with uses permitted as-of-right in the
district." If the use meets the regulations, then the Commission's only remaining question is
whether the "mode of operation must be regulated [through conditions of approval] because of
topography, traffic problems, neighboring uses, etc. of the site." See R. Fuller, Connecticut Land

Use Law and Practice, § 3.8 (4th ed. 2019) (copy attached / yellow highlighting added).

2. The City's Planning staff agrees at this point that Root Center's application
complies with all aspects of the applicable Zoning Regulations such as setbacks, building height,
storm drainage, etc. The City's Design Review and Preservation Board approved the
architecture, appearance, floor plan, and amenities on September 9, and the City's various
departments have signed off on the site plan. Thus, the only remaining question is whether the

clinic's operations will cause impacts that need to be controlled by approval conditions.



3. At Tabs 6 and 7 of this package, we have provided definitive academic
studies demonstrating that methadone clinics do not decrease property values or increase crime.
Evaluation of such impacts requires specialized expertise, which the authors of these studies
have, and those who spoke in opposition at the September 9 public hearing do not. On subjects
requiring expert testimony, our courts have held that a zoning commission may not reject or

ignore unchallenged expert testimony and instead choose to accept unsupported claims.

4. As to the operation of the clinic: (a) all treatment will be inside the
facility; (b) the client entrance is purposely located at the rear of the facility and the exit on the
side, so as to move all activity away from Washington Street, while also preserving client
privacy; (c) Root Center’s medical staff is obligated to work with those receiving treatment to
ensure they do not engage in conduct at the clinic or off-site that could put them or others at risk;

and (d) Root Center will regularly monitor activity in its own parking lot and around its building.

In summary, the facility meets all regulatory requirements; the facility will benefit those
receiving treatment, the area, the City, and the region; and the assertions of adverse impacts -- on

property values, crime, and client conduct -~ are not only unsupported, but incorrect.



§ 3:8.Zoning controls—Special permits, 9 Conn. Prac., Land Use Law & Prac. § 3:8...

9 Conn. Prac., Land Use Law & Prac. § 3:8 (4th ed.)
Connecticut Practice Series TM  October 2019 Update

Land Use Law & Prac,
Robert A. Fuller

Part I. Land Use Agencies and Their Powers and Duties

Chapter 3. The Zoning Commission and Types of Zoning Controls

§ 3:8. Zoning controls—Special permits

The authority to issue special permits or special exceptions is allowed by an amendment in 1959 to General Statutes § 8-2." The
amendment added a provision to the statute allowing zoning commissions to adopt regulations which would allow a use subject
to standards contained in the zoning regulations and under special conditions after the obtaining of a special permit. In Summ v

Zoning Commission of 1‘21‘51’,{_{(3}‘1‘:3:’d,2 the supreme court stated that this amendment was in response to a problem with the statute

discussed in an earlier case.” General Statutes § 8-2 now provides that the zoning regulations “may provide that certain classes
or kinds of buildings, structures or uses of land are permitted only after obtaining a special permit or special exception from a
zoning commission, planning commission, combined planning and zoning commission or zoning board of appeals, whichever
commission or board the regulations may, notwithstanding any special act to the contrary, designate, subject to standards set
forth in the regulations and to conditions necessary to protect the public health, safety, convenience and property values.” As

recognized in Summ v. Zoning Commission of ;’?I'dge,{;‘ie.!‘d,4 the amendment to the statute gives local zoning authorities the power
to impose certain standards and conditions on the use of property when the public interest requires it. The zoning commission
can also reserve to itself or delegate to any of'the other specified agencies in the zoning regulations the power to grant a special
permit or special exception,

The zoning commission has retained for itself the authority to issue special permits (or special exceptions) in & majority of
Connecticut towns, and the procedures are then governed by General Statutes § 8-3¢. In a significant number of towns, the
zoning commission has delegated special permits to the zoning board of appeals. There is no material difference in the statutory
procedures, but the zoning board of appeals proceeds under General Statutes §§ 8-6(2)(2), 8-7. A few towns allow special
permits to be issued by the planning commission, and its procedures on special permits (or special exceptions) are covered by

General Statutes § 8-26e. No matter which agency acts upon special permits, the test for approving them is identical.?

The terms special permit and special exception mean the same thing and are used into;archangeably.6 While the terms “special
permit” and “special exception” come from the enabling statute, General Statutes § 8-2, occasionally, other terms such as

“special use” or “special cases” are used.”

A special permit is a use which the zoning regulations expressly permit under conditions specified in the regulza.ticms.8 The
special permit has become a popular means of zoning control by municipalities as an alternative to having the zoning regulations
structured so that only particular, specified uses are allowed in a particular zoning district under traditional Euclidian zoning. If
a particular use is allowed in a zone as a permiited use, the property owner is entitled to it as a matter of right, which results in
uses which the commission finds to be undesirable in some cases. On the other hand, if the use is not permitted or is prohibited
but is desirable for a particular property, it cannot be obtained except with a variance from the zoning board of appeals, which
generally cannot be granted because of the hardship requirement. Many zoning commissioners and most planners would like to
conirol land use on a case by case basis, but this could lead to favoritism and corruption and violate concepts of fairness and due
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§ 3:8,Zoning controls--Special permits, 9 Conn. Prac., Land Use Law & Prac. § 3:8...

process and the uniformity provision in General Statutes § 8-2.° Special permits overcome these problems while giving some
individual treatment of applications, by allowing particular types of uses only after a special permit has been obtained from the
agency, guided by standards contained in the zoning regulations. The special permit also gives some flexibility in regulating
the use of a particular parcel as an alternative to regulating all parcels in the same zoning district identically.

A special permit differs from a variance because a special permit allows a use specified in the regulations subject to conditions
contained in them whilé a variance allows a use which is otherwise not allowed by the zt)_ning_ordin'a'_m;e.10 A special permit is
considered generally compatible with the zoning district but requires review and approval by a land vse agency under standards
in the zoning regulations to determine that it is consistent with uses permitted s of right in the district.'! In recént years, zoning
commissions have often required the submission of a site plan application as part-of a request for a special permit in accordance

within the legal limits of regulation through zoning.

The rationale for a special permit {or special exception) is that while certain specially permitted uses are generally compatible

because of topography, traffic problems, neighboring uses, etc. of the site. 12

A special permit or special exception does not require any showing of hardship like a variance because a variance permits the

owner to use the property in a manner forbidden by the zoning regulations while a special permit or special exception allows

uses that are expressly permitted under conditions stated in the regulaticms.i3

Westlaw, £ 20619 Thomson Reuters. No Clatm o Orig, LLS. Govt. Works,

Footnotes

i 1959 Public Act 59-614 § 2.
Campion v. Board of Alderman of City of New Haven, §5 Conn. App. 820, 836, 837. 859 A.2d 586. 396
(2004), judgment rev'd on other grounds, 278 Conn, 500. 899 A.2d 542 (2006).

2 Summ v, Zoning Commission of Town of Ridgefield, 150 Conn. 79, 86, 186 A.2d 160, 164 (1962},

3 Pecora v. Zoning Commission of Town of Trumbull, 145 Conn. 435, 144 A.2d 48 (1958).

4 Summ v. Zoning Commission of Town of Ridgefield, 150 Conn. 79, 86, 186 A.2d 160, 164 (1962).

3 See §§ 5:1, 33:3.

6 A. P & W. Holding Corp. v P]anning and Zoning Bd. of City of Millord. 167 Conn. 182, 185, 355 A2d
91, 93 (1974); Sunun v. Zoning Commission of Town of Ridgefield, 150 Conn. 79, 87, 186 A.2d 160. 164
(1962).

7 Mabher v, Town Planning and Zoning Commission of Town of Stratford, 134 Conn, 420, 422, 226 A.2d 397,
399 (1967).

8 W A TR, Inc. v. Zoning Bd. of Appeals of Town of Bethany, 158 Conn. 196, 200, 257 A 2d 818, 821 (1969);
General Statutes § §-2.

Q See §§ 4:5, § 22:16,

10 Town of Burlingion v, Jencik, 168 Conn. 506. 509. 362 A.2d 1338, 1340 (1973); Lurie v. Planning and
Zoning Commission of Town of Westport. 160 Conn. 295304, 278 A.2d 799, 804, 49 A.L.R.3d 476 (1971);
Parisl of $¢. Andrew's Protestant Episcopal Church v. Zoning Bd. of Appeals of City of Stamford, 155 Conn.
350,333,232 A.2d 916, 918 (1967); Service Realty Corp. v. Planning snd Zoning Bd. of Appeals of Town
of Greenwich, 141 Conn, 632, 636, 109 A.2d 256. 239 (1954),

11 Barberino Realty and Development Corp. v. Planning and Zoning Com'n of Town of Farmington. 222 Conn,
607,612,610 A.2d 1205, 1208 (1992).

12 Zoning Com'n of Town of Farmington, 222 Conn. at 612, 610 A.2d at 1208; Municipal Funding, LLC v.

Zoning Bd. of Appeals of City of Waterbury, 270 Conn. 447. 456, 457. 853 A.2d 511, 517 {2004); Smith—
Groh, Inc. v. Planning and Zoning Com'n of Town of Greenwich, 78 Conn. App. 216, 228, 826 A.2d 249
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(2003); Yagemann v. Planuing and Zoning Com'n of Town of Greenwich, 92 Conn, App. 355, 361, 886
A.2d 437 (2005).

i3 Grasso v. Zoning Bd. of Appeals of Groton Long Point Ass'n, Tne., 69 Conn. App. 230, 242-244, 794 A.24
1016, 10241026 (2002).

End of Docwment © 2020 Thomson Reuters. No claim to original U.S. Government
Works,

WESTLAW © 2020 Thomson Rewlers. No claim fo orginal U.S. Government Works. 3






RESPONSES OF APPLICANT HARTFORD DISPENSARY
d/b/a ROOT CENTER FOR ADVANCED RECOVERY
TO PCD COMMENTS OF SEPTEMBER 8§, 2020

— September 18, 2020 -

Below, the PCD's comments are in regular type and the Root Center for Advanced
Recovery's responses are in bold italics. (PCD comments are excerpted here only if a Response
is provided.)

Existing Site Conditions

The property is bound by a commercial property with a restaurant use to the south, a mixed use
building and an automotive repair facility to the north, a railroad right-of-way with single family
dwellings beyond to the west and Route 66 with a cemetery beyond to the cast. All abutting
property is in the MX zone.

APPLICANT'S RESPONSE: It is important to note that, in name and substance, the
MX Zone is not a residential zone, but one that allows
commercial and retail areas along with multi-family and
single-family residential. See Tab 8.

The property comprises of a single parcel containing of 1.115 acres in the MX zone. It has 100 ft
of frontage on Washington Street. The property has conforming frontage and lot area. It is
improved with a 7,200 SF, one story commercial building with associated utilities, driveways,
parking area and green spaces. The building is currently divided into two tenant spaces. One
space is occupied by an automobile repair facility and the other space is vacant retail space. The
building has conforming, height, stories, setbacks and a nonconforming use. The site has a lawn
area and parking in front of the building, and parking, greenspace and some down sloped area in
the back of the property. There are no inland wetlands.

APPLICANT'S RESPONSE: Because the existing auto repair use is nonconforming in the
MX Zone, by law it should be terminated in favor of an
allowed, conforming use.

REZONING

The property is currently in the MX zone and abuts only properties located in the MX Zone. The
cemetery across Washington Street is in the M zone. The applicant proposes to change the zone
of the property to the Substance Abuse/Mental Health Floating (SMH) Zone and the MX zone
will remain the underlying zone.

APPLICANT'S RESPONSE: It is important that that not only is 392 Washington Street
zoned MX, but so are all abutting parcels.
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The intent of the zone, is to minimize the impact of such development on neighbors within the
floating zone and abutters in adjacent, more restrictive zones while recognizing the important
service which these facilities provide to the residents of Middletown.

APPLICANT'S RESPONSE:  Agreed; this underscores the accuracy and importance of the
Commission's April 2020 decision to make methadone clinics
a special exception use in the MX Zone.

Applicability (39C.02)
The property lays within the section of Washington Street of which the SMH zone could be
applied.

APPLICANT'S RESPONSE: Agreed.

Permitted Use (39C.03)
The proposal is for a substance abuse/mental health diagnosis and treatment facility providing
methadone treatment, which appears to fall under the allowed uses in the zone (39C.03).

APPLICANT'S RESPONSE: Agreed.

Changes in Use/ Enlargement/ Expansion (39C.04)

The proposal includes review for the use for initial approval. The use would occupy the entire
7,200 SF of the existing building with no proposal to expand the building footprint or square
footage. The remaining portions of the site will be utilized as driveways, parking, loading,
sidewalks, green spaces, a staff patio and other improvements associated with the proposed use.

APPLICANT'S RESPONSE: Agreed.

Yards and Height Requirements (39C.03)
Both the existing and proposed conditions meets the yard and height requirements for the
underlying MX zone.

APPLICANT'S RESPONSE: Agreed.

2) The Design Review and Preservation Board (DRPB) reviewed the initial
submission and provided feedback to the applicant on August 12, 2020. The
applicant submitted revised plans which is scheduled for review by the DRPB on
September 9, 2020.



APPLICANT'S RESPONSE:  Design Review / Preservation Board approved the building
design on September 9, 2020.

3) The average building size of the five closest buildings is estimated at 7,208 SF
based on information from the property field cards.

APPLICANT'S RESPONSE: Agreed. The proposed building rehabilitation is consistent
with buildings on neighboring parcels.

4) The most restrictive abutting zone is the MX zone. The proposal meets the
required height and bulk requirements of that zone.

APPLICANT'S RESPONSE: Agreed.

5) The compatibility with the neighborhood in terms of traffic, noise, illumination
and number of patients/clients is evaluated later in this report.

APPLICANT'S RESPONSE:  And the applicant's responses address this specific issue,

6) Due to the proximity of existing buildings and driveways to property lines, there
is little opportunity for adequate evergreen screening, fences and earthen berms to
screen the facility from adjacent properties.

APPLICANT'S RESPONSE: The applicant has proposed, and Design Review has
approved, a fence along the entire eastern boundary of the
site, separating the proposed use from the salon property. In
addition, in the Site Plan revision filed September 3, 2020,
several trees and other landscape screening were added.

7) The Commission is given authority based on reasonable and minimum standards
to impose additional conditions and modifications as necessary to protect the
public health, safety and welfare.

APPLICANT'S RESPONSE: Correct. The Commission cannot at this point assert that the
proposed location is not appropriate to the proposed use. See
Tab 1 discussion. The Commission may impose conditions to
control impacts.



Hlumination
The proposed lumen plan does show light spilling onto adjacent properties. This is evaluated
later in this report. The proposed signs are not internally illuminated.

APPLICANT'S RESPONSE:  Light spillage has been addressed in a Site Plan revision, see
Sheet L-1.

SPECIAL EXCEPTION/SITE PLAN

On April 22, 2020 the Planning and Zoning Commission approved a text amendment removing
methadone clinics from the prohibitive use category and made clinics for mental health and/or
substance use diagnosis and treatment uses special exception uses in the SMH zone.

APPLICANT'S RESPONSE: Correct. See Tabs 4 and 8.

A site plan is required for the special exception use (44.03.1). The proposal qualifies as a
Category 4 site plan review.

APPLICANT'S RESPONSE: Agreed.

Proposed Conditions

The applicant proposes to maintain the existing building and curb cut and constructed facade
improvements, expansion of the parking lot to the rear of the property, install a new generator
construct a new staff patio area, construct privacy walls, retaining wall, drainage system,
landscaping and other associated improvements.

APPLICANT'S RESPONSE: Agreed.

Buildings and Uses

The existing building will obtain fagade improvements. The front fagade will be cladded with a
mixture of materials including grey and white hardie plank artisan lap siding, painted grey block
wood siding with a wood trellis. The front windows will be glazed and the door into the building
is limited to employees. The company sign and logo is visible from the front facade.

APPLICANT'S RESPONSE: As noted, Design Review approved a revised site and building
design on September 9, 2020.

The main entrance to the building will be located at the rear of the building. This facade includes
a main front door and canopy over the entrance and sidewalks. The cladding will be the grey and
white hardie plank artisan lap siding. The company name and logo will be installed over wood
cedar siding.



APPLICANT'S RESPONSE: Agreed. As to the rear entrance, see cover memo, Tab 1, and
supplemental memo from Tecton Architects, Tab 10.

The side facades will include planted brick. The southern wall will have a screening wall that
provide privacy for patients as they exist the building after treatment.

APPLICANT'S RESPONSE: Agreed. Approved by Design Review.

The floor plans show the entry vestibule and check in areas, common space at the rear of the
building. The floor plans include 13 counseling rooms, three group counseling rooms, dosing
areas, medical supply area, pharmacy, conference room, exam room, lab and other support
spaces. The rooms along the front fagade including a staff conference room, three counseling
rooms and an employee breakroom.

APPLICANT'S RESPONSE: Agreed.

Parking, Loading and Circulation

The site will utilize the existing curb cut. A 24 ft wide driveway will provide two way access to
the rear of the property where all the onsite parking is provided. The proposed conditions show a
parking lot containing 44 parking spaces at the rear of the building which includes two ADA
accessible spaces. There is a loading space located at the front of the building.

APPLICANT'S RESPONSE:  Revised plan submitted with this package shows two
additional parking spaces.

The proposed medical clinic use demands 45 parking spaces as presented by the applicant
{(40.04.03). The use will utilize all 7,200 SF of the building as well as provide one space for the
one doctor on site and one space for each three employees.

APPLICANT'S RESPONSE:  Site Plan now shows 46 spaces.

The proposal is deficient by one parking space.

APPLICANT'S RESPONSE: Deficiency addressed.

No electric charging stations are proposed when two charging space are required (40.02.01).

APPLICANT'S RESPONSE:  Site Plan shows two electric charging stations. See Sheet C-
101.



Drainage

The proposed drainage system consists of collecting stormwater from the driveways and parking
area and directing it into an underground detention system. Overflow will be directed to a scour
hole proposed in the northwest corner of the lot and adjacent to the raiiroad right- of-way. A
stormwater management report was provided and notes that peak flows will be reduced for all
storms measure up to a 100 year storm under proposed conditions.

APPLICANT'S RESPONSE: Agreed; approved by City Water and Sewer Department.

Utilities
The building will utilize existing underground utilities that service the building. An emergency
generator with concrete pad is proposed to the rear of the building.

APPLICANT'S RESPONSE: Agreed.

Lighting

All site lighting for the site includes three lights on the building and four light poles along the
driveway and within landscape islands in the parking lot. The lumen plan shows light spillover of
up to 0.6 foot candles onto adjacent properties. There is no light spilling onto properties with
residential uses but all properties are in the MX zone which is classified as a residential zone
(Section 60).

APPLICANT'S RESPONSE: Light spillage addressed, see Sheet L-1 as revised.

Signage

The applicant proposes two building signs with one on each the front and the back facades. The
signage includes the company name "Root Center for Advanced Recovery” and company logo.
A freestanding sign is proposed in the front lawn. No dimensions for the signage to demonstrate
compliance with the regulations. There are no specific sign standards for the SMH zone but the
underlying MX zone allows a maximum one building sign (48.03.06).

APPLICANT'S RESPONSE:  The freestanding / monument sign has been eliminated from
the Site Plan. See Sheet LP-101 and Tab 10.

Landscaping
The landscaping plan shows a mix of planning of trees, shrubs and perennial flowers and grasses.

APPLICANT'S RESPONSE: Agreed, and enhanced on the Site Plan as revised, see Sheet
LP-101.



The front of the building will include a front lawn area with plantings around the freestanding
sign. A street tree (Bloodgood London Planetree) is proposed behind the sidewalk in the front
yard of the property. Adjacent to the building will be a patio area that will be screened with a
cedar fence and landscape planting.

APPLICANT'S RESPONSE: Monument / freestanding sign eliminated. Landscaping
enhanced on Site Plan as revised.

The rear parking lot will have landscaping within landscaping island and along the periphery of
the paved area. The parking lot trees includes four red oaks, four flowing dogwoods and one
honeylocust. Additional shrubs and grasses are proposed.

APPLICANT'S RESPONSE: Additional landscaping proposal on September 3 revision.

Erosion & Sediment Controls

The proposal includes erosion & sedimentation controls that consist of a row of silt fencing
along the perimeter of the rear of the property around the disturbed area. An anti-tracking pad is
located at the construction entrance that utilizes an existing curb cut.

APPLICANT'S RESPONSE: Agreed.

Special Exception Findings (44.04)
The Commission may grant a special exception when making a finding on the following criteria
below:

Compliance with the City Plan

The 2010 Plan of Conservation and Development does list expanding and building upon the
medical sector as a regional draw as one of the guiding principles of the Plan. The plan describes
the Saybrook Road Medical Corridor that details the significant investment in the medical sector
in this area. Portions of Saybrook Road are eligible for rezoning to the SMH Zone.

APPLICANT'S RESPONSE: Agreed. Also, see response at Tab 3 as to Saybrook Road.

Furthermore, the Plan lists protecting the unique character of neighborhoods and improve the
quality of development by adopting form-based design standards. The Planning and Zoning
Commission has not adopted form-based design standards for this section of Washington Street
but any current or potential formed-based design standards would likely discourage, if not
prohibit, orienting front building facades away from the public way.

APPLICANT'S RESPONSE:  As noted, the City has not adopted a form-based code for
Washington Street. Moreover, there is no reason that a form-
based code would or could prohibit a methadone / medical



clinic having a rear or side entrance for the purpose of
protecting client / patient / visitor privacy.

Adverse Effects

Side effects of methadone treatment may include impaired cognition or confusion, forgetfulness,
impaired balance or coordination, fatigue, nausea or vomiting, and stupor among other effects. It
is unclear how the facility will control for these side effects, which if displayed out among the
community could have detrimental adverse effects to the health and safety of resident, workers in
the area or adjacent properties.

APPLICANT'S RESPONSE: As discussed at Tabs 1 and 3, Root Center will monitor all
client / patient conduct in its parking lot and around the
Jacility. Medication-assisted treatment is intended to stabilize
individuals with substance use disorders, so the clinic will
actually improve health and safety in the City of Middletown.

There has been significant amount of written public comment submitted to date expressing
concerns on how the facility could impact their property values and the community.

APPLICANT'S RESPONSE:  All recent, credible studies, performed by experts, have
concluded that methadone clinics do not decrease property
values. Several such studies are at Tab 6.

Visibility and Accessibility Not applicable.

APPLICANT'S RESPONSE:  The building and parking areas will be adequately lit to
provide visibility, but also screened from adjacent parcels,
and accessible in compliance with legal requirements.

Traffic Movement

The proposal will use the existing curb cut for ingress and egress onto the site for vehicular
travel. The applicant provided a traffic impact study for the proposed site activity. The analysis
generalizes the use as a "clinic” and does not discuss any potential changes in trip generation for
the proposed substance use treatment use.

APPLICANT'S RESPONSE: See supplemental memo at Tab 9.

The plan notes that the level of service entering the site will not change from the existing LOS A.
The plan notes that the level of service exiting the site will not change from the current LOS F. A
LOS F is classification for the most dangerous intersections in the Highway Capacity Manual,
6th Edition.



APPLICANT'S RESPONSE:  Level of Service / LOS is not a measure of vehicular or
pedestrian danger. See memo at Tab 9.

The analysis does not discuss how the effects of treatment could further impact a driver's ability

to navigate this challenging intersection. The study notes that there were 7 car crashes in front of
the proposed site. It is not discussed how the proposed use can further impact drivers and ability

to avoid incidents.

APPLICANT'S RESPONSE:  First, the Root Center, as applicant, is entitled to a
presumption that its clients and patients will exercise
appropriate care of their own safety and not drive when
under the influence of impairing medication. Conversely, the
Commission may not make the opposite assumption. There is
nothing unsafe about the site's driveway. See Tab 9.

Orderly Development
The proposed use will utilize the existing building and existing curb cut. The parking lot to the
rear of the site will be expanded.

APPLICANT'S RESPONSE: Agreed.

The site is located in the middle of the MX zone which is primarily a residential zone that allows
for a select amount of commercial uses. Many of the current uses in the MX zone were
established prior to the creation of the zone. Medical and dental offices and clinics are the most
similar use which are allowed under special exception (61.01.54 & 61.02.35). For the purpose of
a comparison, a medical clinic would fail to meet specific special exception standards at this
location (44.08.06)

APPLICANT'S RESPONSE: This comment is inaccurate, as well as difficult to
understand. The MX Zone, in name and substance, allows
mixed uses. Washington Street is a prime example. Since
medical offices are allowed by special exception, and the
Comumnission in April 2020 voted that methadone clinics are a
special exception use in the MX Zone, the applicant is hard-
pressed to understand this comment. The Commission
determined that methadone clinics are compatible with other
MX Zone uses.

Property Values and Character



It is unclear how the proposed us can affect property values. There is public input that does
express concern about property values. Any on property values will likely be a result from
general upkeep of the property and management of outpatients.

APPLICANT'S RESPONSE: See Tab 6.

The Washington Street corridor would be impacted by the proposed development. While the
corridor could be greatly benefited with building facade and landscaping improvements, there
are some fundamental flaws to the proposal that negatively impact the character of the corridor.
First the building is orientated backwards. While placing the parking behind the building is
encouraged and desirable, the clinic fagade is on the back of the property. The front facade with
the entrance and canopy should face the public way. Basically the back of the building faces
Washington Street. Furthermore the proposal includes a semi private staff area that is screened
by fence. The fence will be the most visible improvement from the public street. Furthermore,
the use of the door that faces the street is limited to employees only and the windows facing the
street will be glazed/tinted, which will eliminate the opportunity let the internal use of the
building contribute activity of the streetscape.

APPLICANT'S RESPONSE: The proposal (1) will replace a nonconforming use; (2)
complies with all objective criteria in the Zoning Code; (3)
has a rear entrance and site exit, and a rear parking lot, so all
activity will be separated from Washingfon Street.

Parking and Loading

The plan proposes off-street parking totaling 44 spaces when 45 would be required under Section
40 of the Zoning code. The Commission may modify the parking requirement under Section
40.08.

APPLICANT’'S RESPONSE:  Revised plan shows 46 spaces.

Compliance with Standards
There are no additional specific standards for special exception use under Section 44.08.

APPLICANT'S RESPONSE: Agreed.

Issues remaining to be addressed
1. The applicant should discuss how potential side effects of methadone treatment
will be mitigated for and offer no detrimental impacts to the public health and
safety of the neighborhood.

APPLICANT'S RESPONSE: See Tabs I and 3. Methadone treatment stabilizes the
conduct of individuals with substance use disorders. Root
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Center’s treatment obligation is to ensure that clients are
aware of, and able to control, any impacts of receiving
medication.

2. The applicant should provide any empirical data available on the impacts of
methadone treatment clinics have on property values.

APPLICANT'S RESPONSE:  See Tab 6.

3. The applicant should explain why the proposed location along the Washington
Street corridor is a preferential location for the proposed use as opposed to
clustering closer to other medical uses in the Saybrook Road area.

APPLICANT'S RESPONSE: See Tabs 1 and 3.

4, The traffic analysis should be modified to address the following:
a. The report should distinguish differences as they relate to traffic patterns
for substance abuse treatment clinics and general medical clinics.

APPLICANT'S RESPONSE: See Tab 9.

b. The report should address opportunities to improve the LOS F of when
existing the site. Furthermore the report should address how driver's
ability to navigate this challenging intersection.

APPLICANT'S RESPONSE: See Tab 9.
c. The report should address how the proposed use can further impact drivers
and the ability to avoid crashes.
APPLICANT'S RESPONSE: See Tab 9.
5. The entrance and "front" fagade of the building should be reoriented to the facade
facing the public-way.
APPLICANT'S RESPONSE: See Tab 10.

6. Windows, at least at the street side fagade should be clear and visible from the
street.
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APPLICANT'S RESPONSE: Windows are clear and visible.
7. The interior floor plan should be reoriented to that the main public active uses are
located at the front of the building.
APPLICANT'S RESPONSE:  The floor plan, designed for treatment optimization, is not a
land use / zoning issue.
8. Only one building sign is allowed. It is recommended that the rear building sign

be removed.

APPLICANT'S RESPONSE: Monument sign removed. See Tab 10 as to signage.

9. Dimensions for the signage should be provided to verify compliance.
APPLICANT'S RESPONSE: Provided, see Tab 10.
10.  The cedar screening fence for the patio area should be removed to expose more of
the front of the building.
APPLICANT'S RESPONSE:  See Sheets CS-101 and LP-101.
11.  The Commission requires a report from the DRPB before an approval can be
issued.
APPLICANT'S RESPONSE: Approved September 9, 2020.
12. The lighting plan should be modified to eliminate light spillover onto adjacent
properties.
APPLICANT'S RESPONSE: Revised, see Sheet L-1.
13.  The Commission may consider modifying the parking requirement from 45
spaces to 44 spaces pursuant to Section 40.08.

APPLICANT'S RESPONSE: Unnecessary.
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14. A minimum of two electronic vehicle charging stations should be provided.
APPLICANT'S RESPONSE: Provided.
15.  Comments from Public works and the Water and Sewer Department on the
revised plans dated September 2, 2020 are unavailable at this time. The plans

were revised to address earlier comments.

APPLICANT'S RESPONSE:  Public Works and Water and Sewer has signed off.
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RESPONSES OF APPLICANT ROOT CENTER TO
PUBLIC COMMENTS AND QUESTIONS AT SEPTEMBER 9, 2020
PUBLIC HEARING

— September 18, 2020 —

1. Why not dispense methadone at Root Center’s facility at 520 Saybrook Road?
Methadone needs to be dispensed at a facility expressly designed for client dosing, queueing, and

medical evaluation. The confines of the space that “houses” the methadone also needs to be
specifically designed for enhanced safety and security as dictated by the Drug Enforcement
Administration (DEA), the Substance Abuse and Mental Health Services Administration
(SAMHSA), and the Department of Public Health (DPH). The floor plan for 392 Washington
Street will meet this goal. 520 Saybrook Road, however, is rented office space and too small for
methadone treatment, and thus cannot be renovated to anything resembling the proposed rehab of
the building at 392 Washington Street. In addition, 392 Washington Street is accessible by
public transportaticn, and a sidewalk.

2, How many clients per day will the facility serve? Root Center’s methadone
treatment census will be approximately 500 patients when at full capacity. Where a particular
client is in their recovery will determine how many patients come each day to the clinic. About
20-25 percent will be Middletown residents and the rest will come from other parts of Middlesex
County.

3. Will this facility be overtaxed when free educational / information programs are
presented? No. Such programs -- when permitted to resume under COVID-19 rules -- will be
held when client use is at its lowest levels, during off hours, or via a “Zoom” equivalent
technology.

4. What is the grade of the site and why is a retaining wall needed at the rear? In
order to construct the parking lot, the majority of the property to the rear needs to be raised

between 1 and 3 feet over what is existing today. Retaining walls are needed along the north and
west property lines as the existing grade currently drops significantly along the property line to
the neighboring properties. The height of the retaining wall along the westerly property line
varies from 13 feet to 17 feet in height while the majority of the wall along the north property
line is approximately 6 feet in height.

5. Was this application required to be submitted to the Inland / Wetlands &
Watercourses Agency? No. There are no wetlands on the site.
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6. Who will monitor the outside of the building and parking lot? The facility staff
will regularly monitor the building, parking area, and client use of these areas.







City of Middletown
Planning and Zoning Commission
February 12, 2020

REGULAR MEETING OF THE PLANNING AND ZONING COMMISSION
MIDDLETOWN CONNECTICUT
FEBRUARY 12, 2020

1. Pledge of Allegiance
Chairman Devoto called the meeting to order at 7:03 PM with the Pledge of Aliegiance.

2. Roll Taking

Present:

Absent:

Staff:

Commissioner Stephen Devoto

Commissioner Nicholas Fazzino

Commissioner Richard Pelletier

Commissioner Thom Pattavina

Commissioner Marcus Fazzino (arrived at 7:.04 PM)
Commissioner Catherine Johnson

Commissioner Kellin Atherton (seated for Commissioner Brown)
Commissioner Shanay Fulton

Commissioner James C'Connell

Commissioner Tyrell Brown

Marek Kozikowgki, AICP, City Planner

3. Items removed from the agenda and why
6.1 is postponed per applicant’s request
6.2 is postponed per applicant's request

4, Public comment on items on agenda which are not currently scheduled for a public

hearing

None

5. ZEO Certification that all public hearing signs have been properly noticed (when

scheduled)
No signs required.

6. Public Hearingrs (when scheduled)

1.

Continued: Proposed three (3) lot subdivision at 584 Atkins Street (Atkins
Ridge) between Brechlin Road and Timber Ridge Road in the R-60 Residential
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Zone. Applicant/agent Coccomo Il, LLC $2019-3 (To be rescheduled to March
11, 2020 per applicant)

Rescheduled to the February 26, 2020 per applicant’s request.

2. Special Exception application proposing a 17 Unit Muiti-Family Development
at 0 & 61 West Street in the MX Zone. Applicant/agent DelFavero Associates,
Inc. SE2019-9 (Postponed by applicant to February 26, 2020)

Rescheduled to the March 11, 2020 per applicant’s request.

7. Old Business
None

8. New Business

1. Proposed amended site plan (SPR2017-72) to modify the footprint of Building
1 to accommodate Retail and Automotive Use for the property of Washington
West, LLC located at 804 Washington Street. Applicant/agent Washington
West, LLC / Abe Kaoud SPR2020-2 (Date of receipt 2/12/20)

Commissioner Richard Pelletier moved, seconded by Commissioner Thom Pattavina to waive
Roberts Rules of Order to allow public testimony. The chair calls for the vote. It is unanimous to
approve as amended with 7 aye votes. The chair states the matter passes unanimously with 7
affirmative votes.

Amy Souchons, attorney at Herwitz Sagarin Slossberg & Knuff representing Bridgestone Retail
Operation, LLC spoke on behalf of the proposal. Mark Grocki, Project Manager with VHB gave a
summary of what was approved in 2017 and the current proposal with @ much smaller footprint.
Because some of the site has already been constructed, the storm water improvements has also
already been constructed for the larger impervious footprint.

Commissioner Atherton said it seems that the applicant took a lot of effort in insuring everything
that was brought up to where they are now and asked if there were any follow up measures for
any foreseeable issues in the future. Mark said the DEEP and Army Corps approvals were strictly
- for the culverting of the stream. The follow-up would be to ensure that all work has been
completed and the stabilized.

Commissioner Fazzino asked if the Water Sewer requirement been satisfied. Mark said the
revised plan was submitted last Friday and the W/S comments were submitted this week. They
have no issues with complying with the W/S comments so if the approval is with the condition of
the comments, they would have no issue.

Commissioner Johnson questioned the amount of parking in the plans with 22 extra spaces.
Mark explained that they don’t know what the adjacent use next to the Firestone buitding will be.
it could be a restaurant, urgent care or some type of division between those which are more
intensive uses. Having more spaces on site is a benefit should the use having to change for a
different type of tenant. -

Commission Devoto said that electric vehicle charging stations is a requirement with the Zoning
Code. Mark said he wasn't aware of that requirement. Marek said the Zoning Code calis for 3%
of the total spaces which would be 5-6 charging stations for this proposal. The applicant may ask
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for a waiver or reduction at the time of the site plan approval. Mark asked for a few minutes to
confer with the applicant. Attorney Souchons said that they would be willing to put in 2 charging
stations but would have to look at the locations of the utilities to see where they can go.

Commissioner Devoto also asked about sidewalks on Plaza Drive. Mark explained that is wasn’t
compatible with their side of the street because of the steepness of the slope and their proposal
for a guardrail next to the curb.

Commissioner Johnson would like the dumpster moved to another location, Mark Grocki
explained that the MWAWA were adamant not to put the dumpster in the upland review area.

Attorney Rich Carella said that he represents a number of people in the area that have many
concerns about the project including the traffic flow and the totally different type of use that was
originally approved. He asks for a public hearing.

Beth Emery who is on the Complete Streets Committee and the Commission’s representative to
RiverCog is concerned about the walkability in that area. She would like to ask the state why
there aren’t more crosswalks put in so the public can go from one shopping center to the next.
The guardrail that is proposed is for the safety of the cars. Where is the proposal for the safety
of the pedestrians?

Commissioner Fulton said she would also like to have more public input regarding the walkability.
She feels the entryways are congested.

A discussion ensued about whether a public hearing is needed.

A motion to waive the number of charging stations from 5 to 3 was moved by Commissioner
Devoto and seconded by Commissioner Fazzino. The chair calls for the vote. It is unanimous to
waive the number of charging stations with 7 aye votes. The chair states the matter passes
unanimously with 7 affirmative votes.

Commissioner Nicholas Fazzino moves for approval for an amended site plan to modify the
footprint of Building 1 to accommodate Retail and Automotive Use for the property located at 804
Washington Street with the following conditions: 1) Install 3 charging stations; 2) Install sidewalks
along Plaza Drive; and 3) The excess 22 parking spaces should be pervious to reduce runoff; 4)
adhere to all staff and departmental comments. Commissioner Thom Pattavina seconds the
motion. The chair calls for the vote. It is unanimous to approve with 7 aye votes. The chair states
the matter passes unanimously with 7 affirmative votes.

2. Request for a five (5) year extension for Permit #SE2015-4 and Site Plan
Approval for the South Cove Residential Development located at 225 River
Road and 35 Eastern Drive. Applicant/agent Turkey Hill LLC/ Martin Smith
SE2015-4 (Date of receipt 1/22/20)

Marek Kozikowski gave a review of the application. Commissioner Pelletier said there has been
a significant change in Middletown since they gave this approval in 2015. He recommends not
extending it. Marek said there is still a lot of discussion regarding the riverfront and moving River
Road but there are no plans yet. Commissioner Johnson agrees with Commissioner Pelletier.
She said the road needs to be moved.

The applicant, Martin Smith said it has been a long drawn-out process. The water treatment plant
was supposed to be closed years ago and that is why this project has been delayed. He would
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be happy to work with the City regarding moving the road but is not confident that it would ever
happen. He needs to get more from the City than he is getting.

Commissioner Devoto suggests tabling the application so that they can get more input from staff
and perhaps the mayor’s office with respect to the master plan for the riverfront.

Commissioner Richard Pelletier moves to table until March 11, 2020. Commissioner Nicholas
Fazzino seconds the motion. The chair calls for the vote. It is unanimous to table with 7 aye votes.
The chair states the matter passes unanimously with 7 affirmative votes.

3. Schedule a Public Hearing for a Special Exception for a Home Day Care for
children at 72 Pond Place in the R-1 Zone. Applicant/agent Valerie Demeze
SE2020-1 (Date of receipt 1/22/20) (Suggested date February 26, 2020)

Commissioner Thom Pattavina moves to schedule a Public Hearing for February 26, 2020 for a
Special Exception for a Home Day Care for children at 72 Pond Place in the R-1
Zone. Commissioner Richard Pelletier seconds the motion. The chair calls for the vote. It is
unanimous to schedule a public hearing with 7 aye votes. The chair states the matter passes
unanimously with 7 affirmative votes.

4. Schedule a public hearing for a re-subdivision to convert parcel (30-0201)
Brown Street into a building lot. Applicant/agent Brad Baker $2020-1
(Suggested date February 26, 2020)

Commissioner Richard Pelletier moves to schedule a public hearing on February 26, 2020 for a
re-subdivision to convert parcel (30-0201) Brown Street into a building lot. Commissioner Thom
Pattavina seconds the motion. The chair calls for the vote. It is unanimous to schedule a public
hearing with 7 aye votes. The chair states the matter passes unanimously with 7 affirmative votes.

5. Schedule a public heéring for a text amendment to Section 71 (Amendment
Procedure) of the Middletown Zoning Code. Applicant/agent City of
Middletown PCD Dept. Z2020-1

Commissioner Thom Pattavina moves to schedule a public hearing on March 11, 2020 for a text
amendment to Section 71 (Amendment Procedure) of the Middletown Zoning
Code. Commissioner Nicholas Fazzino seconds the motion. The chair calls for the vote. It is
unanimous to schedule a public hearing with 7 aye votes. The chair states the matter passes
unanimously with 7 affirmative votes.

6. Schedule a public hearing for text amendments to Sections 61 and 40 to modify
language related to prohibited uses, rooming houses and clinics in the
Middletown Zoning Code. Applicant/agent City of Middletown PCD Dept.
Z2020-2 (Suggested date of public hearing March 11, 2020) .

Commissioner Thom Pattavina moves to schedule a public hearing on March 11, 2020 for text
amendments to Sections 61 and 40 to modify language related to prohibited uses, rooming
houses and clinics in the Middletown Zoning Code. Commissioner Nicholas Fazzino seconds the
motion. The chair calls for the vote. It is unanimous to schedule a public hearing with 7 aye votes.
The chair states the matter passes unanimously with 7 affirmative votes.



7. Schedule a public hearing for a text amendment to Section 61 of the Middletown
Zoning Codes to allow motor vehicle uses in the Transitional Development
Zone. Applicant/agent John Sheil Z22020-3

Commissioner Richard Pelletier moves to schedule a public hearing on March 11, 2020 for a text
amendment to Section 61 of the Middletown Zoning Codes to allow motor vehicle uses in the
Transitional Development Zone. Commissioner Nicholas Fazzino seconds the motion. The chair
calls for the vote. It is unanimous to schedule a public hearing with 7 aye votes. The chair states
the matter passes unanimously with 7 affirmative votes.

9. Public comment on topics which are not or have not been the subject of a public
hearing
None

10. Minutes of the Regular Meeting, Transcripts, Staff Reports and Commission Affairs

10.1  Minutes of January 8, 2020 Meeting
Commissioner Nicholas Fazzino moves for approval of the minutes of January 8, 2020 Meeting.
Commissioner Richard Pelletier seconds the motion. The chair calls for the vote. It is 6 aye votes
and 1 abstention by Commissioner Devoto. The Chair states the matter carried with 6 affirmative
votes.

Commissioner Devoto left the meeting at 8:44 PM

10.2 Other Commission Affairs
a. River-Cog Report
Commissioner Kellin Atherton gave a report.

10.3 Report from by-laws subcommittee
Marek said they met on Monday and will continue working through the text.

10.4 POCD subcommittee”
Marek said that the sub-committee was formed by previous members of the Commission and they
will need to form a new POCD subcommittee. Commissioner Johnson said that the whole
committee should be participating.

The Committee is working on amending the draft to incorporate comments made. Draft to come
soon. The next sub-committee meeting to be determined. All commissioners encouraged to
attend the next sub-committee meeting.

1.  Adjournment

Commissioner Richard Pelletier moves for adjournment at 8:53 PM. Commissioner Kellin
Atherton seconds the motion. The vice-chair states the matter passes unanimously with 6 .
affirmative votes.

Respectfully submitted,

Marek Kozikowski, AICP
City Planner






City of Middletown
Planning and Zoning Commission
March 11, 2020

REGULAR MEETING OF THE PLANNING AND ZONING COMMISSION
MIDDLETOWN CONNECTICUT
MARCH 11, 2020

1. Pledge of Allegiance

2, Roll Taking

Present: Commissioner Stephen Devoto
Commissioner Nicholas Fazzino
Commissioner Thom Pattavina
Commissioner Richard Pelletjer,
Commissioner Catherine Johnson
Commissioner Marcus Fazzino
Commissioner Kellin Atherton
Commissioner James O'Connell (seated for Commlssmner Brown)
Commissioner Shanay Fulton (amived at 7:05 PM)

Absent:  Commissioner Tyrell Brown

Staff: Marek Kozikowski, City Planner
Public: 8 members

3. Items removed from the agenda and why
None '

4, Public comment on’items on agenda which are not currently scheduled for a
public hearing
None

5. ZEQ Certification that all public hearing signs have been properly noticed (when
scheduled)
All public hearing signs were properly posted.

6. Public Hearings (when scheduled)



1. Proposed three (3) lot subdivision at 584 Atkins Street (Atkins Ridge)
between Brechlin Road and Timber Ridge Road in the R-60 Residential Zone.
Applicant/agent Coccomo I, LLC $S2019-3

No one representing the application was present. Marek said that based on the statutory timeline,
the Commission has to open the public hearing because the maximum amount of extensions has
been granted. Marek described the proposal. He said the applicant is proposing a non-
conforming frontage. 200 feet is needed in an R-60 zone and applicant is asking for 122 feet.
The applicant has an application with the Zoning Board of Appeals and is scheduled for the first
week of April.

Commissioner Pelletier moves to continue the public hearing to the April 8" meeting for a three
(3) lot subdivision at 584 Atkins Street (Atkins Ridge) between Brechlin Road and Timber Ridge
Road in the R-60 Residential Zone. Commissioner Fazzino seconds the motion. The chair calls
for the vote. It is unanimous to table with 7 aye votes. The chair states the matter passes
unanimously with 7 affirmative votes.

2. Proposed Special Exception for a Home Day Care for children at 72 Pond
Place in the R-1 Zone. Applicantfagent Valerie Demeze SE2020-1

Valerie Demeze represented the application. She said she has a finished basement and is going
o put up a fence in the rear of her property. He spoke-about the traffic and noise from the
proposed use.

87 Pond Place spoke for a number of other residents who could not come tonight that lives on
their street. They are concerned about the safety of the residents. The lots are very small and
the neighborhood is residential with many older residents.

Commissioner Atherton spoke but the tape was n'ot_,_working right and it was inaudible.

Commissioner Fazzino moves to close the public hearing. Commissioner Pattavina seconds the
motion. The chair calls for the vote. |t is unanimous to close public hearing with 7 aye votes. The
chair states the matter passes unanimously with 7 affirmative votes.

Commissioner Pelletier moves for approval for a Special Exception for a Home Day Care for
children at 72 Pond Place with the following conditions: 1) Limit to 6 children; 2) Fence around
rear yard to be installed and 3) Limit to no more than one employee. Commissioner Pattavina
seconds the motion. The chair calls for the vote. It is unanimous to approve with conditions with
7 aye votes. The chair states the matter passes unanimously with 7 affirmative votes.

3. Petition for a text amendment to Section 71 (Amendment Procedure) of the
Middletown Zoning Code. Applicant/agent Clty of Middletown PCD Dept.
220201

Commissioner Pattavina moves to close the public hearing. Commissioner Fazzino seconds the
motion. The chair calls for the vote. It is unanimous fo close public hearing with 7 aye votes. The
chair states the matter passes unanimously with 7 affirmative votes.

Commissioner Fazzino moves to approve as amended for a petition for a text amendment to
Section 71 (Amendment Procedure) of the Middletown Zoning Code. Commissioner Pattavina
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seconds the motion. The chair calls for the vote. It is unanimous to approve as amended with 7
aye votes. The chair states the matter passes unanimously with 7 affirmative votes.

4. Petition for text amendments to Sections 61 and 40 to modify language related
to prohibited uses, rooming houses and clinics in the Middletown Zoning
Code. Applicant/agent City of Middletown PCD Dept. Z2020-2

Commissioner Fazzino moves to continue the public hearing for a future meeting Commissioner
Johnson seconds the motion. The chair calls for the vote. It is unanimous to table with 7 aye
votes. The chair states the matter passes unanimously with 7 affirmative votes.

5. Petition for a text amendment to Section 61 of the Middletown Zoning Code to
allow motor vehicle uses in the Transitional Development zone (TD). Applicant
Agent/John Sheil. Z2020-3

Commissioner Fazzino moves to close the public hearing Commissioner Pattavina seconds the
motion. The chair calls for the vote. It is unanimous to close public hearing with 7 aye votes. The
chair states the matter passes unanimously with 7 affirmative votes.

Commissioner Fazzino moves to approve a text amendment to Section 61 of the Middletown
Zoning Code to allow motor vehicle uses in the Transitional Development zone
(TD). Commissioner Pattavina seconds the motion. The chair calls for the vote. It is unanimous
to approve with 7 aye votes. The chair states the matter passes unanimously with 7 affirmative
votes.

T Old Business
None

8. New Business

1. Request for a five (5) year extension of the site plan approval SPR2015-50 for
property at823 & 833 Newfield Street (behind Tractor Supply
Co.) Applicant/agent Hallisey, Pearson & Cassidy Engineering Assoc.
SPR2015-50

Commissioner Pelletier moves for approval for a five (5) year extension of the site plan approval
SPR2015-50 for property at 823 & 833 Newfield Street. Commissioner Fazzino seconds the
motion. The chair calls for the vote. It is unanimous to approve with 7 aye votes. The chair states
the matter passes unanimously with 7 affirmative votes.

2. Schedule a public hearing for a proposed twelve (12) lot re-subdivision of the
property of Old Colony of Wallingford located at Ridgewood Road and Mile Lane.
Applicant/agent Sunwood Development Corp/Bob Weidenmann $2020-2

Commissioner Pelletier moves to schedule a public hearing for April 22, 2020. Commissioner
Pattavina seconds the motion. The chair calls for the vote. It is unanimous to schedule a public
hearing with 7 aye votes. The chair states the matter passes unanimously with 7 affirmative votes.

3. Schedule a public hearing for a new medical clinic use in a portion of an existing
building located at 211 South Main Street in the MX zone. Applicant /fagent 211
South Main Strreet LLC/Robert Kempenaar |l SE2020-2
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Commissioner Pelletier moves to schedule a public hearing on March 25, 2020 for a new medical
clinic use in a portion of an existing building located at 211 South Main Street in the MX
zone. Commissioner Pattavina seconds the motion. The chair calls for the vote. It is unanimous
to schedule a public hearing with 7 aye votes. The chair states the matter passes unanimously
with 7 affirmative votes.

9, Public comment on topics which are not or have not been the subject of a public
hearing

10. Minutes of the Regular Meeting, Transcripts, Staff Reports and Commission
Affairs

10.1 Minutes of February 26, 2020 Meeting
Commissioner Pelletier moves for the approval for the minutes of February 26, 2020 meeting.
Commissioner Fazzino seconds the motion. The chair calis for the vote. it is unanimous to adjourn
with 7 aye votes. The chair states the matter passes unanimously with 7 affirmative votes.

10.2 Other Commission Affairs
a. River-Cog Report

10.3 Report from by-laws subcommittee

104 Staff Reporis
1. Adjournment
Commissioner Richard Pelletier fnoVeé for adjournment. Commissioner Nicholas Fazzino

seconds the motioh. The chair calls for the vote. It is unanimous to adjourn with 7 aye votes. The
chair states the matter passes unanimously with 7 affirmative votes.

Respectfully submitted

Marek Kozikowski
Middletown City Planner



REGULAR MEETING OF THE PLANNING AND ZONING COMMISSION
MIDDLETOWN CONNECTICUT
APRIL 22, 2020

1. Roll Taking

Present:  Chairman Stephen Devoto
Vice-Chairman Nicholas Fazzino
Commissioner Thom Pattavina
Commissioner Richard Pelletier
Commissioner Catherine Johnson
Commissioner Shanay Fulton (seated for M. Fazzino)
Commissioner Keliin Atherton (seated for Tyrell’ Brown)
Commissioner James O’Connell

Absent; Commissioner Tyrell Brown
Commissioner Marcus Fazzino

Staff/Host: Marek Kozikowski, AICP, City Planner

2. ltems removed from the agenda and why
None
3. Public comment on items on agenda which are not currently scheduled for a

public hearing
None

4, ZEO Certification that all public hearing signs have been properly noticed (when
scheduled)
All public hearing signs have been properly noted

5. Public Hearings (when scheduled)
1. Proposed Special Exception for a new medical clinic use in a portion of an
existing building located at 211 South Main Street in the MX zone.
Applicant/agent 211 South Main Street LLC/Robert Kempenaar Il SE2020-2

Nicholas Fazzino moves to close the public hearing. Thom Pattavina seconds the mation. The
chair calls for the vote. The chair states the matter passes unanimously with 7 affirmative votes.

Nicholas Fazzino moves for approval with conditions for a Special Exception for a new medical
clinic use in a portion of an existing building located at 211 South Main Street in the MX



zone. Applicant/agent 211 South Main Street LLC/Robert Kempenaar Il SE2020-2. Thom
Pattavina seconds the motion. The chair calls for the vote. The chair states the matter passes
unanimously with 7 affirmative votes.

The conditions of approval are:

1. If there is a change in the type of medical office from orthopedist to another type of
medical office or service, there will need to be a new application for special exception.

2. The front of the building will remain active, open and transparent. The glass of the
offices and waiting area MUST remain clear and transparent, so as to enable a view info
the building. The windows may not be obscured with film or any other means.

3. Floor plans for the medical clinic space should be submitted for review prior to the
issuance of permits.

4. The medical clinic use should be limited to 5 practitioners and 9 employees.

5. The medical clinic use specifically excludes clinics whose principal service is mental
health and/or substance abuse diagnosis and treatment.

6. The applicant should get final CT DOT approval for the improvements in the state Right
of Way prior to the issuance of a certificate of occupancy.

2. Continuation of public hearing of a Petition for text amendments to Sections
61 and 40 to modify language related to prohibited uses, rooming houses and
clinics in the Middletown Zoning Code. Applicant/agent City of Middletown
PCD Dept. Z2020-2

Kellin Atherton moves to close the public hearing. Thom Pattavina seconds the motion. The chair
calls for the vote. The chair states the matter passes unanimously with 7 affirmative votes.

Richard Pelletier moves for approval for text amendments to Sections 61 and 40 to modify
language related to prohibited uses, rooming houses and clinics in the Middletown Zoning Code. .
Kellin Atherton seconds the motion. The chair calls for the vote. The chair states the matter passes
unanimously with 7 affirmative votes.

6. Old Business
None

7. New Business

1. Request for an affirmative G.S. 8-24 for a 5 year lease agreement between the
City of Middletown and Fidelux Lighting, LLC (an existing tenant) for 23,500
sq. ft. at 180 Johnson Street. Applicant/agent City of Middletown/PCD Dept.
G.S. 8-24 2020-1

Richard Pelletier moves for an affirmative G.S. 8-24 for a 5 year lease agreement between the
City of Middletown and Fidelux Lighting, LLC (an existing tenant) for 23,500 sq. ft. at 180 Johnson
Street. Thom Pattavina seconds the motion. The chair calls for the vote. The chair states the
matter passes unanimously with 7 affirmative votes.

2. Schedule public hearing for a proposed Special Exception regarding Section
55.03 for construction of a high tunnel greenhouse at 1044 River Road.
Applicant/agent Forest City Farms/Gabe Russo SE2020-3



Nicholas Fazzino moves to schedule a public hearing for May 27, 2020 for a Special Exception
regarding Section 55.03 for construction of a high tunnel greenhouse at 1044 River Road. Thom
Pattavina seconds the motion. The chair calls for the vote. The chair states the matter passes
unanimously with 7 affirmative votes.

8. Public comment on topics which are not or have not been the subject of a public
hearing '

9. Minutes of the Regular Meeting, Transcripts, Staff Reports and Commission
Affairs

a. Minutes of the March 11, 2020 Meeting
Thom Pattavina moves for approval of the minutes of the March 11, 2020 meeting.- Nicholas
Fazzino seconds the motion. The chair calls for the vote. The chair states the matter passes
unanimously with 7 affirmative votes.

b. Minutes of the April 1, 2020 Meeting
Thom Pattavina moves for approval of the minutes of the April 1, 2020 meeting. Nicholas Fazzino
seconds the motion. The chair calls for the vote. It is unanimous to approve with 7 aye votes. The
chair states the matter passes unanimously with 7 affirmative votes.

2. Other Commission Affairs

a. River-Cog Report
Kellin Atherton and Beth Emery provided a report of the March 23 and April 14t RiverCOG
meetings.

3. Staff Reports
Staff provided an update on the closure of City Hall.

10. Adjournment

Thom Pattavina moves for adjournment. Nicholas Fazzino seconds the motion. The chair calis
for the vote. The chair states the matter passes unanimously with 7 affirmative votes.

Respectfully submitted,

Marek Kozikowski, AICP
City Planner
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Application: Zoning Text Amendment

22020-2
Applicant: PCD Staff
Owner: N/A
Address: N/A
Zone: N/A

Description: Clinics for Mental Health & Rooming Houses

UPDATE
The Planning and Zoning Commission continued the public hearing from the March 11t
meeting so that Staff can address comments from the Planning and Zoning Commission.

The Commission made two requests. The first request was for Staff to prepare a max showing
the eligible properties for the Substance Abuse/ Mental Health Floating Zone (SMH Zone). The
maps attached indicate the major corridors of the City that are edible for rezoning to the SMH
floating zone (39C.02). See attached.

Lastly, the Commission asked for Staff to explore modifying the parking demand for urban living
units (44.04.18). Staff determined that such a text amendment requires an independent
analysis separate from this proposal. Therefore, no changes to the parking demand for urban
living units are made at this time.

Proposal

PCD Staff submitted a petition for a text amendment to modify Section 40 and 61 to remove
methadone clinics and rooming houses from prohibited uses and make them special exception
uses pursuant to Section 71 of the Middletown Zoning Code. The proposed amendments are as
follows:

Strikethrough Text: Deleted

Bold Text: Added
xx: Denotes section number to be determined

61.05 PROHIBITED USES

Any use which can be reasonably considered to cause, despite existing
environmental safeguards, hazardous or noxious conditions or which would violate
Section 15.01, Performance Standards. Further any use not specified as a
permitted use, special exception use, accessory use, permitted home occupation
use or use by temporary permit are prohibited uses including but not limited to the
incineration of solid waste, correctional facilities, alternate incarceration centers,
methedane-elinies; half way houses, reeming-heuses; pawn shops, check cashing
establishments, and asphalt/batch plants.

ZONES: ALL
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Section 61 BUSINESS ZONES, INDUSTRIAL ZONES AND OTHER NON-RESIDENTIAL ZONES USE
SCHEDULE

61.02 SPECIAL EXCEPTION USES

61.02.xx Rooming Houses
ZONES: MX, ID

61.02.xx Clinics for Mental health and/or substance abuse diagnosis and treatment
ZONE: SMH

Section 40 OFF-STREET LOADING REGULATIONS
USE REQUIREMENT
40.04.03 CLINIC-MEDICALOR-BENTAL  One (1) parking space for each two hundred (200) sq.
' ft. of floor area plus one (1) space for each doctor plus
one (1) space for each three (3) employees.

40.04.18 URBAN CORE LIVING UNIT One or no bedrooms 1 space
Hreludingformercategeryof  Two or more bedrooms 2 spaces
Fooming-Housal
40.04.20 ROOMING HOUSES DELETED Same as a Same a Urban Core Living Unit
, T : iy
Hai

Clinics for Mental health and/or substance abuse diagnosis and treatment
Methadone clinics are currently listed in the list of prohibited uses and proposal includes a
modification to Section 61.05 to remove them from the list of prohibited uses.

Definition

Methadone clinics is considered a clinic for substance abuse. Clinics which is already defined as
a place used for the care, diagnosis and treatment of sick, ailing, infirm and injured persons and
those who are in need of medical or surgical attention, but who are not provided with board or
room nor kept overnight on the premises (16.03.05).

Schedule of Uses

The Middletown Zoning Code has a Substance Abuse/Mental Health (SMH) Floating Zone that
allows for clinics for mental health and substance abuse and other similar uses. The floating
zone, can be applied in various sections of the city including portions of: Saybrook Road, Main
Street Extension, South Main Street, Washington Street and Silver Street (39C.02).

The proposal includes modifications to Section 61.02 to include these clinics in the schedule of
uses. The proposal would list clinics for mental health and/or substance abuse diagnosis and
treatment as a special exception use so that the Planning & Zoning Commission has the
opportunity to assess a new proposal with regards to the special exception standards in Section
44,
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Parking Requirement
Clinics, for medical and dental have a parking requirement of One (1) parking space for each
two hundred {200) sq. ft. of floor area plus one {1) space for each doctor plus one (1) space for

each three (3) employees (40,04.03).

The proposal eliminated the terms medical and dental and opens up the parking requirement
for all types of clinics.

Rooming Houses
Rooming houses are currently listed as a prohibited use is all zone although there are many the
city.

The Health Department records 33 rooming houses in the City. (See list attached). The
department performs regular inspections to ensure compliance with the housing code. The
houses include homes for health housing services, hotels, university housing and
fraternity/sorority housing.

Definition

They are defined in the Zoning Code as a structure licensed by the Middletown Health
Department as a rooming house per Housing Code Regulations {16.18.02). The Housing Code
defines rooming houses as any dwelling or that part of any dwelling containing one or more
rooming units in which space is occupied by six or more persons who are not members of a
single family (Sec 178-2).

Schedule of Uses

The proposal would list rooming houses as a special exception use so that the Planning &
Zoning Commission has the opportunity to assess a new proposal with regards to the special
exception standards in Section 44,

Rooming houses are located in many different zones but majority of the existing houses are in
the MX and ID zones. The proposal puts rooming houses in the MX and ID zones. The MX zone
allows for a variety of uses that include multi-family housings. The ID zone allows for a variety
of institutional uses which includes housing for students.

Parking Requirement

Section 40 already lists a parking requirement for rooming houses by way of reference to the
parking requirement for urban core living units. The requirement is one space one or no
bedroom units and 2 spaces for two or more bedroom units.

The proposed modifications to clean up the language and references in the Zoning Code
without modifying the requirement.
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Do drug treatment facilities really

lower property values? Finally, an
answer

Published: Jan. 11, 2019 at 5:42 a.m. ET
By Kari Paul

When it comes to rehab centers, many people think ‘not in my backyard’
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A drug addict in recovery drains the last drops of a yogurt drink at a substance abuse treatment center
in Westborough, Mass.
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As the opioid crisis rages on, those affected struggle to find treatment. One potential reason? People
don’t want rehab centers in their backyards.

The arrival of a substance-abuse treatment center in a new neighborhood can spark protests,
heated city hall meetings, and other attempts to block developments. Some homeowners believe the
introduction of substance-abuse treatment centers into a neighborhood will also bring crime and

other problems that will decrease property value.

But opposition may be unfounded, a study distributed this week by National Bureau for Economic

Research found: Substance-abuse disorder centers do not negatively affect property values in areas

where they set up shop, the report by researchers at the University of New Mexico and Temple

University concluded.

The model created for this paper showed that when adjusted for issues like
benefits to surrounding businesses, there is no measurable difference.

“For most people purchasing a home is the largest financial investment they are going to make in
their lives and the most important financial asset they have,” Catherine Maclean, a lead researcher
on the paper, said. “So we believe people’s concerns about decreasing property values are valid, but

we wanted to test that”

Past economic models have shown the construction of such centers may decrease values by 3.4% to
4 6%, but the model created for this most recent paper showed that when adjusted for factors like
value prior to the center’s introduction and benefits for surrounding businesses, there is no
measurable difference. The researchers examined property value between the years of 2003 and
2016 using data from Seattle.



Past economic models have shown the construction of such centers may
decrease values by 3.4% to 4.6%.

“Suburban residents tend to be very risk averse when it comes to changes in their neighborhoods”

said Igor Popov, chief economist at apartment-search platform ApartmentList. “It's not unheard of

for neighborhood groups to try to block local development of substance-abuse treatment centers,
so these residents must feel that these centers negatively affect the local quality of life”

The opioid crisis costs the U.S. more than $500 billion per year. Inpatient facilities have been proven

an effective means of treating substance abuse disorders, but often cannot find locations to build,

Maclean said. Only one in 10 patients with drug addiction are able to get treatment, and a commonly

stated barrier is not being able to locate a treatment center.

“If ‘not in my backyard’ concerns prevent centers from locating in convenient settings, this sub-
optimal location may make it harder for patients to get into treatment and remain in treatment,

which will limit our ability as a society to reduce substance abuse disorders”” she said. MW
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ABSTRACT

Substance use disorders (SUDs) are a major social concern in the United States and other
developed countries. There is an extensive economic literature estimating the social costs
associated with SUDs in terms of healthcare, labor market outcomes, crime, traffic accidents, and
so forth. However, beyond anecdotal claims that SUD treatment centers (SUDTCs), settings in
which patients receive care for their SUDs, have a negative effect on property values, there is
scant empirical work on this question. In this paper, we investigate the effect of SUDTCs on
residential property values using data from Seattle, Washington, and SUDTC location, entry, and
exit information. To mitigate bias from the potential endogeneity of SUDTC location choices, we
apply a spatial differences-in-differences (SDD) model, which uses property and SUDTC
location to construct treatment and comparison groups. Our findings suggest that SUDTCs
endogenously locate in lower value areas, and naive models imply that the entry of an SUDTC
leads to a 3.4% to 4.6% reduction in property values. When an SDD model is applied, we find no

evidence that SUDTCs affect property values. Overall, our findings suggest anecdotal claims that
" SUDTCs reduce property values are potentially overstated.
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1. 'Introduction

Substance use disorders (SUDs) are chronic health conditions that impose substantial
costs, both costs fully internalized by the affected individual and costs externalized to society.
For the affected individual, SUDs hinder overall health, employment, financial staﬁility, and
relationships, and can lead to incarceration and otﬁer legal consequénces, and for some, death.
In terms of negative externalities, SUDs are incredibly costly to society in terms of direct
addiction treatment costs which have historically been financed by public payers within the U.S.,
increased costs of general healthcare, increased reliance on social services, traffic accidents, and
crime and violence (Carpenter 2005; Balsa et al. 2009; French, Fang, and Balsa 2011; Jayakody,
Danziger, and Pollack 2000; Anderson, Hansen, and Rees 2013; Markowitz and Grossman 2000;
Popovici, Maclean, and French 2017; Terza 2002). |

Overall, the annual costs of SUDs to the U.S. are estimated to be very high: $544B
(Caulkins, Kasunic, and Lee 2014).! For comparison, government estimates suggest that heart
disease and stroke, which are Ieading'causes of mortality and morbidity, are associated with
$359B each year in terms of healthcare costs and lost productivity in the U.S. (Department of
Health and Human Services 2018).2 Given these high costs, both private and public agents
allocate substantial financial resources to curtail SUDs. For instance, the U.S. spénds
approximately $28B annually on direct SUD treatment, with 71% of this treatment financed by
public payers (Substance Abuse aﬁd Mental Health Services Administration 2014).> While
treatment programs are obviously heterogeneous, there is compelling evidence that nume-rous

treatment modalities are clinically effective and cost-effective in reducing SUDs and associated

! This estimate is inflated by the authors from the original estimate of $481B (with $255B attributable to alcohol and
$226B attributable to psychoactive drugs) in 2011 dollars to 2018 dollars using the Consumer Price Index (CPI).

2 Inflated from the original estimate ($317B in 2011 dollars) to 2018 dollars using the CPI.

3 Inflated by the authors from the original estimate of $23 4B in 2009 dollars to 2018 dollars using the CPL



social costs (Collins et al. 2010; Doran 2008; French and Drummond 2005; Holder 1998;
McCollister and French 2003; Murphy and Polsky 2016). Moreover, receiving SUD treatment is
not uncommon. For instance, in 2016, 3.8M Americans 12 years and older received SUD
treatment (Center for Behavioral Health Statistics and Quality 2017).

SUD treatment is generally regarded as valuable to society. However, situating an
SUDTC, a setting in which many patients receive care for their SUDs, is often an unpopular and
contentious decision. In particular, there is a ‘not in my back yard” (NIMBY) sentiment, where
local residents boycott SUDTC openings as they are concerned that the introduction of an
SUDTC may increase noise, traffic, crime, nuisance behavior, and generally unpleasant activities
in the neighborhood (Keiger 2016).* These perceived negative attributes of SUDTCs could
plausibly translate into reductions in residential property values. As residential properties reflect
the most substantial investment that most Americans undertake in their lives (Kraft and Munk
2011), this potential external cost of SUDTCs may result in a considerable reduction in wealth
for many individuals and families. In 2016, there were 18,087 licensed SUDTCs in the U.S.
(Substance Abuse and Mental Health Services Administration 2017). Thus, if NIMBY concerns
are valid, then many individuals and families are exposed to centers that may substantially
reduce the worth of their most valuable investment.

While there is a large literature evaluating the extent to which a wide range of both
amenities and dis-amenities affect residential property values (Chay and Greenstone 2005;

Gawande and Jenkins-Smith 2001; Gibbons 2004; Muehlenbachs, Spiller, and Timmins 2015;

4 For instance, recent articles by media outlets in both Massachusetts and New York document the negative
sentiment towards SUDTC openings by local residents. We refer an interested reader to the following websites:
https://www.urbancny.com/urban-colonialism-and-how-a-neighborhood-fought-a-development-and-won/,
https://theswellesleyreport.com/2018/10/wellesley-residents-urge-opioid-treatment-center-reps-to-reconsider-
location/ (accessed December 20, 2018).




Pope and Pope 2012; Thaler 1978; Li et al. 2015; Davidoff and Leigh 2008), there is surprisingly
little empirical work investigating the effect of SUDTCs. To the best of our knowledge, only
one study explores this question. In a real estate study, La Roche, Waller, and Wentland (2014)
apply three-stage-least squares to property sales data from Central Virginia over the period 2001
to 2011 to test for SUDTC effects. The authors document that SUDTCs are associated with an
8% reduction in residential property values. The results of La Roche, Waller, and Wentland
(2014) suggest a subst.antial negative effect of SUDTCs on property values and provide prime
Jacie support for NIMBY concerns. However, given the identification strategy employed by La
Roche, Waller, and Wentland (2014), how best to interpret these findings is unclear. In
particular, the three stage least squares approach used by LaRoche and colleagues is identified
off non-linearities in the model. Such identification departs from approaches based on quasi-
experimental variation that are used in many recent erﬁpirical economic studies studying factors
that influence property values (outlined in Section 2. LY.

Moreover, the net effect of SUDTCs on property value is ex ante ambiguous. In addition
to the potentially negative aspects of SUDTCs articulated in NIMBY concerns, there are factors
associated with SUDTCs that may in fact increase property values. First, if SUDTCs offer
effective treatment to neighborhood residents, these facilities can reduce SUD prevalence and
associated harms. Swensen (2015) shows that SUDTC entry reduces the level of SUDs, proxied
by overdose deaths, within the local area. In terms of reducing costs associated with SUDs,
recent economic work by Bondurant, Lindo, and Swensen (2018), and Wen, Hockenberry, and
Cummings (2017) shows that SUDTCs reduce crime within the local area. Clinical evidence
provides further support for the inverse treatment-crime relationship (Doran 2008; Ettner et al.

2006; McCollister et al. 2003; Rajkumar and French 1997; Westerberg et al. 2016).



Furthermore, Freeborn Fand McManus (2010) document that additional SUDTCs in a county
decrease alcohol-related fatal traffic fatalities in that locality. A second pathway through which
SUDTCs could raise property values is increased employment opportunities (e.g., hiring SUDTC
employees) and economic activity (e.g., demand for SUDTC-related goods and services) within
a local area. For instance, in 2016, the average SUDTC employed 22 workers and the economic
opportunities for local residents are often touted when a center opens.>

Finally, an empirical reason for an observed association between SUDTC entry and
property values is the potential endogeneity of SUDTC location choices. If SUDTCs
strategically locate in areas with lower (or higher) property values, such sorting could lead to
biased estimates of property value effects. This final pathway suggests that any observed
correlation between SUDTC entry and property values could be spurious and not causal.

To empirically address endogenous location choices in estimation of amenities and dis-
amenities, several recent studies apply a spatial differences-in-differences (SDD) estimator
(Congdon-Hohman 2013; Dealy, Horn, and Berrens 2017; Linden and Rockoff 2008). The SDD
model is comparable in many ways to canonical differences-in-differences (DD) methods, which
estimate average changes in outcomes in treatment and comparison groups, pre- and post-
treatment (Angrist and Pischke 2008). In the SDD model, spatial location information (as
opposed to legislatively defined geographic areas or groups defined by their demographics, e.g.,
age and/or gender) is used to construct the treatment and comparison groups in close proximity

to the (dis)amenity. No study has applied an SDD to estimate the effects of SUDTCs.

5 Authors’ calculation of the 2016 U.S. Census Bureau Community Business Patterns data base for the following
industry codes: 621420 (outpatient treatment facilities) and 623220 (residential inpatient treatment facilities)
(Swensen 2015; Bondurant, Lindo, and Swensen 2018). More details available on request. Please see the following
news article: https://www.bizjournals.com/dayton/news/2018/12/14/addiction-treatment-center-invests-1m-in-
dayton.html (accessed December 20, 2018).




In this paper, we follow the recent hedonic pricing model literature and estimate the
effect of SUDTCs on residential property values using an SDD model. We use granular
residential property value and administrative SUDTC data from Seattle, Washington.
Specifically, we link property values data over the period 2003 to 2016 with geocoded
government administrative data on the exact locations of all licensed SUDTCs in Seattle.

Several findings emerge from our analysis. First, we document that SUDTCs
endogenously locate in lower property values areas, which implies that estimates generated in
models which do not address such sorting are vulnerable to bias. Second, naive (non-SDD)
models that do not account for endogenous location choices produce estimates that imply a
modest, but statistically significant, negative effect of SUDTC entry on property values of 3.4%
to 4.6%. Third, when an SDD estimator is used, we find no statistically significant evidence that
SUDTC entrance into a local area leads to changes property values. Indeed, in our preferred
specifications we can rule out all but modest decreases in property values. Our findings are
stable across numerous robustness checks, including alternative distance band specifications and
time dynamics. Our findings suggest that anecdotal NIMBY concerns regarding the stigma
associated with being located in close proximity to an SUDTC, and related reductions in
residential property values, may not be fully warranted.

The paper proceeds as follows. Section 2 provides background on the related residential
property value literature, SUDs, and SUDTCs. Our conceptual framework and empirical model
are presented in Section 3. Data are reported in Section 4. Section 5 presents our main results
and robustness checking. Section 6 concludes.

2. Background

2.1 Background on amenities and dis-amenities, stigma, and residential property values



There is a large and historic hedonic pricing model literature evaluating the effect of
various amenities and dis-amenities on residential property values. Comprehensively reviewing
this va:;t literature is beyond the scope of this study. Instead, we attempt to brieﬂy.sumn;arize
studies most relevant for our research questibn.

In terms of amenities, access to high quality schools (Davidoff and Leigh 2008),
‘walkability’ (Rauterkus and Miller 2011), diversity (Koster and Rouwendal 2012), and
proximity to parks and green spaces (Anderson and West 2006; Voicu and Been 2008) increase
residential property values. On the other hand, dis-amenities such as airport noise (Espey and
Lopez 2000; Pope 2008), forest infestations (Price, McCollum, and Berrens 2010), nﬁclear waste
sites (Gawande and Jenkins-Smith 2001; McCluskey and Rauséer 2003a), rail stations (Bowes |
and Ihlanfeldt 2001), and wildfires (Kalhor et al. 2018) reduce residential property values.

Similarly, undesirable and socially repugnant behaviors by neighborhood residents,
which can Be viewed as dis-amenities, within the local area have been linked with lower
residential property values. In particular, several studies show that increased crime reduces
property values (Gibbons 2004; Thaler 1978; Pope and Pope 2012). For instance, Pope and Pope
(2012) find a substantial incrcasp in residential property values following the large decline in
_ U.S. crime rates that occurred in the 1990s.- Studies also evaIuaté the effect of convicted sex
offenders migrating into a neighborhood on local residential property values. Federal legislation
passed in 1996, known as ‘Megan’s Law’, requires that all states create a sex offender registry -
and make information regarding sex offender residential addresses publicly available. |
Evaluating this law, Larsen, Lowrey, and Coleman (2003) find a reduction in value of 17% for

residential properties in close proximity to sex offenders in Montgomery County, Ohio.



In sum, the hedonic pricing literature documents that many forms of dis-amenities reduce
residential property values. In addition to an initial decline in residential property values, several
studies provide convincing evidence that this reduction in value persists over time. For instance,
several environmental risks leave a permanent, or highly persistent, ‘scar’ on property values
(McCluskey and Rausser 2003b). Put differently, even after the dis‘-amenity is removed from the
local area, residential property values persistently remain at a lower level. The particular
mechanisms bghind a scaring effect are not entirely clear and are likely heterogeneous across dis-
amenities, but this phenomena suggests that affected property owners may persistently own a

_ less valuable asset. Given the importance of residential properties for overall wealth and
financial well-being, permanent reductions in property values are concerning.

A key empirical challenge in estimating the effect of any local (dis)amenity on property
values is the potential endogeneity of (dis)amenity location. Put differently, amenities and dis-
amenities, including SUDTCs, are not likely to be randomly assigned across neighborhoods and
instead are plausibly located based on the (presumably) rational decisions of economic agents; in_
our context SUDTC owners and operators. Taking such systematic location selection into
account, Linden and Rockoff (2008) reevaluate the effect of sex offenders on property values
using an SDD estimator, which creates treatment and comparison groups based on geographic
distance to the sex offender location. Applying this model to data from Mecklenburg County,
North Carolina, the authors document that, on average sex, offenders locate in lower property
value areas, and failure to account for these endogénous location choices can lead to a substantial
overestimate of the effect of a sex offender on property values. After accounting for the

endongeous location of offenders, Linden and Rockoff find that the arrival of sex offender within



a neighborhood reduces ;che average residential property values by 4%. This estimate is less than
one quarter of the Larsen et al (2003) non-SDD estimate of a 17% reductibn in property values.

The SDD approach has also recently been used to study the effect of several other dis-
amenities on residential property values. Congdon-Hohman (2013) and Dealy, Horn, and
Berrens (2017) use this technique to study the effect of clandestine methamphetamine
laboratories (‘meth labs’) on property values. The production of meth involves the combination
of explosive and deadly chemicals; this process is harmful to health. Both studies show that
meth labs endogenously locate in lower value areas and a significant decrease in property values
associated with lab discovery. Dealy, Horn, and Berrens (2017) also identify a stigma effect:
property values of residences sourrounding the meth lab remain persistently lower even after the
lab is fully decomtaiminated following a state-mandated environmental clean-up process.
Stigma effects suggest that the dis-amenity permanently, or at least persistently, alters
neighborhood characteristics (real or perceived) in a way that reduces the value of nearby
properties.. For instance, clandestine meth labs may result in lingering environmental toxins in
the neighborhood that persistently harm (or are perceived to harm) residents’ health.

Brooks, Humphreys, and Nowak (2016} study the effect of strip clubs on i'ésid.ential
property values in Seattle, Washington — the same location that we examine — using an SDD
model. The authors find that club openings and closing have no statistically significant effect on
the value of nearby residences. This study is important for our work as it focuses a dis-amenity
that may plausibly impose similar costs and benefits on the neighborhood as an SUDTC.

Our contribution to this literature is twofold. First, we examine the effects of SUDTCs

on property values using an SDD estimator which will allow us to account for endogenous
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location choices and hence recover causal estimates of SUDTC effects on residential property
values. Second, we test for potential stigma effects associated with SUDTCs,
2.2 Background on SUDs and SUDTCs

In 2016, 20 million U.S. residents 12 years and older, or 7.5% of the population, met
diagnostic criteria for an SUD (Center for Behavioral Health Statistics and Quality 2017).
According to the American Psychiatric Association (2013) SUDs ‘occur when the recurrent use
of alcohol and/or drugs causes clinically and functionally significant impairment, such as health
problems, disability, and failure to meet major responsibilities at work, school, or home.’
Afilicted individuals may act out in violent and reckless ways, and turn to illegal activities to
procure funds to purchase substances. Many individuals with an SUD have co-occurring mental
illness (Grant, Stinson, Dawson, Chou, Dufour, et al. 2004; Grant, Stinson, Dawson, Chou,
Ruan, et al. 2004), which plausibly exacerbates substance-related pioblems.

In addition to individuals meeting the clinical definition of an SUD, millions of
Americans engage in risky substance misuse such ag binge drinking, heavy drinking, and
nonmedical use of prescription drugs, and are thus at risk of developing an SUD.® For instance,
in 2016, 24.5% and 6.0% of U.8S. residents 12 year and older were classified as binge and heavy
drinkers respectively, while 10.6% of adults used illicit drugs in the past 30 days (Center for
Behavioral Health Statistics and Quality 2017).

Given the high levels of substance misuse, unintentional fatal alcohol poisonings and

(overall) psychoactive drug overdoses are the leading causes of injury death in the U.S. with over

¢ According to the Centers for Disease Control and Prevention (CDC), binge drinking is defined as consuming five
{four) or more drinks in one drinking session for men (women) while heaving drinking is defined as drinking two
{one) or more drinks per day for men (women). Non-medical use of prescription medications is defined as the use
of medications without a prescription from a healthcare provider, use of the medication in a manner other than as
directed {e.g., taking a higher dosage than prescribed), and/or use only for the medication’s psychotropic experience.
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58,000 deaths in 2016, which exceeds the deaths attributable to suicides, traffic accidents, and
firearm-related accidents (Centers for Diseése Control and Prevention 2018a). Further, the U.S.
is currently experiencing an unprecedented rise in SUD-related mortality, largely due to OUD
overdoses (Rudd et al. 2016). For instance, each day there are 115 QUD-related overdose deaths
and this rate has more than quadrupled since 1999 (Centers for Disease Control and Prevention’
2018b). The rise in OUD and associated harms has prompted the federal government to declare
that the country is experiencing an ‘opioid epidemic’ (Centers for Disease Control and
Prevention 2018b) and allocate billons of dollars in‘ financing to support OQUD prevention,
treatment, and harm reduction (114th U.S. Congréss 2015).

Although SUDs are incredibly harmful, numerous treatment modalities have been shown
to be effective in treating these conditions (Collins et al. 2010; Doran 2008; French and
Drummond 2005; Holder 1998; McCollister and French 2003; Murphy and Polsky 2016; Schori
2011). In 2016, 3.8M Americans ages 12 years and older received some form of SUD treatment
(Center for Behavioral Health Statistics and Quality 2017). However, addiction specialists
contend that treatment is substantially underused: only 10% of individuals who meet diagnostic
criteria for an SUD receive treatment in any given year (Center for Behavioral Heélth Statistics
and Quality 2017). While there are myriad reasons fo; not seeking treatment, including not
wanting to stop using substances, inability to locate a provider is a contmonly stated barrier.
Taking this reason for not receiving treatment at face value, expanding the number of providers
(iﬁcluding the specialized SUDTCs that we examine in our study) could increase treatment
uptake and, in turn, reduce SUD prevalence and associated harms. Further, allowing providers to

locate in areas that are convenient to patients may enhance treatment uptake and outcomes.
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SUD treatment often begins with detoxification, a process that many times involves the
use of medications to ease withdrawal symptoms (e.g., tremors, pain, and nausea) and allows the
body to rid itself of substances. After detoxification is complete, there are a wide range of
effective treatment options available to patients. For example, counsel_ling services, outpatient
care, residential treatment, and inpatient hospital care are all widely used, and in many cases,
highly effective treatment modalities. In our analysis we focus on care that is offered in
specialized outpatient and inpatient treatment centers (residential facilities and psychiatric
hospitals). This modality of care represents the majority of care received within the U.S.
Further, specialty care involves patients residing in the center and/or regularly visiting the center
for an extended period of tiﬁe (e.g., a common treatment duration is 30 days), and SUDTCs are
large in size with approximately 88 patients on any given day receiving treatment.” Thus, if
NIMBY concerns exist, we contend that they are most likely to be 6bserved in this the type of
care we consider in this study. We do not consider office-based care or treatment received in
non-psychiatric hospitals. We refer interested readers to an excellent review of treatment
modalities avéilable to patie;nts provided by the National Institute on Drug Abuse (2018).

3. Conceptual framework and empirical approach
3.1 Hedonic pricing model

Our empirical analysis, outlined below, is grounded in hedonic pricing theory. Within
this framework residential properties are viewed as assets that provide owners with a‘bundle of
characteristics that, in turn, affects utility. The characteristics that define the residential property

as an asset include structural attributes (e.g., property size and quality; S;) and neighborhood

7 Authors’ calculation based on the National Survey of Substance Abuse Treatment Services (N-SSATS).
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attributes (e.g., schools and parks; N;). We augment the standard hedonic pricing framework to

ipcorporate proximity to an SUDTC (@);) as a residential property attribute that affects utility.
Rational consumers are assumed to choose the residential property that maximizes their

utility function subject to a standard budget constraint. At market equilibrium, residential

property { will sell at price P; according the following pricing equation:

Py = f(Su Ni @) | 1

The effect of each attribute on price is simply the partial derivate of that attribute with respect to

price in Equation (1): 6Pi/ ax. where X; € {5, N;, Q;}. All else equal, we expect amenities (e.g.,
L

lafger properties and good schools) to increase values and dis-amenities (e.g., poor quality
properties and limited access to parks) to reduce values.

As noted in Section 1, the relationship between proximity of a residential property i to an
SUDTC (Ql-)‘has an ambiguous effect the price (P;). SUDTCs are associated with numerous
factors in the local area that could have both positive (e.g., reduced SUD prevalence, and
increased employment opportunities and demand for local goods and services) and negative
(e.g., crime, violence, traffic, noise pollution, and nuisance behaviors) effects on property values,
leaving the net effect unclear. While we are not able to separately estimate each of the possible
pathways through which SUDTCs could influence residential property values, our objective is to
provide an estimate of the overall average SUDTC effect, which is a first order question.
3.2SDD model

We ‘apply an SDD model to test for the causal effect of SUDTCs on proximal property
values. The treatment and comparison groups are constructed using geographic distance bands,
or ‘rings’, swrrounding each SUDTC. Residential properties located within a ring with radius »

around the SUDTC form the treatment group. Residential properties located in a second
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concentric ring, with radius k= r+& with 0, form the comparison group. This identification
strategy compares properties adjacent to an SUDTC with a compaﬁson g_roﬁp of properties in
very close ﬁroximity to, but just far enough away, so as to be unaffected by the SUDTC.

Figure 1 displays an example of a location-defined treatment group and comparison
group. In our main specifications, we define the treatment group as those properties within 0.2
miles of a SUDTC as the treatment group and define those properties 0.2 to 0.4 miles from an -
SUDTC as the comparison group. Clearly the true geographic definitions of the treatment and-
comparison group are a priori unknown, and any selected definition is to some extent arbitrary.
Moreover, it is plausiblé that the true definition varies across (dis)amenties (e.g., clandestine
methamphetamine labs, parks, schools, and sex offenders) and, indeed, different studies use
different distances (see studies applying an SDD cited in Section 2.1). Thus, in robustness
checks, and following Dealy, Horn, and Berrens (2017), we re-estimate our SDD regressions
using alternate distance-ring specifications. Results (reported later in the manuscript) are highly
robust across these alternative specifications, which supports the hypothesis that our findings are
not driven by selection of a specific treatment and .comparison group combination.

Specifically, wé apply the following SDD model:
In(P, ;1) = X; ;B + (0:1D0% + 6,D%% ) + (0:D0% + 0.DY )til™ + e + €05 2)
In this equation, P; ;. is the inflation adjusted sales price, where i indicates an in.dividual
lt;roperty, J indicates the location of the property (i.e., zip code) and ¢ indicates the time period
(i.e., year) in which the property is sold. We take the logarithm to account for skewness in sales

prices. In terms of explanatory variables, X; ; . is vector of property characteristics, Gy isa

vector of year-by-area fixed effects, and & j,¢ 1s the error term.
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We cluster standard errors at the zip code lével. We have 34 zip codes in our sample,
which implies that we may have too few clusters in our data to generate consistent estimates of
our standard errors. However, in robustness chécking reported later in the manuscript, we show
that our results are not appreciably different if we instead apply a wild-cluster bootstrap approach
to inference that has been shown to produce consistent standard error estimates when the numbér
of clusters is small (Cameron and Miller 2015).

We also estimate a variant of Equation (2) in a ‘limited salés sample’ which includes only
property sales that occur within 0.4 miles of an SUDTC. Thus, sales that occur outside tﬁe
treatment and comparison groups are excluded from this analysis sample'. In this specification
we include year-by-SUDTC fixed effects, and cluster standard errors at the SUDTC level. We

“have 114 clusters in this specification. While the full sample is more common in the extant
hedonic pricing model literature, the limited sales sample is more analogous to the canonical DD
model in which all localities are cither in the treatment or comparison group. -AFor these reasons,
we present results based on both samples and specifications. Our results are not appreciably
different across these two specifications, however.

The treatment group is indicated by Di?ft, which represents properties within 0.2 miles of

where an SUDTC is located and the comparison group is indicatéd by DR ft, Which represents
properties within 0.4 miles of where an SUDTC is located. ﬁue to the overlapping structure of
the distance variables, 8, captures preexisting level differences in properties within 0.4 of an
SUD’fC compared with properties more than 0.4 mi-les away from an SUDTC. Analogously, 8,
will capture préexisting level difference.s in property values for residences located within 0.2
miles of an SUDTC and properties located within 0.2 to 0.4 miles of an SUDTC. These

variables are akin to the ‘treatment’ indicator in a canonical DD model. The timing of SUDTC
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opening is captured by 7; 7Y which indicates the time period after the SUDTC enters a local

~area and parallels the ‘treatment*post’ interaction in the canonical DD model. The parameter of
interest (83) estimates the change in property values for properties within 0.2 miles of an
SUDTC relative to properties 0.2 £0 0.4 miles and 6, will capture any time trends associated with
properties in the general vicinity of where an SUDTC locates.

As noted in Section 2.1, another' important consideration when estimating the effect of
SUDTCs on property values is stigma, or a potential lasting effect of an SUDTC on proximgl
residential property values after the SUDTC has exited the local area. To test for stigma effects,
we estimate an augmented version of Equation (2} that incorporates SUDTC exits:

In(P,s.) = XiyeB + (61D0F: + D0 ) + (8sD0F: + 0. DLA)TL™ + (0sD0F, +
DR )TEr + oy + 817 (3)

In this specification T{7% is an indicator variable for the time period after an SUDTC exits, and

85 will capture any rebound effect on property values of the SUDTC exiting. Thus, 83 + 85 will
represent any lasting stigma effect of an SUDTC on property values. Stigma effects may occur
if, for instance, SUDTCs permanently reduce SUD prevalence within the neighborhood, then this |
change could reduce SUD-related behaviors (crime, violence, etc.). On the other hand, if an
SUDTC permanently draws individuéls with SUDs and who engage in crime, violence, nuisance
behaviors, and so froth into the neighborhood, then we may observe persistently lower
residential property values. We test for such effects through Equation (3). We investigate joint
significance of these terms with an F-test.

4. Data

4.1 Residential property sales data
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We use all residential property transactions in Seattle, Washington between January 1%,
2003 and December 31%, 2016 in our analysis. In 2016 Seattle was the 18™ largest city in the
U.S., with 704,352 residents, and was the largest city in Washington State. Thus, our effects are
representative of a large, Pacific coast U.S. city. We obtained residential property sales data
from the King County Department of Assessments (Seattle is located in King County). This
agency provides detailed property sales through its online platform.® These data include all legal
sales that occurred in the county, and contain the exact location and sales price. In particular, in
Seattle all residential property sales are required to be registered with the Department of
Assessments. We convert all sales prices to 2016 dollars using the Consumer Price Index.

The King County Department of Assessments data also contain a wide range of property
characteristics including: the number of living units, number of stories, number of bedrooms,
number of bathrooms, total living space, percentage of the property constructed with brick stone,
whether the property had been renovated prior to its sale, and the age of the property. Also, the
data contain square footage information for the basement, garage, porch, and deck. For all
properties, the King County Department of Assessment provides a variable that captures building
quality. This variable ranges from 1 to 20, where higher values indicate greater property quality.

We exclude some observations from the analysis sample to minimize outliers and remove
other observations unlikely to be actual residential properties. Observations with sale price less
than $50,000 (#=1,157) and above $2 million (»=926) are excluded. Likewise, observations with
no bathrooms (#=1,043), no bedrooms (n=80), and living space less than 100 square feet (n=7),
and observations sold pre-construction (n=4,248) are excluded. After exclusions, the final

analysis dataset contains 131,862 residential property sale transactions.

¥ These data are publicly available: http://info.kingcounty.gov/assessor/DataDownload/default.aspx (last accessed,
December 20, 2018).
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4.2 SUD treatment centers (SUDTCs)

We obtain SUDTC information from the Substance Abuse and Mental health Services
Administration’s (SAMHSA) National Directory of Drug and Alcohol Abuse Treatment
Programs (NDDAATP).” This directory includes all licensed specialty SUDTCs that are known
to SAMHSA and complete the National Substance Abuse Treatment Services Survey (N-
SSATS). The N-SSATS is used by SAMHSA to monitor SUD treatment service provision
within the U.S.; we do not use the N-SSATS information directly in our study.

The NDDAATP is the premier resource available to prospective patients and providers
seeking a center that can provide specialized SUD treatment for themselves, their family
members, or their patients. Given the importance of being listed on this directory for SUDTCs,
response rates for N-SSATS (which forms the survey frame for the NDDAATP) are very high:
91% to 96% over our study period. The NDDAATP directories include the name, exact street
address (which we leverage in our study), offered services, and accepted forms of payments for
all SUDTCs licensed to provide SUD treatment that are known to SAMHSA. In 2016, there
Were 18,087 known and licensed specialty SUDTCs in the U.S. (Substance Abuse and Mental
Health Services Administration 2017). Thus, we are able to capture the vast majority of licensed
specialty SUDTCs using these data. Moreover, the NDDAATP is the only dataset that includes
exact location of specialty SUDTCs and is therefore the best available data for our study.

Specialty SUD treatment is defined by SAMHSA as a hospital, a residential facility, an

outpatient treatment facility, or other facility with a SUD treatment program. For background,

? Data were accessed from the following website: https://wwwdasis.samhsa.gov/dasis2/nssats.htm (last accessed
December 20, 2018).
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this modality represents 75% of non-self-help SUD treatment and reflects the majority of SUD
treatment expenditures in the U.S. (Center for Behavioral Health Statistics and Quality 2017).'°

SUDTC opening and closings offer the variation that we use to identify SUDTC effects
in our SDD model. Openings reflect the ‘entrance’ of an SUDTC into the neighborhood while
closings capture SUDTC ‘exit.” We use the NDDAATP information to construct a year-by-year
panel of all licensed SUDTCs in Seattle. In particular, we link SUDTC entrance and exit
information to residential property sales data using geographic information system (GIS)
coordinates. Because of the annual structure of the NDDAATP directory (i.e., the N-SSATS,
which forms the survey frame, is completed once per year and the NDDAATP is thus updated
annually), SUDTC entry (exits) are coded in the year the SUDTC appeared (no longer appeared)
in the NDDAATP directories.'" This linking process likely introduces some measurement error
into our analysis dataset. We explore the potential implications of such measurement error in
robustness checking later in the manuscript.

Residential property sale transactions are matched to SUDTCs both in terms of geodetic
distances and timing of the proximate SUDTCs. Over the study period there are 120 SUDTC
openings and 69 SUDTC closings in Seattle. On average there are 54 operating SUDTCs in

Seattle in a given year.'* Figure 2 graphically displays all SUDTCs that operated in Seattle over

10 Authors’ calculations based on Table 5.18B. Self-help involves informal care such as religious counselling and
Alcoholics Anonymous. Details on this calculation available on request. Details on specialty SUD treatment can be
found at https://wwwdasis.samhsa.gov/dasis2/nssats.htm (last accessed December 20, 2018).

! In particular, as noted above, SUDTC:s listed on NDDAATP must complete the above-noted N-SSATS survey.
The N-SSATS is administered in the last week of March in each year of our study period and captures information
on services offered by each SUDTC, including whether or not the facility is in operation. We use March 31 as the
date on which SUDTCs opened and April 1* as the date on which they closed. Details available on request.

'2 During our study period, there are three non-psychiatric hospitals that provide SUD treatment listed on the
NDDAATP: Swedish Medical Center- Ballard, VA Puget Sound Health Care System, and Seattle Children’s
Hospital. Although these hospitals provide SUD treatment, the primary focus of non-psychiatric hospitals is to
provide general inpatient healthcare services to patients. We expect that non-psychiatric hospitals may affect
residential property values through different mechanisms than outlined in our conceptual framework. We exclude
non-psychiatric hospitals providing SUD treatment services from our analysis. Details available on request.
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our study period. While there is some evidence of clustering of SUDTCs in the central portion
of Seattle, SUDTCs appear to operate in a range of diffefent neighborhoods in the city.

A concern with our analysis is that zoning regulations may limit the locations in which an
SUDTC may operate. As is the case with businesses in general, SUDTCs must locate in
commercial zones. However, as discusged by La Roche, Waller, and Wentland (2014), there are
numerous Federal regulations that prohibit many forms of discrimination in center location (e.g.,
the Fair Housing Act, Rehabilitation Act, Americans with Disabilities Act). In acidition, we have
communicated with administrators a-t the Washington State Substance Abuse Agency regarding
zoning regulations related to SUDTC location. Our conversations with administrators at this
agency suggest that there are no such regulations that will limit SUDTC location choices.
Overall, our review of the available evidences suggests that SUDTCs face no additional (legal)
restrictions on location than other businesses.

5. Results
5.1 Summary statistics

Table 1 presents the summary statistics of characteristics for all properties within 0.2‘
miles_of where an SUDTC has located, and properties within 0.2 and 0.4 miles of where an
SUDTC locates. Between 2003 and 2016, there was a total of 131,862 residential property sales,
8,982 of which were within 0.2 miles of an SUDTC and 22,671 that were within 0.2 gnd 0.4
miles. Median sale prices in Seattle are relatively high (§554K in January of 2016) in
comparison to the U.S. median cities ($182k in January of 2016).'* However, Seattle residential
property values are comparable to other large U.S. cities such as New York City ($567K), Los

Angeles ($559K), and San Diego ($529K); values reflect median prices in January 2016.

13 Median home prices are obtained from htps://www.zillow.com/research/data/ (accessed December 20, 2018).
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In our sample, the average sale prices for the treatment group ($471k in 2016 dollars) is
appfoximately 3.4% lower than the full sample. Properties within 0.2 miles of an SUDTC and
properties within 0.2 and 0.4 miles of an SUDTC are not identical, in terms of sales price or
housing characteristics, but are more similar compared to the full sémple. Importantly, we
control for all characteristics listed in table 1 in our regressions.

5.2 Graphical evidence

Figure 3 presents a graph of the logarithm of daily sales prices using optimal
Epanechnikov kernel smoothing for two-year periods before and after SUDTC entry, ' for both
properties within 0.2 miles of an SUDTC, and between 0.2 and 0.4 miles of an SUDTC. A
necessary assumption for the SDD model to recover causal estimates is that the treatment and the
comparison grouﬁs would have trended similarly in terms of outcomeé (residential property sales
prices in our context) had the treatment group not been treated (the lentrance of an SUDTC in our
study); i.e., ‘parallel ﬁends.’ In figure 3, prior to SUDTC entry, we observe that the treatment
and comparison gi‘oups exhibit generally similar trends, this pattern provides suggestive evidence
that the data can satisfy the parallel trends assumption. We return to parallel trends more
formally through estimation of an event-study model later in the manuscript. Examination of the

trends post-SUDTC entry reveals no evidence of substantial differences between the two groups,
which foreshadows our null findings for SUDTC effects on residential property values.
5.3 Non-SDD regression results

Table 2 presents the results for a naive empirical model that does not account for

endogenous SUDTC location choices. Column I presents selected parameter estimates from a

model estimated with housing characteristics and year fixed effects, column 2 presents selected

' In particular, we use local polynomial smoothing with a bandwidth of 35 days. Details available on request.

22



parameter estimates for a model estimated with housing characteristics and year-zip code fixed
effects, and column 3 additionally clusters standard errors at the zip code level. In all models
coefficient estixﬁates are negative and significant, suggesting that SUDTCs are associated lower
residential property values. Coefficient estimates from table 2 imply that the entrance of an
SUDTC in a neighborhood is associated with a 3.4% to 4.6% reduction in property values.!®
5.4 SDD regression results |

Table 3 presents testing for endogenous location choices by SUDTCs and the main
regression results from our preferred SDD model. First, column 1 presents results from a test for
endogenous location choice by SUDTC. In this test observations are dropped if the sale occurred
within 0.4 miles of an SUDTC after the SUDTC becomes active (i.e., the only remaining
SUDTC observations are before the SUDTC enters). This model allows us to test whether
SUDTCs endogenously locate in areas .With loﬁer residential property values. Columns 2 and 3
ﬁresent SDD models estimated using the full sample. Columns 4 and 5 present SDD “estimates
generated in the limited sales sarﬁple, where all observations are dropped that are outside of a 0.4
* miles radius of an SUDTC. Columns 2 and 4 present results without the exit parameters,
corre_sponding to Equation (2), and columns 3 and 5 present the results with the exit parameters
included, corresponding to Equation (3). A full set of control variable coefficient estimates for
the full sample model, including exit parameters, is reported in aﬁpendix table 1.

There are two main findings in table 3. First, in column 1 the D®* parameter estimate is
negative and statistically significant, documenting that on average SUDTCs endogenously locate
in arcas with lower residential property \l.ralues. In particular, SUDTCs locate in areas with 2.2%

lower property values. Second, once this endogeneity in location choice is accounted for through

3 Semi-log point estimates are converted to percent changes using the following formula: (expE —1) % 100%.

23



the use of the SDD model, we find no statistically significant evidence that SUDTC entries and
exits affect residential property values. In both the full and Hmited sales sample models the
parameter estimates are statistically indistinguishablc from zero aﬁd very small in magnitude.
Simillarly, exit parameter estimates are staﬁstically indistinguishable from zero and small.
Finally, joint F-tests for the joint significance of the entry and exit parameter estimates (which
capture stigma effects) are not statistically different from zero.

Our standard errors are sufficiently small that we can rule out all but relatively modest
decreases in residential property values folldwing SUDTC entry. For Instance, in the basic SDD
model in the full sample mode] reported in column 2, we can rule out decreases in residential ;
property values greater than 3.2% with 95% confidence. Similarly, in the basic SDD model in
the limited sales sample, reported in column 4, we can rule out decreases in residential property
values greater than 2.2% at this level of confidence. Results based on Equation (3), which
incorporates SUDTC entrances and exits, prm./ide similar results: 3.8% and 2.7% respectively. !¢
Using these estimates, we can generate 95% confidence intervals for the maximum dollar value
reduction in residential property values. Over our study period, the average property value in our
treatment group is $471K (see table 1). Thus, using a 3.8% decline, we can rule out any more
than a $18K in lost residential property values associated with SUDTC entry. Finally, we are
able to rule out all but modest increases in values following SUDTC exit as well. |
5.5 Robustness checks

"We conducted a number of robustness checks to assess the stability of our findings.
Overall, our results are highly stable across these additional analyses. First, as noted above, to

mitigate bias from endogenous location choices of SUDTCs, we construct treatment and

¢ This specification is more data hungry than Equation (2) and thus our standard errors necessarily increase in size,
which implies that larger values are included in our 95% confidence intervals.
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comparison groups using geographic proximity to SUDTCs. To this end, in our main analysis,
SUDTC distance bands for the treatment and comparison groups are defined as within 0.2 miles
and within 0.2 to 0.4 miles of an SUDTC. We re-estimate Equation (2) in which we both expand
and contract the distance based used to form the treatment and comparison groups. Results are
presented for regressions using 0.1/0.3 miles, 0.1/0.4 miles, 0.1/0.5 miles, 0.2/0.4 miles (our
baseline specification), 0.2/0.5 miles, 0.2/0.6 miles, 0.3/0.5 miles, and 0.3/0.6 miles distance
band specifications. Table 4a presents results for the full sample and table 4b presents results for
the limited sales sample. Treatment-entry and treatment-exit parameter estimates are statistically
indistinguishable from zero in all specifications. Joint F-tests assessing stigma effects are also
statistically indistinguishable from zero in every specification.

Second, we investigate time dynamics in the effects of SUDTC entry/exit on residential
property values. As outlined by Wolfers (2006), in a study testing the effects of state unilateral
divorce laws, it is plausible that the effect-of an SUDTC entry/exit may change over time. Put
differently, our primary specification, Equation (3), forces an abrupt change in property values at
SUDTC entrance/exit than remains constant thereafter. This pattern may depart from real world
SUDTC effects if the social disruption. (e.g., crime, noise, traffic) or benefits (e.g., reduced SUD
prevalence, increased economic activity) vary over time. To evaluate potential dynamics in the
effect of SUDTCs on residential property values, we estimate an event-study model in the spirit

‘of Autor (2003). In particular, we decompose the SUDTC entrance variable into one-year
windows both before and after SUDTC entry. The omitted category is one year prior to SUDTC
entrance. We impbse endpoint restrictions: we assume that effects are not observable more than
four years before or after SUDTC entrance (Kline 2012; McCrary 2007). We code all areas in

which an SUDTC does not enter as zero for all lead and lag indicators (Lovenheim 2009). In
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addition t§ allowing for dynamic effects in the post-period, the event-study allows us to test a
conditional version of the parallel trends tests by examining coefficient estimates on the lead
variables. If lead variable coefficient estimates are small in magnitude and imprecise, that
pattern of results supports the hypothesis that our data satisfies a conditional version of the
parallel trends assumption.

We report event-study results for the full sample and the limited sales sample. As can be
observed in figure 4, all event-study point estimates are small and statistically indistinguishable
from zero, and no pre- or post-trends are evident. Overall, the event—stuciy analysis suggests: (i)
our data satisfy the parallel trends assumption and (ii) there are no dynamic SUDTC effects.

Third, recall that a limitation of the SUDTC data provided by the NDDAATP directory is
that the data are only updated yearly (see Section 4.2). Thus, SUDTC entry and exits are only
observed on an annual basis, and we will miss some entries/exits in the one-year period between
surveys. This data feature may lead to some measurement eiror in our data; the bias from such
error is difficult to sign (Bound, Brown, and Mathiowetz 2001).1” To explore the empirical
importance of this data limitation, we estimate ancillary models in which we exclude
observations in the between-directory period where entry and exits could be mis-classified.
Results generated in this ancillary analysis are presented in in appendix table 2. The results are
not appreciably different from our core specification (table 3).

Fourth, we implement several robustness checks regarding SUDTC heterogeneity, and
both fixed-effect and clustering specifications. Specifically, we (i) estimate the effect of multiple |

SUDTCs within a locality to assess whether there is a dose-response effect of SUDTC entrance;

17 We attempted to locate exact opening and closing dates through SAMHSA (the agency that manages the
'NDDAATP) and the Washington State Substance Abuse Agency (the agency tasked with overseeing licensed

SUDTCs in Seattle and that provides data to SAMHSA for management of NDDAATP). Collecting exact SUDTC

opening and closing dates is not feasible based on our investigations into this issue. Details available on request.
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(ii) estimate the effect of SUDTCs that provide methadone treatment; '® (iii) estimate models
using quarter-by-year fixed effects to better capture seasonality in housing sales prices (U.S.
Census Bureau 2018); (iv) estimate limited sales sample models with standard errors clustered at
the zip code level; and (v) estimate full-sample models using a wild cluster bootstrap approach to
estimate standard errors (Cameron & Miller, 2015).!" Results generated in these alternate
specifications are presented in appendix tables 3 to 6. Findings are comparable to our main
results (table 3). Finally, we exclude all residential property value variables and re-estimate
Equations (2) and (3). We exclude the property-level controls as some of these could plausibly
be influenced by SUDTC entrances/exists if — for instance — these entrances/exits alter the
composition of residential properties listed for sale, thus leading to over-controlling bias in our
estimates (Angrist and Pischke 2008). Results, reported in appendix table 7, are not appreciably
different from our adjusted models (table 3).
6. Discussion

SUDs are prevalent and harmful health conditions within the U.S. and other developed
countries. Treatment can effectively allow afflicted individuals to obtain abétinence, which
additionally can reduce the associated negative societal costs of SUDs. However, SUDTCs
require a physical space to occupy. There are anecdotal NIMBY concerns that these centers
increase crime, littering, noise, and nuisance behaviors, which stigmatizes these centers and

potentially reduces property values for residences in close proximity to the SUDTCs. On the

'8 We study centers that offer OUD treatment — specifically centers offering methadone — as the U.S. is in the midst
of an opioid epidemic and how best to address this epidemic is a pressing question facing local, state, and federal
governments. We note that buprenorphine is also indicated to treat OUD. However, this medication is generally
prescribed in general physicians’ outpatient offices and not specialty treatment facilities such as we study here.

1 In our main specifications we cluster at the SUDTC area and zip code level respectively.
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other hand, SUDTCs may increase property values by reducing SUD prevalence and associated
behaviors and increasing employment opportunities within the neighborhood.

Given the scope of the SUD epidemic currently facing the U.S., the number of treatment
facilities is expanding. For instance in 2003 (the first year of our study) there were 15,124
licensed specialty SUDTC facilities in the U.S. and by 2016 (the last year of our study) this
number had risen to 18,087 (Substance Abuse and Mental Health Services Administration 2017,
2004), representing a 20% increase.”® Thus, understanding the implications of SUDTC locations
on the values of residential properties, which reflect major financial investments for many
Americans, is of growing importance. Further, accurately understanding the effects of SUDTCs
on property values is necessary to assess the overall costs of SUDs to society. While much of
the literature that explores the costs of SUDs has focused on negative externalities such as crime
and/or direct treatment costs, we explore a potential indirect treatment cost: financial spillovers
to individuals who reside near an SUDTC.

In this study we provide new evidence on the effect of SUDTCs on residential property
values using data from Seattle, Washington from 2003 to 2016, and an SDD estimator that
mitigates bias from endogenous SUDTC location choices. We find that SUDTCs endogenously
locate in areas with somewhat lower property values (2.2%). When we do not account for
endogenous location choice, we find that SUDTCs reduce residential property values by 3.4% to
4.6%. However, after accounting for such location choices through the use of an SDD model,
we find no statistically significant evidence that SUDTC entrance or exit influences residential
property values. Moreover, our point estimates for both entrances and exits are very small in

magnitude. Indeed, in our preferred SDD models we can rule out declines in property values

0 Authors’ calculations based on the 2003 and 2016 N-SSATS, details available on request.
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following SUDTC entrance larger than 2.2% to 3.8% with 95% confidence. Our SDD estimates
are robust to a wide range of specifications and sensitivity checks.

We note that our findings change when we apply the SDD model to account for
endogenous location selection on the part of SUDTC owners and operators. In particular, we
find no statistically significant evidence that SUDTCs affect property values when we apply the
SDD estimator; coefficient estimates decline in magnitude and become statistically
indistinguishable from zero. This pattern of results suggests that perhaps the perceived negative
effects of SUDTCs on residential property values may be overstated. Previous economic
research estimating dis-amenity effects also documents that failure to account for endogenous
location choices can lead to estimates biased away from zero (Linden and Rockoff 2008). Our
results thus link to a growing literature suggesting that empirical studies account for endogenous
location choices when evaluating the effect of both amenities and dis-amenities on property
values (Congdon-Hohman 2013; Dealy, Horn, and Berrens 2017; Linden and Rockoff 2008).

Local residents are often concerned that entrance of an SUDTC will impose costs on the
neighborhood and, in turn, reduce residential property values. However, our findings suggest
that the potential benefits of SUDTCs to the community may offset potential costs, leaving
property values unchanged. Notably, SUDTCs reduce the prevalence of SUDs within the local
area (Swensen 2015). Additionally, many studies document reductions in crime associated with
SUDs treatment, and these effects have a considerable economic impact (Cohen and Piquero
2009; Doran 2008; McCollister et al. 2017; McCollister, French, and Fang 2010). In terms of
SUDTCs, Bondurant et al., (2018) and Wen, Hockenberry, and Cummings (2017) show that that
SUDTCs reduce both violent and financially motivated crimes in local areas. The social costs

(e.g., legal system and healthcare costs) of one murder are very high: $11M (McCollister et al.
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2017).2! Finally, our study suggests that cost-benefit analyses of social goods (such as SUDTCs
that reduce SUDs for individuals and associated harms to society) should incorporate the
potential financial costs to individuals who reside near the location of the social good.

Our study has several limitations. First, we consider only SUDTCs licensed to deliver
SUD treatment that are known to SAMHSA and complete the N-SSATS. We suspect that the
number of SUDTCs that we miss is small given the importance of being listed on the
NDDAATP for attracting patients and that SUDTCs are legally required to be licensed prior to
delivering treatment to patients. Second, a critical step in application of the SDD model is
selection of a suitable treatment and comparison group combination. In particular, the
econometrician must locate a comparison group that can be used to estimate counterfactual
trends in residential property values for the treatment group but is untreated by the event. While
our results are robust to several alternative distance band specifications, we acknowledge that the
most appropriate treatment-comparison group combination is unknown. Third, due to data
limitations we are not able to determine the exact date at which SUDTCs enter and exit the
market. However, our findings appear to be robust to several sensitivity analyses related to these
limitations. Finally, we rely on a single city (Seattle). Moreover, Seattle experienced a large
housing boom over our study period, which may alter the effects of dis-amenities. We note that
our results are robust to numerous time and location fixed-effect specifications, which should
account for non-linear changes in residential property values over time. Future studies are
needed in more areas to fully understand the effect of SUDTCs on residential property values.

In summary, our findings shed new light on an important and relatively unstudied

potential cost associated with SUDs, potential reductions in the value of housing values in close

2! Inflated by the authors from the estimate reported in the original manuscript ($10,086,337 in 2016) to 2018 dollars
using the CPI.
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proximity to SUDTCs. We show that previous empirical evidence and anecdotes likely
overstated the negative effects of SUDTCs on residential property values. While we did not
study this question in our paper, it is possible that stigma against SUDTCs and NIMBY local
efforts may have prevented these centers from optimally locating, which may impede treatment

effectiveness and, in turn, patient outcomes and exacerbate social costs associated with SUDs.
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Table 1: Residential Propérty Characteristics

Sample
Full Treatment Comparison
Variable sample (0.2 miles} (0.2 to 0.4 miles)
Sale Price ($1,000 in 2016 dollars) 487.56 471.02 479.14
(283.80) (259.49) (270.10)

More than I No, of living unit (1= yes, 0 = no) 0.03 0.07 0.04
(0.17) (0.25) (0.20)

No. of Stories 1.37 1.54 1.43
' (0.49) (0.60) 0.52)

No. of Bedrooms 3.23. 3.13 3.20
(1.00) (1.05) (1.00)

. No. of Bathrooms 1.45 1.48 1.46
{0.65) - (0.66) {0.66)

Age y 58.10 57.69 61.02
_ (29.58) (36.93) (32.26)

Renovated (1= yes, 0 = no) 4.25 4.69 4.76
. (3.22) (3.93) (3.59)

Total Living (1,000 Square Feet) 1.83 1.71 1.77
_ 0.77) (0.74) (0.73)

Total Basement (1,000 Square Feet) 0.67 0.61 0.63
: (0.53) (0.48) (0.49)

Total Garage (1,000 Square Feet) 0.17 0.14 0.15
(0.22) (0.20) {0.20)

Total Porch (1,000 Square Feet) 0.05 0.05 0.05
: (0.09) (0.08) (0.09)

Total Deck (1,000 Square Feet) 0.11 0.08 0.10
0.17) (0.14) (0.16)

Percent Brick Stone 771 3.89 5.27
(24.65) (17.88) (20.64)

Building Grade {quality) 7.25 7.23 7.20
(0.94) (0.93) 091
N 131,862 8,982 22,671

Notes: Residential properties can have more than one living unit.
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Table 2: Effect of SUDTC Entrance and Exit on Residential Property values: Naive OLS Model

Model: (1 (2) 3
Mean value of outcome variable (§1,000 487.56 487.56 487.56
in 2016 dollars):
D2 -0.0467"" -0.0344™" -0.0344"
(0.0054) (0.0048) (0.0181)
Constant 11.7253"" 12.2773™ 122773"
{0.0566) {0.0568) (0.0740)
N : 131,862 131,862 131,862
adj. R? 0.533 0.646 0.646
Housing Characteristics v v v
Year FE v
Year x Zip code Fixed Effects v v
v

Zip Code SE Cluster

Notes: Standard errors in parentheses
‘p<.,"p<.05 " p<.0L
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Table 3: Effect of SUDTC Entrance and Exit on Residential Property values: SDD Results

Model: ) 2 3) 6] &)
Test for Full Full Limited Limited
Endogencus Sample Sample Sales Sales
locations ‘ Sample Sample
Mean value of outcome variable 486.65 437.56 487.56 476.84 476.84
($1,000 in 2016 dollars):
D2 -0.0101 -0.0079 -0,0080 -0.0302™ -0.0304>
(0.0138) (0.0136) 0.0137) (0.0138) (0.0137)
D04 ‘ © -0.0223° -0.0225" -0.0228"
(0.0117) (0.0126) (0.0125)
DO Zegentry -0.0055 -0.0111 0.0098 0.0064
(0.0135) (0.0143) (0.0161) {0.0172)
D4k pentey 0.0032 0.0008 -0.0094 -0.0086
(0.0149) - (0.0177) (0.0188) (0.0184)
DO 2kqexit 0.0198 0.0134
(0.0164) (0.0142)
DY Askqexit 0.6096 0.0291
(0.0161) 0.0177)
Constant 12.3972™ 12.2954™* 12,2923 12.1320" 12.1371""
(0.0703) (0.0762) (0.0761) (0.1039) (0.1074)
N 108,128 131,862 131,862 31,653 31,653
adj. B2 ; 0.651 0.646 0.646 0.630 0.630
Housing Characteristics v v v v v
Year % Zip code Fixed Effects v v v
Year Fixed Effects v v
SUDTC Fixed Effect v v
Zip Code SE Cluster v v
SUDTC area SE Cluster v v
Restricted to 0.4 miles v v
Observation within 0.4 miles v
after SUDTC entry dropped

Notes: Standard errors in parentheses
"p<.1," p<05 ™ p<.0L
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Table 4A: Effect of SUDTC Entrance and Exit on Residential Property values: SDD Resulis with Alternative Distance Band Specifications — Full

Zip Code SE Cluster

Sample
Model: &) 2 3 [G)) (3 6 ) (8)
Treatment group 0.1 0.1 0.1 0.2 0.2 0.2 0.3 03
Comparison group 0.3 04 0.5 04 0.5 0.6 0.5 0.6
- Mean value of outcome variable 487.56 487.56 487.56 487.56 487.56 487.56 487.56 487.56
. (81,000 in 2016 dollars):
D Treatment -0.0168 -0.0169 -0.0174 -0.0080 -0.0081 -0.0078 0.0019 0.0021
(0.0177) (0.0199) {0.0204) (0.0137) {0.0153) {0.0169) (0.0155) (0.0161)
[DComparison -0.0199 .0.0242° -0.0297" -0.0228" -0.0288° -0.0365" -0.0295 -0.0370°
(0.0142) (0.0130) {0.0162) (0.0125) (0.0165) (0.0182) {0.0182) (0.0195)
IDTreatmentskpentry 0.0117 0.0092 0.0105 -0.0111 -0.0085 -0.0107 -0.0081 -0.0110
(0.0172) (0.0188) (0.0205) (0.0143) {0.0164) (0.0165) {0.0178) (0.0174)
JyComparisonspentry -0.0044 -0.0017 -0.0025 0.0008 -0.0014 0.0013 -0.0022 0.0011
(0.0209) (0.0182) (0.0192) (0.0177) ' (0.0192) (0.0192) (0.0194) (0.0193)
JpTreatmentskexit -0.0035 0.0029 -0.0030 0.0198 0.0117 0.0123 0.0123 0.0132
(0.0251) (0.0280) (0.0287) (0.0164) (0.0158) (0.0157) (0.0158) (0.0157)
I Comparisonspexit 0.0181 0.0115 0.0195 0.0096 0.0196 0.0202 0.0202 0.0206
(0:0183) (0.0151) (0.0155) (0.0161) (0.0160) (0.0144) (0.0154) (0.0139)
Constant 12.2830° 12.2918™ 12.2979° 12,2923 12,2992 12,3107 12.2960% 12,3074
(0.0750) (0.0758) (0.0754) (0.0761) (0.0758) (0.0745) (0.0760) (0.0748)
N 131,862 131,862 131,862 131,862 131,862 131,862 131,862 131,862
adj. R? 0.646 0.646 0.646 0.646 0.646 0.646 0.646 0.646
Housing Characteristics v v v v o v v v v
Year x Zip code Fixed Effects v v v v v v v v
v v v v v v v v

Notes: Standard errors in parentheses
p<.0l

e

‘p<.1,"p<.05,
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Table 4B: Effect of SUDTC Entrance and Exit on Residential Property values: SDD Results with Alternative Distance Band Specifications — Limited

Sales Sample
Model: (M 2) 3) (4) (3) (6) ) ()
Treatment group 0.1 0.1 0.1 0.2 0.2 0.2 0.3 03
Comparison group 0.3 0.4 0.5 0.4 0.5 0.6 0.5 0.6
Mean value of outcome variable 473.77 476.84 474.33 476.84 474.33 474.50 474.33 474.50
($1,000 in 2016 dollars):
Treatment -0.0406™ -0.0411% -0.0436" -0.0304™ -0.0323" -0.0320° -0.0097 -0.0096
(0.0161) (0.0173) (0.0186) 0.0137) (0.0154) (0.0163) (0.0105) (0.0114)
[DTreatmententey 0.0214 0.0161 0.0184 0.0064 0.0093 0.0075 0.00001 -0.0025
(0.0232) (0.0246) (0.0265) (0.0172) {0.0190) (0.0190) (0.0134) (0.0131)
IDCemparisonsk pentry -0.0120 -0.0067 0.0003 -0.0086 -0.0014 -0.0009 -0.0017 -0.0005
0.0200) (0.0184) 0.0176) (0.0184) (0.0179) (0.0174) (0.0181) (0.0175)
[pTreatmentagexit ©-0.0005 0.0073 0.0033 0.0134 - 0.0097 0.0133 0.0136 0.0171
(0.0285) (0.0297) (0.0304) (0.0142) (0.0142) (0.0135) (0.0132) (0.0127)
DComparisonagexit 0.0331° 0.0288 0.0344" 0.0291 0.0353" 0.0382" 0.0321* 0.0346™
(0.0192) (0.0180) (0.0168) (0.0177) (0.0164) (0.0161) (0.0157) (0.0155)
Constant 11.8386™ 12.1270™ 12.1568™" 12.1371™ 12.16427 12.1473* 12.1461™ 121344
(0.3415) (0.1083) (0.1149) {0.1074) (0.1141) {0.1010) (0.1141) (0.1014)
N 19,390 31,653 43,847 31,653 43,847 56,799 43,847 56,799
adj. R® 0.636 0.630 0.622 0.630 (.622 0.622 0.622 0.622
Housing Characteristics v v v v v v 4 v
Year Fixed Effects v v v v v v v v
SUDTC Fixed Effects v v v v v v v v
SUDTC SE Cluster v v v v v v v v
Restricted to Comparison Region v v v v v v v v

Notes: Standard errors in parentheses
"p<.1,"p<.05"" p<.0l.
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Figure 1: Example SUDTC Treatment and Comapirision Region
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First circle: within 0.2 miles of SUDTC, Second Circle: within 0.2-0.4 miles of SUDTC
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Seattle from 2003 to 2016

: SUDTC Locations

Figure 2

38



Figure 3: Trends in Residential Housing Prices in Seattle: Pre-and Post- SUDTC Entry
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Notes: Data are centered around the SUDTC entry. The treatment group includes residential property sales that occur 0 to < 0.20 miles from an
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smoothing with bandwidth of 35 days.
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Figure 4: Effect of SUDTC Entrance and Exit on Residential Property values: Event-study Coefficients
Plotted for Treatment Region (0.2 miles from SUDTC)
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(81,000 in 2016 dollars): 487.
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Appendix Table 1: Effect of SUDTC Entrance and Exit on Residential Property values: SDD Model Full Set
of Control Variable Coefficient Estimate

Control Variable Coefficient Estimates for Column (3) in Table 3 Beta
: ) {Standard error)
Mean value of outcome variable ($1,000 in 2016 dollars): 487.56
More than 1 No. of living unit (1= yes, 0 = no) -0.0266"
(0.0116)
No. of Stories 0.0257""*
(0.0079)
No. of Bedrooms -0.0115™
- (0.0033)
No. of Bathrooms -0.0024
(0.0033)
Age 0.0018""
(0.0005)
Age-squared -0.0035
(0.0045)
Renovated (1= yes, 0 = no) 0.0578""
. (0.0079)
Total Living (1,000 Square Feet) 0.1726"**
(0.0060)
Total Basement (1,000 Square Feet) - 0.0345°"
(0.0063)
Total Garage (1,000 Square Feet) 0.0904"*
(0.0104)
*Total Porch (1,000 Squar‘e Feet) 0.1252™
{0.0199)
Total Deck (1,000 Square Feet) 0.1611""
(0.0146)
Percent Brick Stone 0.0004™
(0.0001)
Constant 12.2923**
(0.0761)
N 131,862
adj. B2 0.646
Building Grade Variables v

Notes: All models estimated with OLS. Standard errors clustered at Zip Code level reported in Iﬁarentheses.

11

‘p<.1,"p<.05"" p<.01,
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Appendix Table 2: Effect of SUDTC Entrance and Exit on Residential Property values; SDD Results
Dropping Observations in the Between-N-SSATS Survey Period

Model: ) @) 3) @
Full Full Limited Sales Limited Sales
Sample Sample Sample Sample
Mean value of outcome variable 487.56 487.56 476.84 476.84
($1,000 in 2016 dollars):
D2 -0.0008 -0.0008 -0.0267 -0.0269
(0.0147) (0.0147) (0.0167) (0.0166)
D4 -0,0236" -0.0241°
(0.0123) (0.0121)
T-2kgentry : -0.0135 -0.0184 0.0056 0.0028
(0.0136) (0.0142) (0.0186) (0.0195)
DO Askgentty 0.0047 0.0016 -0.0074 -0.0050
(0.0145) (0.0172) (0.0209) (0.0206)
DO Zgexit 0.0178 0.0122
(0.0151) (0.0143)
D Agenl 0.0125 0.0332"
(0.0153) (0.0175)
Constant 12.2952™* 12,2918 12.1243™ 12.1299™
(0.0765) {0.0764) {0.1052) {0.1087)
N 130,380 130,380 30,171 30,171
adj. R? 0.647 0.647 0.632 0.632
Housing Characteristics Y ' v v
Year % Zip code Fixed Effects v v
Year Fixed Effects v v
SUDTC Fixed Effect v v
Zip Code SE Cluster v v
SUDTC area SE Cluster v v
Restricted to 0.4 miles v v
Observation dropped within 0.4 v v v v

miles for 365 days before entry

Notes: Standard errors in parentheses. Sale observations 365 days before the survey date dropped at control level
(0.4 miles). "p<.1," p<.05 " p<.0L
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Appendix Table 3: Effect of SUDTC Entrance and Exit on Residential Property values: SDD Results with Alternate Fixed Effect and Clustering

Specifications
Model: ' . D {2) 3) (4} 3) (6)
Fuli Full © Full Limited Sales Limited Sales Limited Sales
‘ Sample - Sample Sample Sample Sample Sample
Mean value of outcome variable ($1,000 in 2016 487.56 487.56 ) 487.56 476.84 476.84 476.84
dollars): : . '
po2 -0.0080 -0.0043 -0.0080 -0.0036 -0.0295* -0.0295™
(0.0137) (0.0157) (0.0120) 0.0141) (0.0135) (0.0135)
Do+4 -0.0228° . -0.0246 -0.0228°
(0.0125) (0.0149) (0.0124)
DY-2#gentry -0.0111 -0.0158 -0.0111 -0.0156 0.0073 0.0073
(0.0143) (0.0158) (0.0173) (0.0138) (0.0142) (0.0169)
DY Asgentry 0.0008 -0.0034 0.0008 -0.0184 -0.0148 -0.0148
(0.0177). (0.0192) (0.0046) (0.0204) (0.0214) . (0.0181)
DO-2gexit 0.0198 0.0193 (.0198 0.0194 - 0.0119 0.0119
| (0.0164) (0.0173) (0.0176) (0.0168) (0.0170) (0.0139)
DO Akqexit 0.00%96 0.0275 0.0096 0.0113 0.0216 0.0216
(0.0161) (0.0171) (0.0194) (0.0222) (0.0167) (0.0175)
Constant 12.2923"" 12.2558™* 12.4368™" 12.1275™ 12.0576™ 120576
(0.0761) (0.0736) (0.0000) (0.1785) (0.1685) (0.1091)
N 131,862 131,862 131,862 31,653 31,653 31,653
adj. R? 0.646 0.639 0.646 0.616 0.636 0.636
Housing Characteristics . v ' v v v v v
Year x Zip code Fixed Effects v v :
Quarter Year Fixed Effects v v v v
Zip Code Fixed Effects ‘ v : v v
SUDTC fixed effects , v v
Zip Code SE Cluster v v v v v '
SUDTC SE Cluster v
Wild Cluster Boot Strap at Zip Code level : v
Restricted to 0.4 miles v v v

Notes: All models estimated with OLS. Standard errors reported in parentheses. Treatment group is defined as all properties sold 0 to <0.2 miles from an SUDTC.
Comparison group is defined as all properties sold 0.2 to 0.4 miles from an SUDTC. *p<.1, " p<.05, ™ p < 0L
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Appendix Table 4: Effect of SUDTC Entrance and Exit on Residential Property values: SDD Result using
Methadone Maintenance and Methadone Detoxification SUDTCs Only

Model: (1) )] 3 4)
Full Full Limited Sales Limited Sales .
Sample Sample Sample Sample
~ Mean value of outcome variable 487.56 487.56 476.84 476.84
(81,000 in 2016 dollars):
Do2 -0.0080 -0.0080 -0.0303*" -0.0306™"
(0.0137) 0.0137) 0.0137) (0.0135)
D4 -0.0225* -0.0229*
(0.0126) (0.0126)
DO-Zkyentry -0.0084 -0.0160 0.0075 0.0027
{0.0139) (0.0145) (0.0166) (0.0178)
DO 2 qentyx g Methadone 0.0359 0.0437 0.0256 0.0305
‘ - (0.0397) (0.0383) (0.0410) (0.0414)
DO-4%qeniny 0.0027 -0.0004 -0.0122 -0.0129
(0.0135) - {0.0163) © (0.0199) (0.0191)
DY4skgentryk g Methadone 0.0049 0.0084 0.0214 0.0358
(0.0353) (0.0354) (0.0217) (0.0241)
DO 2kt 0.0246 0.0169
(0.0157) (0.0138)
DOAskgexit 0.0108 0.0316"
‘ (0.0158) - (0.0184)
Constant 12.2955™ 12.2918™* 12,1325 12.1389**
(0.0765) (0.0763) (0.1026) {0.1062)
N 131,862 131,862 31,653 31,653
adj. R® 0.646 0.646 0.630 - 0.630
Housing Characteristics v v v v
Year » Zip code Fixed Effects v v
Year Fixed Effects v v
SUDTC Fixed Effect v v
Zip Code SE Cluster v v
SUDTC area SE Cluster v v
Restricted to 0.4 miles v v

Notes: Standard errors in parentheses. §M¢t"440n¢ represents SUDTC providing Methadone maintenance and

Methadone detoxification service in operation. " p <.1, " p<.,05, "™ p <.01.
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Appendix Table 5: Effect of SUDTC Entrance and Exit on Residential Property values: SDD Results
Accounting for Multiple SUDTCs in Proximity to Property

Model: (0 ) (3) *
Full Sample Full Sample Limited Sales Limited Sales
Mean value of outcome variable: 487.56 487.56 476.84 476.84
Do2 -0.0079 -0.0080 -0.0302" -0.0303™
(0.0136) (0.0137) (0.0138) {0.0137)
Do4 -0.0224" -0.0228°
(0.0126) (0.0125)
DP-2gentry -0.0050 -0.01 iO 0.0105 0.0066
(0.0131) (0.0134) ©.0161)  (0.0173)
DO 2#qentryx g Secondary SUDTC - -0.0099 -0.0009 -0.0167 -0.0057
(0.0347) (0.0334) (0.0238) (0.0237)
DOAqgentry 0.0031 0.0007 -0.0097 -0.0087
(0.0149) (0.0177) (0.0189) (0.0185)
DO 2qexit 0.0197 0.0131
(0.0155) (0.0139)
DO 4exit 0.0096 0.0290
(0.0161) (0.0178)
Constant 122952 12.2923"" 12.1314™" 12.1369**
0.0762) (0.0761) (0.1041) {0.1076)
N 131,862 131,862 31,653 31,653
adj. R? 0.646 0.646 0.630 0.630
Housing Characteristics v v v A v
Year x Zip code Fixed Effects v v
Year Fixed Effects v v
SUDTC Fixed Effect ' v v
Zip Code SE Cluster v 4
SUDTC area SE Cluster v v
Restricted to 0.4 miles v v

Notes: Standard errots in parentheses. §56¢0n4ary SUDTC represents other SUDTCs in operation within 0.2 miles.
p<.1,"p<.05 " p<.0L
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Appendix Table 6: Effect of SUDTC Entrance and Exit on Residential Property values: SDD Results for Sample with Exit Parameter Suppressed for
SUDTC that Entered Multiple Times

Model: {1 (2) - (3 . )]
Full : Full Limited Sales Limited Sales
Sample Sample Sample Sample
Mean value of outcome variable: 487.56 487.56 476.84 476.84
D2 ‘ -0.0079 -0.0080 -0.0302" -0.0300™
(0.0136) ©(0.0137) (0.0138) (0.0139)
D4 -0.0225" -0.0230°
- (0.0126) (0.0125)
DO 2xeatry -0.0055 -0.0070 0.0096 0.0091
: (0.0135) (0.0147) (0.0161) (0.0169)
DO:Asegentry 0.0032 -0.0020 -0.0094 -0.0073
(0.0149) (0.0173) _ (0.0189) (0.0188)
D0 Zkgexit 0.0069 ' 0.0038
: (0.0142) (0.0143)
DY Askgexit . 0.0205 0.0424
. (0.0153) (0.0193)
Constant : 12.2954*" 12.2916™ 12.1321** 12.1368"""
(0.0762) (0.0761) (0.1041) {0.1085)
N 131,862 131,862 31,653 31,653
adj. R® 0.646 0.646 0.630 0.630
Housing Characteristics v v ] v v
Year % Zip code Fixed Effects v v
Year Fixed Effects v v
SUDTC Fixed Effect ' ‘ v v
Zip Code SE Cluster v v
SUDTC area SE Cluster _ v v
Restricted to 0.4 miles v v
Exit parameter suppressed for SUDTC with multiple v v v v
eniry

*tt

Notes: Standard errors in parentheses. SUDTC with multlple entry at the same locations are considered to have never left the location. “p<.1, ™ p <.05,
.01.
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Appendix Table 7: Effect of SUDTC Entrance and Exit on Residential Property values: SDD Results

Excluding Residential Property Controls

Model: M 2) 3) @
Full Full Limited Sales Limited Sales

Sample Sample Sample Sample

Mean value of outcome variable 487.56 487.56 476.84 476.84

($1,000 in 2016 dollars):

Do? -0.0343 -0.0344 -0.0639"" -0.0641™"
(0.0235) (0.0235) (0.0222) (0.0220)

D4 -0.0728™ -0.0734""
(0.0257) (0.0257)

D02k entry -0.0003 -0.0095 0.0291 0.0226
(0.0203) (0.0237) (0.0259) (0.0277)

DO 4skpenity 0.0199 0.0158 -0.0028 -0.0011
(0.0302) (0.0329) (0.0206) (0.0203)

DY 2gexit 0.0324 0.0235

(0.0419) (0.0336)
Do 4k qexit 0.0162 0.0258
(0.0285) (0.0211)

Constant 13.4539"" 13.4490™* 12.8962"* 12.9038™
(0.0145) (0.0154) (0.0101) (0.0106)

N 131,862 131,862 31,653 31,653

adj. R? 0.403 0.403 0.466 0.467

Year x Zip code Fixed Effects v v

Year Fixed Effects ' v v

SUDTC Fixed Effect v v

Zip Code SE Cluster v v

SUDTC area SE Cluster v v

Restricted to 0.4 miles v v

Notes: Standard errors in parentheses. “p<.1," p<.05, "™ p < .0l.
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Denizens of urban neighborhoods often resist certain additions to the community: commercial
enterprises like bars or dance clubs, group homes, subsidized housing developments, halfway
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houses. The phenomenon is common enough to merit an acronym—NIMBY, for "not in my
backyard."

Situating a drug treatment center—a DTC, in public health parlance—in a neighborhood is a
particularly unpopular move, even in communities where the need is most acute. People with
drug problems need a place to obtain methadone and other treatment services. But
neighborhoods fear that any facility that attracts addicts will also attract crime to places already
dealing with too much urban violence. Debra Furr-Holden, A&S '96, SPH '99 (PhD), an
associate professor in the Bloomberg School of Public Health's Department of Mental Health,
led a recent study, published in the Journal of Studies on Alcohol and Drugs, that analyzed
Baltimore crime statistics in the vicinities of various establishments, including DTCs. The data
reveal that community members should be more worried about liquor stores than drug
treatment centers.

Context

Urban residents are right to be concerned about safety, property values, noise and traffic, and
unpleasant behavior on the street, all of which reduce the quality of their lives. Everyone
worries about those things, wherever they live. Research has shown that facilities designed to
serve special populations such as people with mental health issues, insecure housing, or drug
abuse problems often are stigmatized and disdained. Frequently the main concern is crime—for
example, that a DTC will bring with it an increase in violent crimes such as homicides and
violent assaults.

Data

Furr-Holden and her co-authors obtained data on violent crimes—defined as homicide,
manslaughter, rape, aggravated assault, and robbery—from the Baltimore City Police
Department's Uniform Crime Report and plotted more than 9,000 of those crimes on a map.
Then, for each of 53 public DTCs located in the city, they tabulated violent crimes committed
within 1,400 feet of each center. They did the same for liquor stores, convenience stores, and
corner stores. (The key distinction between the last two was ownership: convenience stores are
chain operations, while corner stores are independent mom-and-pop shops.) When they
calculated the mean number of violent crimes for each type of establishment, they found that
roughly the same number of crimes were committed near convenience stores as near DTCs. But
the data reveal that 38 percent more violent crimes were committed near liquor stores, and 31
percent more near corner stores.

Upshot

The standard public anxiety about a DTC attracting crime to the neighborhood is not borne out
by the data. Crimes tend to cluster around any sort of public establishment because stores,
clinics, etc., draw people to the streets and crime happens where there are concentrations of
people. But according to these research results, you are significantly more likely to encounter
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violent crime near a liquor or corner store than a DTC, and neighborhoods often recruit the
former (especially corner food stores) while trying to discourage the latter.

Conclusion

"Drug treatment centers are a public health need; they are as necessary as urgent care centers
and emergency departments,” says Furr-Holden. "Our research shows that DTCs do not impact
communities any more than other commercial businesses. Moving forward, communities
should work with researchers, policymakers, and DTCs to have an honest dialogue regarding
placement of this needed resource."

Posted in Politics+Society

Tagged baltimore city, nimby, drug treatment centers, crime statistics, urban violence
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Not in My Back Yard: A Comparative Analysis of Crime
Around Publicly Funded Drug Treatment Centers,
Liquor Stores, Convenience Stores, and Corner

Stores in One Mid-Atlantic City
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ABSTRACT. Objective: This research examined whether publicly
funded drug treatment centers (DTCs) were associated with violent
crime in excess of the violence happening around other commercial
businesses. Method: Violent crime data and locations of community
entities were geocoded and mapped. DTCs and other retail outlets were
matched based on a Neighborhood Disadvantage score at the census tract
level. Street network buffers ranging from 100 to 1,400 feet were placed
around each location. Negative binomial regression models were used
to estimate the relationship between the count of violent crimes and the
distance from each business type. Results: Compared with the mean
count of violent erime around drug treatment centers, the mean count of
violent crime (M = 2.87) was significantly higher around liquor stores

(M =3.98; t test; p < .01) and corner stores (M = 3.78; ¢ test; p < .01),
and there was no statistically significant difference between the count
around convenience stores (M = 2.65; ¢ test; p = .32). In the adjusted
negative binomial regression models, there was a negative and significant
relationship between the count of violent crime and the distance from
drug treatment centers (B = -.069, p <.01), liquor stores (8 = -.081, p
< .01}, corner stores ( = -.116, p < .01), and convenience stores (ff =
-.154, p < .01). Conclusions: Violent crime associated with drug treat-
ment centers is similar to that associated with liquor stores and is less
frequent than that associated with convenience stores and corner stores.
(/L Stud. Alcohol Drugs, 77. 17-24, 2016)

HE PHENOMENON KNOWN AS the “Not in My

Back Yard,” or NIMBY, syndrome is characterized by
neighborhoods’ resistance to having technologies, services,
commercial outlets, housing developments, group hous-
ing programs, or other initiatives in their neighborhood.
Although many residents may support these initiatives in
theory, they are against having them located in their neigh-
borhood (Davidson & Howe, 2014; Krause et al., 2014;
Piat, 2000; Polcin et al., 2012; Takahashi, 1997). Polcin and
colleagues (2012) examined community concerns about “so-
ber living houses” (i.e., alcohol- and other drug-free living
environments aimed to help residents maintain sobriety) and
found that concerns centered on issues such as noise, traf-
fic, violent crime, and unpleasant resident behavior. Other
research highlights residents’ concerns about property values
and quality of life (Piat, 2000).

Received: February 9, 2015, Revision: July 6, 2015,

This research was supported by National Institute on Drug Abuse
Grant T32DA007292-23 (C. Debra Furr-Holden, principal investigator),
the National Institute on Minority Health and Health Disparities Grant
5P6OMDO000214-14 to The Johns Hopkins Center for Health Disparities
Center Solutions (Thomas LaVeist, principal investigator), and Centers for
Disease Control and Prevention Center for the Prevention of Youth Violence

17

Takahashi (1997) argues that NIMBY syndrome stems
from stigmatization and disdain, particularly for services de-
signed for special populations, such as people with substance
use disorders and other mental health problems, people who
have been involved in the criminal justice system, and people
with insecure housing. NIMBY syndrome has been repeat-
edly observed in the placement of drug treatment centers
(DTCs)—such as methadone clinics—as many believe that
people in recovery are objectionable (Boyd et al., 2012; Pol-
cin et al., 2012). Residents are particularly concerned about
violence increasing in their neighborhoods subsequent to the
establishment of behavioral health or housing initiatives for
people with substance use disorders in their neighborhoods
(Boyd et al., 2012; Davidson & Howe, 2014; Polcin et al.,
2012; Takahashi, 1997).

Empirical data on whether DTCs are associated with
increased levels of violence may provide information to (a)
help communities make informed, data-driven decisions
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about whether to support such centers and (b) help advocates
mitigate strong opposition with evidence as opposcd to mor-
al or rhetorical arguments. We, therefore, sought to empiri-
cally test whether publicly funded DTCs are associated with
violence in excess of the violence happening around other
commercial businesses by matching DTCs with other retail
entities by neighborhood disadvantage and comparing the
relative rate of crime around DTCs with crime around other
business types. Other commercial businesses attract foot and
vehicular traffic and have hours of operation inclusive of the
standard hours of a DTC.

Method

This was a cross-sectional analysis comparing violent
crime around DTCs to violent crime around similar com-
munity entities matched by neighborhood disadvantage in
Baltimore, MD, in 2011. Similar community entities were
sclected if they operated in a residential or mixed residential/
commercial zone, were open at least § hours per day 6 days
per week, and were classified as commercial entities. Such
locations included liquor stores, major chain convenience
stores (e.g., 7-Eleven and Royal Farms), and “mom-and-pop”
corner stores.

Violent crimes

Data on violent crimes in 2011 were obtained from the
Baltimore City Police Department. These data included the
address where the violent crime occurred and a description
of the crime. Violent crimes include robbery, aggravated
assault, rape, manslaughter, and homicide (Franklin et al.,
2010). These are the Uniform Crime Report violent crime
offenses reported to the Baltimore police and do not include
arrests or calls for service. There were 9,378 violent crimes
in 2011; most were aggravated assaults (53.9%) and robber-
ies (40.9%). Respectively, 2.1% and 3.1% were homicides
and sexual assaults. Ninety-nine percent of the violent
crimes were geocoded in ArcMap Version 10 (ArcGIS,
2011). The remaining 1% of addresses were not geocoded
because of missing addresses or because the addresses were
illogical or invalid.

Counts of the number of violent crimes were calculated
for each of the community entities in 100-foot buffer incre-
ments, from 0 feet to 1,400 feet (i.e., 0—100 feet, 101-200
feet, etc.). Boyd and colleagues (2012) used a similar
distance (25 m or 82 feet) but went only as far as 300 m
(cquivalent to 984 feet or 0.19 miles). The current investiga-
tion extended that distance to a full quarter mile, a standard
for walking distance in urban centers (Milam et al., 2013;
Salbach et al., 2015). In addition, we summed the number of
violent crimes for all sites within each category and divided
by the number of sites to generate a mean number of violent
crimes for DTCs, liquor stores, convenience stores, and cor-

ner stores, This allows for comparison of the mean level of
violent crime across each of the different sites.

Drug treatment centers (n = 53)

Information on the presence of publicly funded outpa-
tient DTCs was obtained from Baltimore Substance Abuse
Systems, Inc. (BSAS), the City of Baltimore’s substance use
disorder authority (the name has since been changed to “Be-
havioral Health Systems Baltimore™). Publicly funded DTCs
in Baltimore receive funding for uninsured and underinsured
clients through federal block grant dollars administered by
BSAS. Data included the addresses of all licensed and op-
erating drug treatment facilities in the city of Baltimore in
2011. To be counted as publicly funded DTCs, centers had to
be licensed through the Maryland Alcohol and Drug Abuse
Administration, receive federal block grant dollars through
BSAS, and meet all federal and state regulations for such a
facility.

Private DTCs were excluded from these analyses for two
reasons. First, most do not receive any treatment block grant
dollars (primarily because they take only patients who pay
with cash or with private insurance), and they have different
reporting requirements, making it more difficult to ascertain
data on their locations. Second, they tend to be located in
areas outside of Baltimore City and/or in locales that are not
comparable to the neighborhoods that are of interest to this
investigation. We found only three DTCs in Baltimore City
that were excluded from this investigation because they were
private.

There were 83 publicly funded DTCs in Baltimore. Five
of those were located outside of Baltimore City boundaries
and were excluded from these analyses. The remaining 78
DTCs were housed in 53 different locations. Twenty-two
centers were co-located in the same building as one or two
other DTCs (e.g., a separately run inpatient and outpatient
program located in the same building). The unit of analysis
for this work is the location of a DTC; therefore, when
multiple DTCs were in a single location, we counted that
as a single DTC site. Treatment programs included 37%
outpatient and intensive outpatient treatment programs (in-
cluding medication-assisted programs with buprenorphine
and methadone); 29% halfway houses; 19% primarily opi-
oid maintenance therapy programs; 9% medium-intensity
residential programs; and 6% therapeutic communitics,
intermediate care facilities, or inpatient detox facilities.

Liguor stores (n = 476)

Data on all alcohol outlets were obtained from the Board
of Liquor License Commissioners for Baltimore City. These
data included the address and license type for all establish-
ments licensed to sell alcohol in Baltimore City in 2011,
There were 1,285 alcohol outlets, and 99% (1,277) of those



FURR-HOLDEN ET AL. 19

were geocoded in ArcMap Version 10. Locations without a
valid address were not geocoded, We restricted this investi-
gation to the 476 liquor stores that allow sales for both on-
and off-premise alcohol consumption 7 days a week from
6 aM. to 2 an; these are classified by the Liquor Board as
“BD-7” outlets, and we refer to them as liguor stores in this
article. The following types of alcohol outlets were excluded:
restaurants, nonprofit private clubs, arenas, hotels, and pack-
age goods stores that sell alcohol exclusively for off-premise
consumption. BD-7 outlets are comparable to those with bar/
tavern licenses in other states that have the capacity to also
sell off-premise consumption package goods (e.g., Pennsyl-
vania or Virginia).

Food stores

The addresses and facility names of all 803 package
goods food stores from 2011 were obtained from the Bal-
timore City Health Department; all sell food intended for
off-premise consumption. The food stores were classified
into seven categories using the schema developed by The

Johns Hopkins Center for a Livable Future (Haering &

Franco, 2010). These include supermarkets (1 = 47}, small
grocery stores (7 = 19), corner stores (n = 308), convenience
stores (# = 195}, behind-the-glass corner stores (n = 128),
pharmacy stores (# = 51}, and discount stores {r = 55).

The investigation is restricted to corner stores, behind-the-
glass stores, and convenience stores. The former two were
combined into a single category because of the consider-
able overlap in their composition, offerings, and locations.
Notably, some liquor stores are also food stores. For these
analyses, any stores that sold alcohol and food for off-site
consumption were classified as liquor stores to ensure mutual
exclusivity across sites.

Corner stores and behind-the-glass stores (n = 436).
Corner stores are generally independently owned and man-
aged (i.e., they lack national franchise affiliation), have a
limited supply network, do not have name recognition out-
side their neighborhood, and have fewer than five cashiers.
Behind-the-glass stores are a subtype of corner stores that
are found almost exclusively in Baltimores low-income
Aftican American neighborhoods. Access to goods is limited
by Plexiglas serving as a barrier between the customers on
one side and the cashiers and merchandise on the other. The
- barrier is considered a necessary safety measure by many
store owners. Many corner stores have been converted to
behind-the-glass stores in recent decades. Although some
corner stores stock healthy food options, most do not. Typi-
cal items include ramen noodles, high-sedium canned goods,
snack foods, sodas, and candy. Behind-the-glass stores have
the lowest availability of healthy foods in Baltimore, as
measured by the Healthy Food Availability Index ratings
(Casagrande et al., 2011). After excluding food stores that
were also liquor stores, there were 396 corner (n = 281) and

behind-the-glass stores {n = 115). For simplicity, we will re-
fer to these types of food stores as corner stores throughout
the rest of this article.

Convenience stores (n = 195). Convenience stores are
franchiges of nationally or regionally recognized stores but
are much smaller than supermarkets and by definition have
fewer than five cash registers. They generally have long
hours of operation, well-established distribution systems,
and name recognition beyond their immediate area (e.g.,
7-Eleven and Royal Farms). Although the stores’ different
locations are homogeneous in appearance, their offerings
may vary greatly based on the socioeconomic and racial
composition of the neighborhoods where they are located.
Nine convenience stores were excluded because they were
also liquor stores.

Matching sites by neighborhood disadvantage

Studies have consistently found an association between
neighborhood-level disadvantage and violent crime (Frank-
lin et al., 2010; Ross & Mirowsky, 2001). The presence of
corner stores, liquor stores, and convenience stores is also
associated with neighborhood-level disadvantage, (e.g.,
LaVeist & Wallace, 2000; Matheson et al., 2014), making it
a potentially important confounding variable. To control for
neighborhood disadvantage, we matched DTCs to conve-
nience stores, corner stores, and liquor stores based on the
“Neighberhood Disadvantage” score of the census tract in
which they were located. This metric has been used in simi-
lar investigations examining relationships between alcohol
outlets and violent crime in an urban center (Franklin et al.,
2010; Ross & Mirowsky, 2001).

The Neighborhood Disadvantage score is calculated us-
ing census-tract level items. We used census data from the
20052009 American Community Survey (U.S. Census,
2009). The items used o create the index include the percent-
ages of (a) adults 25 years or older with a college degree,
(b) owner-occupied lousing, (¢) households with incomes
below the federal poverty threshold, and {d) female-headed
households with children. We used Ross & Mirowsky's (2001)
formula to generate the index: {{c/10+d/ 10— (a/ 10+
b/ 10)]/ 4} (percentages are entered as whole numbers, not
decimals).

Each one-unit increase in the Neighborhood Disadvantage

-score is equivalent to an increase of 10 percentage points

for each component item of the index (Franklin et al., 2010;
Jennings et al., 2014; Ross & Mirowsky, 2001). The total
score has a possible range from -5 to +5, where -5 is very
low/little disadvantage and +5 is very severe disadvantage.
We trichotomized the Neighborhood Disadvantage score into
low (<0.00), moderate (0.00-1.00), and high (>1.00). The cut
points were based on the distribution of the study data across
all venues. This trichotomy produced nearly equal tertiles.
A random number generator was used to match each of
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the DTCs with comparison sites. Matching was conducted
within each tier of neighborhood disadvantage (i.e., low,
moderate, and high). There were fewer DTCs than liquor
stores, corner stores, and convenience stores. We matched
just one of each facility with each of the 53 DTCs based on
the Neighborhood Disadvantage score.

Spatial analysis

The Network Analyst “create new service area” tool in
ArcGIS was used to create network buffers around each
site. Network buffers are based on the distance, accounting
for navigating street networks. By contrast, a “straight-line”
buffer would not account for street networks, highways, or
buildings in calculating distance. Straight-line buffers will
more often produce overestimates of events within a buffer,
as the distance to navigate a street network, to go around a
body of water (for example), is greater than an imaginary
line that cuts across that body of water with a straight
line. The service area tool allows creation of buffers that
take these complexities into account. The buffers ranged
from 101 to 200 feet around the outlet to 1,301 to 1,400
feet around the outlet, in 100-foot intervals. We did not
include the I- to 100-foot buffers in the regression models
(described below) to remove crime occurring at the facility,
because in these data, convenience stores, corner stores,
and liquor stores had substantially more violent crime (e.g.,
robberies) occurring onsite compared with DTCs. The ¢
test result for each venue compared with DTCs at the 0- to
100-foot buffer revealed a significant difference between the
results for DTCs and convenience stores (p = .013) but not
for corner stores and ligquor stores. This most likely reflects
the higher likelihood of convenience stores being robbed
compared with the other venues.

We extended the buffers to 1,400 feet because a quarter
mile (1,320 faet) is generally considered walking distance in
urban centers (Milam et al., 2013; Salbach et al., 2015). The
buffers were “non-overlapping,” meaning that each subse-
quent buffer excluded the area of the smaller buffer(s) nested
inside of it. This alse means that the amount of area within
each buffer is not equal, because placing a buffer around a
buffer creates a larger surface area for the subsequent buffer.

We used a methodoltogy developed by Boyd and col-
leagues (2012) to determine the levels of violent crime
around each site. The count of violent crimes for each buffer
was determined using the “Spatial Join" tool, which appends
data from two map layers using geographic location. We ap-
pended the layer with the location of DTCs, food stores, and
liquor stores to the layer with counts of violent crime.

Statistical analysis

The purpose of this investigation was to assess the level
of violent crime near DTCs and to compare it with the level

of violent crime near liquor stores, corner stores, and con-
venience stores. As a first step, we calculated the scores on
the scale of neighborhood disadvantage and summarized
them for each type of facility. Second, we matched DTCs to
liquor stores, corner stores, and convenience stores by level
of neighborhood disadvantage. The remaining analyses are
restricted to the 53 DTCs and the 33 liquor stores, 53 corner
stores, and 53 convenience stores that were randomly se-
lected in the matching process.

We calculated the mean level of violent crime overall
for each of the four types of facilities at each buffer level.
We calculated the mean by summing the counts of violent
events and dividing by the number of facilities (n = 53 for
all four types of facilities). T tests were used to compare the
mean count of violent crimes for all buffers around treatment
centers to other facilities.

Because the outcome of interest, count of vielent crimes,
was consistent with a negative binomial distribution, we used
negative binomial regression models to estimate the relation-
ship between the count of violent crimes and the distance
from each facility. The negative binomial regression model,
rather than the Poisson regression model, also accounted
for the overdispersion of violent crime (Byers et al., 2003,
Long, 1997). The log area of each buffer was used as an off-
set to adjust for differences in buffer sizes, transforming the
count of violent crimes to the density of violent crimes. A
statistically significant positive slope (B) would indicate that
crime increases as the distance from the facility increases.
A variant of the Huber—~White sandwich estimator of vari-
ance was used to obtain robust standard errors to account for
clustering within facility (each facility included 14 buffers
in the regression medel). A statistically significant negative
slope {B) would indicate that crime decreases as the distance
from the facility increases (i.e., crime is highest closest to
the facility, consistent with the facility being a “magnet for
crime”). A slope of zero would indicate that violent crime
does not significantly change as the distance from the facility
increases, indicating that the facility is independent of the
occurrence of crime, Incident rate ratios (IRRs) were used
to convey the strength of association, allowing the rate of
crime change for each buffer to be expressed as a percent-
age. Significant findings were reported for o levels below
.05, and analyses were stratified by facility. An interaction
term between facility and distance was used to determine
whether there were statistically significant differences in the
slope between facilities. Stata 11.0 (StataCorp LP, College
Station, TX) was used for statistical analyses, including
negative binomial regression modeling. All geocoding and
spatial analyses were conducted using ArcGIS.

Sensitivity analysis

We performed sensitivity analysis to assess the potential
impact of biases associated with the joint concerns of spatial
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TaBLe 1. Objective Neighborhood Disadvantage score and total number of retail entities

Drug treatment Liquor stores Corner stores Convenience

Variable centers (n =53) (n=476) (n=396) stores (n = 186)
Scale score, M (SD) 0.90, (1.41) -0.23, (1.32) 0.62, (1.09) 0.00, (1.10)

Range -2.78, 3.58 -2.85,2.93 -2.78, 3.60 -2.41, 4.09
Category,” % (n)

Low (<0.00) 26.4% (14) 51.1% (243) 25.0% (099) 47.3% (88)

Moderate (0.00-1.00) 20.8% (11) 30.0% (143) 36.1% (143) 37.1% (69)

High (>1.00) 52.8% (28) 18.9% (090) 38.9% (154) 15.6% (29)

“The total Neighborhood Disadvantage score has a possible range from -5 to +5, where -5 is very low/little disad-

vantage and +5 is very severe disadvantage.

autocorrelation and clustering. We checked for and detected
spatial autocorrelation among DTCs using one large 1,400-
foot buffer around each center (Moran’s / = 0.393, p <.001).
Two approaches were tested to address this issue. First, we
excluded all venues that had a similar venue in any of the 14
100-foot buffers and reran the regression models. We reran
the regression models using only these venues. A second
approach that we tested was to include a covariate in the
adjusted regression model for the number of similar venues
in each of the 14 buffers for each venue type.

Results

Neighborhood disadvantage and matching

Table 1 shows the number of DTCs, liquor stores, corner
stores, and convenience stores by level of neighborhood
disadvantage for the total sample of facilities. The Neigh-
borhood Disadvantage score for all the facilities ranged
from -2.41 to 4.09. DTCs and corner stores had the highest
mean disadvantage score; 52.8% of DTCs were in high-
disadvantage census tracts. After we matched facilities on
Neighborhood Disadvantage score, the resultant analytic
sample had similar mean Neighborhood Disadvantage scores

across facilities, minimizing the likelihood of confounding
by neighborhood characteristics.

Mean level of violent crime

The mean count of violent crimes was calculated for each
buffer and facility type (Table 2). Mean counts of violent
crime, averaged across all buffers in rank order, were liquor
stores (3.98), corner stores (3.78), treatment centers (2.87),
and convenience stores, (2.65). The mean count of violent
crime was significantly higher around liquor stores (¢ test;
p < .01) and corner stores (f test; p < .01) compared with
DTCs, and there was no statistically significant difference
between convenience stores and DTCs (p = .32).

Negative binomial regression results

Negative binomial regression models were used to esti-
mate the association between the violent crime count and the
distance from each facility (Table 3). There was a negative
association with violent crime for each facility: Namely,
there was a high likelihood of violence occurring closer
to each venue, and violence decreased as you moved away

TasLe 2. Mean number of violent crimes by distance from facility (independent of surface area)

Drug treatment Liquor stores Corner stores Convenience
Distance, feet centers M (SD) M (SD) M (SD) stores M (SD)
1-100 0.92 (1.72) 1.68 (2.64) 1.57 (1.86) 2.06 (3.09)
101-200 0.87 (1.99) 2.17 (4.36) 0.74 (1.27) 0.66 (1.95)
201-300 1.25(2.11) 1.79 (3.65) 1.96 (3.25) 1.36 (2.87)
301-400 1.26 (2.41) 1.75 (3.06) 2.53 (3.90) 1.15(2.72)
401-500 2.28 (3.53) 2,70 (4.32) 2.89 (3.52) 3.08(5.47)
501-600 1.53 (2.32) 3.55(3.59) 317 (3.73) 2.64 (4.91)
601-700 2.83(4.27) 3.13(3.63) 3.09 (3.73) 2.34(3.33)
701-800 2.94 (4.56) 3.55 (4.10) 3.83 (4.37) 2.30(3.61)
801-900 4.00 (4.78) 4.70 (5.54) 3.92(4.21) 3.94 (4.26)
901-1,000 3.66 (5.39) 4.72(4.71) 4.75 (4.25) 2.94 (5.10)
1,001-1,100 4.06 (4.84) 4.75 (4.76) 4.57 (5.60) 4.13 (4.14)
1,101-1,200 4.79 (5.90) 5.94(7.19) 0.08 (7.21) 2.98 (4.91)
1,201-1,300 5.25(5.13) 7.57 (8.94) 5.85(5.57) 3.94 (4.59)
1,301-1,400 4.51 (5.68) 7.75 (8.89) 7.98 (11.67) 3.53(4.29)
Grand mean (S1) 2.87(4.38) 3.98 (5.62) 3.78 (5.46) 2.65(4.17)
f test 426 (p<.01) 354 (p< .01y 1.00 (p = .32)

Notes: n = 53 for all types of facilities. “p value for two-sided 7 test comparing violent crime around facility

to treatment centers.



22 JOURNAL OF STUDIES ON ALCOHOL AND DRUGS / JANUARY 2016

TasLe 3, Incident rate ratios (IRRs) from negative binomial regression
(per 100 feet) for the association between violent crime count and distance
from each retail entity

Variables IRR [95% CT] P

Treatment centers 0.968 [0.938, 0.998] 037
Liquor stores 0.944 [0.917, 0.972] <.001
Corner stores 0.963 [0.941, 0.985] 001
Convenience stores 0.934 [0.898, 0.972] 001

Notes: From negative binomial regression, in 100 feet increments, minus
first buffer controlling for surface area. CI = confidence interval.

from the venue. This indicates that, in general, crime was
happening at a greater rate proximal to each of the venues.
This relationship was the strongest for liquor stores and con-
venience stores. For each 100-foot increase in buffer distance
away from liquor stores and convenience stores, there was a
5.6% and 6.6% decrease in crime, respectively (IRR = 0.944,
p <.001; IRR = 0.934, p < .001). The relationship was simi-
lar, but smaller, for corner stores. For each 100-foot increase
in buffer distance away from corner stores, there was a 3.7%
decrease in violent crime (IRR = 0.963, p = .001). DTCs had
the largest IRR, indicating the slowest drop-off in violent
crime as you move away from the venue. There was a 3.2%
decrease in the average predicted count of violent crimes for
each 100-foot increase in buffer distance away from DTCs
(IRR = 0.968, p = .037).

All of the facility types were included in the same model
to test for interactions between facility type and buffer dis-
tance. There were no significant differences in IRR between
treatment centers and any venues, indicating that the rate of
change in crime as you move away from these venues was
not statistically different.

Sensitivity analysis

The resultant sample from our first sensitivity analysis of
excluding overlapping outlets included 24 DTCs that had no
other DTCs in any of the buffers, 19 convenience stores that
had no other convenience stores in any of the buffers, and
16 liquor stores and 17 corner stores that fit similar criteria,
We reran the regression models using only these venues. The
results were similar in magnitude and direction. For example,
the IRR for DTCs in the model with the full sample (n = 53)
was 0.933 (p < .01). In the reduced sample with only DTCs
without overlap (n = 24), the IRR was (1.924 (p = .03). These
findings were consistent across all venue types. The second
approach, which included a covariate in the adjusted regres-
sion model for the number of similar venues in each of the
14 buffers for each venue type, showed that the range of
DTCs within each buffer was between 0 and 2, with a mean
of 0.136. We reran the regression models adjusting for the
count within each buffer. The resulting IRR for DTCs was
0.968 (p = .036)—nearly identical to the models without
adjustment.

These results were mirrored in the analysis of the other
venue types (e.g., adjusted IRR = 0.953, p <.001, for corner
stores vs. 0.963, p < .001, unadjusted) .We opted not to use
these estimates as the final reported results even though they
were statistically adjusted for the clustering of the same
venues. We made this decision for several reasons. First,
there are substantially more of the other types of venues than
DTCs (Table 1). Second, these adjustments do not take into
account the other types of venues that may also be within the
buffers that may affect violent crime rates. Most importantly,
the goal of the sensitivity analyses was to assess the validity
of our results; as the results were very similar, it suggests
that our initial approach was valid.

Discussion

NIMBYism poses a significant threat to vital behavioral
health services being located in communities. The current
investigation sought empirical evidence for whether DTCs
were associated with violent crime in excess of the violence
occurring around other retail entities located within commu-
nities—namely, liquor stores, corner stores, and convenience
stores. If DTCs, in fact, do pose a unique threat to communi-
ties as magnets for crime, we would have found higher rates
of crime closer to the DTCs compared with the other enti-
ties. We would also have found statistically significant differ-
ences in the rate of change in crime farther from (or closer
to) the venue. We empirically tested these relationships and
found no statistical evidence that DTCs specifically attract
violent crime. The estimated means of violent crime showed
a decrease in crime as you move away from each of the
venue types, even after the increasing size of the buffer was
controlled for.

This implies that all of the venues to some degree are
located in sites where violent crime occurs. However, there
was significant variation in the magnitude of this effect,
with DTCs having the smallest rate of crime proximal to
the venue, and corner stores, liquor stores, and convenience
stores having an increasingly larger magnetic effect on vio-
lent crime. These data suggest that businesses in general tend
to attract crime, but this effect is less pronounced for DTCs
than for the other locales we studied. Commercial businesses
tend to be in areas with greater foot traffic, vehicle traffic,
and routine activity, creating both cover for and opportunity
for crime.

As an alternative explanation, it is possible that each of
these venues has a different spatial function to crime. The
arca of impact could be greater or smaller, depending on
the venue and whether its patrons are mostly residents of
the community or come from outside the community. In
addition, we found a larger magnetic effect for non-DTC
venues, specifically convenience stores at the 0- to 100-foot
buffer range (equivalent to events inside the venue or imme-
diately outside the venue). These findings most likely reflect
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the higher likelihood of convenience stores being robbed
compared with the other venues. Understanding and better
clarifying the mechanisms underlying this association is an
area for inquiry in future research.

The estimated mean of violent crime was significantly
higher for liquor stores and corner stores compared with
that for DTCs, but there was no mean difference in the rate
of crime change as you moved away from corner stores.
Behind-the-glass and corner stores are concentrated in higher
disadvantage neighborhoods, and it is possible that they
are simply located in communities where crime is endemic
and independent of their presence. We matched venues on
neighborhood disadvantage to constrain this potential bias,
but it is possible that some within-neighborhood variation
still remained. In contrast, liquor stores had elevated mean
rates of crime compared with all the other venue types, and
the rate of decrease in crime as you moved away from liquor
stores was significantly faster than it was for corner stores
and treatment centers. This supports the notion that liquor
stores are magnets for crime and is consistent with the re-
sults of other published studies that have found associations
between the presence of liquor stores and elevated rates of
violent crime proximal to the store (Gruenewald & Remer,
2006; Jennings et al., 2014; LaVeist & Wallace, 2000; Lipton
et al., 2013; Scribner et al, 1995).

Before further discussion of these results, a few limi-
tations merit mention. First, there was some evidence of
confounding with convenience stores by neighborhood ad-
vantage, but we addressed that as best we could with match-
ing. Second, we did not control for other venue types within
cach of the buffers, such that it was possible, for example,
that a DTC had a liquor store in one of its buffers. There
was such a large number of venues, however, that we opted
to randomly select venues and match them to DTCs based
on Neighborhood Disadvantage scores to minimize potential
confounding. Random selection was the best approach here
to ensure that, if there was some spatial overlap, it would
be evenly distributed. To test this hypothesis, we conducted
sensitivity analyses—namely, we excluded venues with
overlap within any of the buffers and in a separate model
adjusted for similar venues within the buffer; the results
remained consistent. Last, our study design was focused on
contrasting DTCs with other community businesses, but we
found interesting results pointing to liquor stores as potential
crime attractors. Future investigations will further explore
this relationship using the full range of alcohol outlet data,
and further research is needed to establish the causal link
between liquor stores and crime.

In conclusion, DTCs have an unfairly poor reputation as
being magnets for crime and a threat to community safety
that is not backed up by empirical evidence. By contrast,
other community businesses that have a more pronounced
magnetic effect on crime are often solicited by communities
to locate within their neighborhoods. Future investigations

should include a more comprehensive examination of the
synergistic effect of having multiple venue types within a
defined geographic area, as well as incorporate a broad range
of community perspectives to balance the empirical data
with residential experiences.
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Citizens’ concerns that methadone treatment centers (MTCs) might be focal points for serious
crime are unwarranted, a recent NIDA-supported study suggests. Dr. Susan Boyd and colleagues
at the University of Maryland School of Medicine in Baltimore found that crime rates in the
immediate vicinities of that city’s MTCs were level with the rates in the surrounding
neighborhoods.

The researchers used Baltimore City Police
Department records from 1999-2001 and global
positioning data to plot the distribution of FBI Part |
crimes (homicide, forcible rape, robbery,
aggravated assault, burglary, larceny theft, motor
vehicle theft, and arson) within a 100-meter (328- | : %) o
foot) radius of 15 MTCs. A statistical analysis of the | - ) -

plots showed that the crimes were no more

frequent within 25 meters of the MTCs than they were 75 to 100 meters away.

In contrast to the case with MTCs, the likelihood of Part | crimes rose with closer proximity to
convenience stores. The researchers suggest that the high volume of foot traffic around these
stores provides opportunities for criminals to find victims. Consistent with this surmise, the

frequency of crime declined near mid-block residences, where foot traffic is relatively sparse.
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The study MTCs included all but one of the 16 centers located in Baltimore. They were situated in
diverse communities, including inner-city, working-class, and middle-class neighborhoods,
according to Dr. Boyd. The convenience stores and residences were located in neighborhoods
that closely resembled those of the MTCs in demographic and social features that influence

crime rates.

“There’s no evidence from our study of increased reports of crime around the methadone
clinics,” says Dr. Boyd. She and colleagues are now analyzing data on actual arrests around the
study sites to see whether drug sales and possession increase with proximity to methadone
treatment centers. The researchers hope that demonstrating that MTCs are not hot spots for
crime will reduce public resistance to the building of new centers, and thus remove an

impediment to making methadone treatment more widely available.
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Study finds methadone clinics don’t increase
crime in Baltimore neighborhoods

Posted on Eebruary 13, 2014 (https://ireta.org/resources/study-finds-methadone-clinics-dont-increase-
crime-in-baltimore-neighborhoods/) by IRETA (https://ireta.org/author/imagebox/)

(http://www.flickr.com/photos/22939124@N08/2574287805/in/photolist-4VtU5v-4Vy7AA-
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5sG8i6-5vRn3b-5wHHwW|-5H7rVu-5KpEmu-5L.2dg8-5L6rBu-5RfKAZz-5TiLBZ-5WE2gG-
5XmJJj-5YHNCA-66UikK-6eEU65-6hLFDB-6hTwtK-6i2CkT-6iYw8s-6jjzsV-6jBHpo-
6mMWE|T-6nFg9h-6pdp8h-6t5H5x-6yb6tw-6ADMGJ-6GorgF-6 GyrfP-6MoWok-6MoWtM-
6MoWX8-6MoXa4-6MoXpt-6MoYBT-6MoYTg-6MoY UB-6MoZfx-6MoZmF-6Mt98U)

in front of the methadone clinic 1. Photo: D.C. Atty
(http://www.flickr.com/photos/figgenhoffer/2574287805/in/photostream/)

Methadone is a federally-regulated medication that, by law, is dispensed only by licensed treatment
settings when used to treat opioid addiction. It has been studied exhaustively and many of its benefits
are undisputed in the research literature. The Centers for Disease Prevention and Control reports that

the benefits of methadone maintenance therapy include (http://www.cdc.gov/idu/facts/methadonefin.pdf):

 reduced or stopped use of injection drugs;

« reduced risk of overdose and of acquiring or transmitting diseases such as HIV, hepatitis B or C,
bacterial infections, endocarditis, soft tissue infections, thrombophlebitis, tuberculosis, and STDs;

o reduced mortality — the median death rate of opiate-dependent individuals in MMT is 30 percent of
the rate of those not in MMT,

« possible reduction in sexual risk behaviors, although evidence on this point is conflicting;

» reduced criminal activity;

e improved family stability and employment potential; and

e improved pregnancy outcomes.

Many studies (http://archive.is/d5tg) also show that methadone maintenance is a cost effective

treatment.

So the benefits to society at large seem pretty significant. But ask most of the public where they’d like to
house a methadone clinic, and you'll hear “Not in my backyard.”

That’s because methadone clinics (known in the field as Opioid Treatment Programs or OTPs) are
widely-regarded as crime magnets.

The logic goes like this: if you build a methadone clinic in an area, it will attract "the addicts” and
“junkies”; “the addicts” and “junkies” are the ones who commit crimes; murder, rape, and theft will
increase, and the neighborhood will then go to pot.

News articles feed this narrative (http://www.rcnky.com/articles/2012/10/22/prosecutor-addicts-will-flock-

here-methadone-clinic), from reporting_on neighborhoods protesting methadone clinics

(http://www.wftv.com/news/news/neighbors-say-methadone-clinic-bringing-crime/nLPyN/) to
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sensationalizing_crime (http://www.pressofatlanticcity.com/news/top_three/article_68980e70-bee0-11df-
bed4a-001cc4c03286.html) in areas where OTPs are located.

(http://www.flickr.com/photos/vandalog/6383405019/in/photolist-
aJ5BVe-7yht3N-f3SQQ7-9x0z4V-
bSpzSK-9AFmvC-aMcvAZ-aMcz9g-
awsYaY-dxBL3g-7QkRNA-dZCsNY-
fExnVP-ahDZPj-8fbEmc-b4R7Pa-bzKgfv-
c5ayD1-dKPDZK-969VHV-bnTTnT-
eHgxat-8oEuNj-asRbkA-abnMpb-dsDzUz-
gjsKnz-j7ZF2N-apxyNs-apuSck-apuRQP-

apuRWn-85zuxJ-9sXcaQ-86gRRH-
agPWWi-j5gKXp-jShwmlL-j5jukKN-
hdKKkM-7NvXp7-dJgsCF-aDQV3e-
ajUtTs-8RY2Tf-7WhQqgK/lightbox/)
Methadone clinic protest sign. Photo: RJ

vandalog
(http://www.flickr.com/photos/25814320@N02/6383405019/in/photolist-
aJ5BVe-aDuGM7)

Negative attitudes about heroin, in particular, have a long history in our country. Captions like this
(http://nymag.com/daily/intelligencer/2011/05/union_square_is_a_lawless_city.html), that announce to
readers “See if you can pick out the stabby drug addicts!” continue to dehumanize people who use
heroin, including—unfortunately—those who seek treatment for it.

Perhaps the last decade’s massive growth of recreational prescription opioid use—people who are
essentially abusing the same drug as heroin users and, as such, may benefit equally from methadone
treatment—will help ease our vague, but powerful fear of OTPs. Or maybe the recent death of Phillip
Seymour Hoffman, which has provoked a string of online articles by people openly discussing family,

httne-/lirata arnfracnnirrac/ctiidv-finde-mathadnna.rlinicre.dnnt.inrraaca.rrima.in-haltimara_nainhharhnade/ 5/



/R R eTPAVF4V] SIuay TINAas mewmaaone CINICS aon T Increase crime 1N saiimaore Neignpornooas - IKE 1A | INsttute 1or kesearcn, caucation & iraining in ...

(http://www.usatoday.com/story/news/nation-now/2014/02/04/heroin-addiction-overdose-relapse-family-
kills/5200503) and friends (http://www.huffingtonpost.com/isaac-saul/philip-seymour-hoffman-

t 1 b _4724084.html) who have used heroin, will dampen long-held prejudices against clinics designed
to treat heroin addiction.

In many cases, methadone treatment becomes connected with the conditions surrounding the drug
addiction it actually treats. Methadone is equated with heroin—and drugs in general. This spirited
online debate over the placement of an OTP in Portsmouth, Virginia, shows how “methadone clinic” and
“meth lab” are often conflated—and in this case, the local ABC affiliate contributed to the confusion.)

Emmett Velten, a longtime methadone advocate, points to the catch-22 that has contributed to the
persistent attitudes of prejudice around methadone treatment
(http://becauseilive.hubpages.com/hub/The_Truth_About Methadone_Myths_Dispelled):

“The emotionality surrounding methadone largely causes the lack of information about it. What causes
the emotionality? Prejudice!”

And of course, if you build it, they will come. As you might expect, it is primarily people with opioid
addictions who are interested in the services that an OTP offers. But will the clients commit crimes in its
vicinity? Or somehow attract criminal behavior?

Here’s where science can address ideas based in emotionality and prejudice

The January issue of NIDA Notes (http://www.drugabuse.gov/news-events/nida-notes/2012/12/crime-

does-not-increase-around-methadone-clinics-in-baltimore), an e-publication of National Institute on Drug
Abuse, reports on a well-designed study that suggests OTPs do not bring crime.

The study, led by Dr. Susan Boyd and researchers from the University of Maryland School of Medicine in
Baltimore found that “crime rates in the immediate vicinities of that city's [methadone treatment centers]
were level with the rates in the surrounding neighborhoods.”

Not only that, but they found that crime rates in the vicinities of OTPs were lower than that of
convenience stores with the same demographic characteristics. Researchers attributed the “high
volume of foot traffic around these stores” as a contributing factor in crime opportunity.

To obtain and analyze information, the researchers used global positioning data and Baltimore City
Police Department records from 199972001 to track the distribution of homicides, rapes, robberies,
aggravated assaults, burglaries, larceny thefts, motor vehicle thefts, and arson within a 100-meter radius
of 15 out of the 16 Baltimore OTPs.

Analyses of the plots showed that crime frequency did not increase with proximity to OTPs; crimes were
“no more frequent within 25 meters” of the OTPs “than they were 75 to 100 meters away.”
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u‘There’s no evidence from our study of increased reports of crime around the methadone clinics,” Boyd
concludes.

Boyd and her colleagues are now working to analyze data on actual arrests around the 15 OTP sites to
determine whether drug sales and possession increase in the vicinity of OTPs.

Resources

Methadone Research Guide
(http://www.drugabuse.gov/sites/default/files/pdf/methadoneresearchwebguide.pdf) (NIDA)

MAT with Methadone or Buprenorphine: Assessing the Evidence for Effectiveness
(http://atforum.com/news/2014/02/mat-with-methadone-or-buprenorphine-assessing-the-evidence-for-

A ey e e

effectiveness/) (AT Forum)

Commentary: Countering the Myths about Methadone (https://www.drugfree.org/join-
together/addiction/commentary-countering-the-myths-about-methadone) (Join Together)

Is Maintenance the Best Therapy for Opiate Addiction? (http:/mattsub.blogspot.com/2013/07/is-
maintenance-best-therapy-for-opioid.html) (Substance Matters) '

Recovery-Oriented Methadone Maintenance (http://www.atforum.com/addiction-
resources/documents/Recovery.pdf) (William White)
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Methadone clinics don't attract crime,
study finds

By BY ANDREA K. WALKER and THE BALTIMORE SUN
APR 30, 2012 AT 7:36 PM
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Methadone clinics are often seen as the bad neighbor nobody wants.
Residents concerned about crime and other quality-of-life issues often protest if
they even hear word of a methadone clinic, which treats those addicted to heroin
and other opiates, is considering moving into the area. '
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The study is the first of its kind that takes a geographic look at crime around clinics,
according to the National Institute on Drug Abuse. Previous research only has
examined the link between crime and methadone users.

"The concern is that methadone treatment facilities are related to a higher crime
rate in the area, but there is no evidence that this is what happens,” said Antonello
Boncl, scientific director of the institute. "We hope this study will alleviate this
concern. I hope people will look at this data and realize it is not a problem."

[Most read] Maryland is one of four states that New York, New Jersey and
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Connecticut add to their coronavirus travel advisory »

The research, led by UM's Dr. Susan Boyd and others, found that crime doesn't
increase because a methadone clinic opens.
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where there were no methadone clinics.

They also compared crime around methadone clinies to crime near hospitals and
convenience stores in the city. Crime was more likely to occur around convenience

stores, the researchers found.

"I think there is still a very bad perception of methadone clinics,” Boyd said. "There

are many more people out there who need treatment, but there are not enough slots -

and clinics available, and part of it is because of the community stereotypes they
have about methadone clinics."

Methadone clinics in the state are tightly regulated by the Department of Health
and Mental Hygiene. |

[Most read] Maryland adds 336 coronavirus cases; Hopkins positivity rate

remains above 6% »

Still, the clinics' locations have caused bitter, and sometimes politically charged
battles, some of which have ended up in court. Zoning restrictions keep the clinics
out of certain communities. Owners of the clinics said it is sometimes tough to get
landlords to lease to them. | -

In many of these incidents, residents said that they believe crime increases and that
methadone users, many of whom must come to the clinic daily, loiter after getting
their dose of methadone to control their drug urges.

There also is debate about whether methadone users just trade one addiction for
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Most recently, residents in Southwest Baltimore have protested a methadone clinic
opened by the University of Maryland Medical Center, which runs that and other
treatment services for the Baltimore City Office of Addiction Services. It was among
several treatment programs that were relocated.

University officials said there was no connection between the study and its decision

to move the Southwest Baltimore clinic.

in Maryland, elsewhere »

The clinic, which serves more than 500 addicts, relocated in January to West Pratt
Street after its former building on nearby West Fayette Street was torn down due to
its poor condition, said a medical system spokeswoman, Mary Lynn Carver. The
new location is accessible to public transportation and close to the university and

medical center, she said.

ADVERTISEMENT

Residents said they were caught by surprise when the clinic opened and said they
believe there are too many substance-abuse treatment programs concentrated in
their neighborhood. They say they are not against drug treatment.
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* street in front of a bus stop The captlon 1
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poster image for why more rehab services are not needed in the ne1ghborhood "

Also on the page are charts with neighborhood crime data and promises to monitor
- crime levels because of the clinic.

"It's very frustrating that our community is the headquarters for drug addicts and
mental health patients from all over," wrote one resident, Jane Buccheri, in an essay
posted on the Facebook page.

[Most read] Baltimore’s Union Craft Brewing removes employee accused of

sexual harassment »

In a phone ihterview, Buccheri, also a leader of the Southwest Partnership, said
residents have no statistics to back up claims the clinic is causing increases crime.
But residents know what they see, she said.

"After they have treatment they don't necessarily leave the neighborhood," she said.
"It's hard to attract homeowners and quality businesses if there is a lot of loitering.

She added: "It has the potential to attract drug dealers. If you have this many
potential clients why would you drive around?"

University of Maryland officials have met with residenis to address their concerns,
Carver said. She said that there were problems with loitering and security in the
area before the clinic opened in January, but that she was not aware of issues
because of any of the university's services.

A 73-year-old Baltimore man who uses the UM methadone clinic said that when he
started using methadone to beat his heroin addiction he stopped committing
crimes. The man, who didn't want to use his name because of the stigma attached to
methadone users, said he used to pick pockets and rob people to support his habit.

LABOR DAY SALE

TRUSTED NEWS Try 2 months for only $1

C ANV NIMAS

hittna-lhsaanar hattimnrastin ram/healthfheche-mathadana-rlinirarrima.201 20412 atans html A7



[ E~ T AV FAYS IVIGU IGUULIS LNy UUl L allabl G, Siudy iinas = DAEitimuneg ouil

QAVL INWVYY ok

Most methadone users are living g200d liveo, 1 vusue » cupiv vp pone ssvisseavise

clinics, he said, because of misperceptions.

"People don't know about methadone," he said. "A lot of people aren't aware of the
good things that methadone does for patients.”

A Pikesville methadone clinic operated by Joel Prell got caught up in a legal battle
after Baltimore County Executive Kevin Kamenetz, then a county councilman,
passed buffer legislation restricting the location of such clinics.

At the time, Kamenetz said he wasn't opposed to drug treatment programs but
thought they should be located "in areas where they don't impact the surrounding
areas." Prell's A Helping Hand clinic was located near a residential neighborhood.

The 2002 legislation required that methadone clinics and other state-licensed
medical facilities that want to open less than 750 feet from homes in areas zoned for
business and office use seek additional approval from the county.

Prell sued to challenge the law and to determine whether he should be forced to
move. Residents picketed his house.

Prell eventually closed the facility and relocated to Woodlawn, where he hasn't had
any opposition. For another center he runs in Westminster, he got council support
before opening. That center is in a business park near an airport, not a residential
neighborhood.
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"It's fear of the unknown and stereotypes," he said. "What most people don't
understand about drug treatment programs is that it works."

ADVERTISEMENT

Prell said he works to keep order at his clinics, urging people to leave soon after
taking the medication. He also said some may perceive patients as loitering when
they just stop for a conversation on the way to their cars. But, he noted, not every
clinic operates to the same standards as his.

The Morning Sun Newsletter
Daily

Get your morning news in your e-mail inbox. Get all the top news and sports from the
baltimoresun.com.

ENTER YOUR EMAIL ADDRESS

Prell and others said methadone users come from all walks of life, especially as
more people are becoming addicted to prescription pain killers after routine
surgeries.
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"When they choose to go to treatment it shows they are willing to work to change,"
Bonci said. "We want to make sure people are not stigmatized because they seek

treatment.”

andrea.walker@baltsun.com
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opinion toward the expansion of treatment
services in Virginia

Amy Kyle Cook'" ® and Nicola Worcman?

Abstract

Background: Public opinion polls have consistently shown Americans prefer treatment over arrest policies for opioid
users. As the opioid epidemic remains a major health problem in the United States, it is important to determine the
type of treatment policies the public would support. Theoretically, government should take into consideration the
opinion of its constituents when deciding how te act. As such, the 2018 Virginia Commonwealth Public Palicy Poll
determined levels of support for the expansion of community-based treatment in one’s community.

Results: Overall, the results showed 80% of Virginians (n = 788) supported the expansion of community-based
treatment centers in their neighborhood, 63% supported the use of housing in their community, while less than half
supported the provision of clean needles to IV drug users so they do not use dirty needles that could spread infection.
Multivariate analyses revealed education, sex, and political party affiliation are significant factors in predicting support
for the expansion of services.

Conclusions: Given the lack of progress made by the government in reducing the supply and demand of drugs over

the course of the war on drugs, it is time to move away from punitive policies to responsible and pragmatic
approaches that include the expansion of community-based treatment.

Keywords: Opioids, Public opinion, Community-based treatment, Recovery housing, Needle exchange

Background

Opioid use disorder remains a major health problem
worldwide with 70% of the burden of disease attributable
to the use of opioids (United Nations Office on Drugs and
Crime [UNODC], 2017). The United States is responsible
for 25% of drug related deaths worldwide, mostly from the
use of opioids (UNODC, 2017). In the United States in
2017, there were over 72,000 fatal drug overdoses with over
47,000 the result of opioids (National Institute of Drug
Abuse [NIDA], 2019). The effects of those numbers are
profound considering more people die from the misuse of
opioids than do from car accidents or violence (UNODC,
2017). Economists have estimated the United States’
economic burden of both the dependence of and fatal
overdoses from heroin, prescription opioids, and synthetic

* Correspondence: cookak@vcu.edu

'L. Douglas Wilder School of Government and Public Affairs, Virginia
Commeonwealth University, 1001 W, Franklin Street, Richmond, VA 23284,
USA

Full list of author Information is available at the end of the article
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opioids at $78.5 billion annually, including increased costs
for health care, treatment, lost productivity, and criminal
justice system involvement (Florence, Luo, Xu, & Zhou,
2016). Moreover, drug related deaths were attributed to a
loss of .28 years in life expectancy (Dowell et al,, 2017).
Globally it was estimated that 17 million years of life
lost were attributable to drug use in 2015 alone
(UNODC, 2017).

The impact of drug abuse has far-reaching conse-
quences in the lives of Americans. A recent public opin-
ion poll showed that 30% of respondents felt drug abuse
was a cause of trouble for their family (Gallup, 2018).
When asked about the extent of the heroin problem in
their area, 47% of respondents reported heroin was a
very serious or somewhat serious problem with an add-
itional 17% reporting it to be at crisis levels. Similar
trends emerge with respect to prescription opioids. A
number of public opinion polls show that addiction to
prescription pain medication is a serious or major prob-
lem nationally (CBS News Poll, 2018; Gallup, 2018;

© The Author(s). 2019 Open Access This articlz is distributed under the terms of the Creative Commons Attribution 4.0
International License (http://creativecommans.org/licenses/by/4.0/), which permits unrestricted use, distribution, and
reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to

the Creative Commons license, and indicate if changes were made.
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Kaiser Family Foundation, 2016; Marist Poll, 2017; AP-
NORC Poll, 2018; Pew Research Center, 2017) with 20 to
54% of Americans knowing someone who has suffered
from opioid addiction {American Psychiatric Association,
2017; CBS News Poll, 2018; Marist Poll, 2017; Stat and
Harvard T.H. Chan, School of Public Health, 2016). More-
over, roughly 20 to 25% of Americans reported knowing
someone who died from prescription opioid use (Kaiser
Family Foundation, 2017; Marist Poll, 2017; Stat and Har-
vard T.H. Chan, School of Public Health, 2016).

Public opinion polls have also compared preferences for
treatment to criminal justice system responses. When
faced with the choice to either increase access to treat-
ment or impose stricter punishments and enforcement,
Americans prefer policymakers increase access to treat-
ment by 58% and 26%, respectfully (APA, 2017). Similarly,
the preference of treatment over arrest for prescription
opioids and heroin use was found in other polls (Cook &
Brownstein, 2017; Pew Research Center, 2014). Despite
the vast attention dedicated to the current opioid crisis,
43% of Americans believe the country is headed in the
wrong direction as opposed to only 20% who feel the
country is headed in the right direction in addressing the
opioid crisis; 37% were not sure (APA, 2017). Further-
more, 37% of Americans feel the nation has lost ground in
making progress with the drug problem (Gallup, 2017).

While the reasons are unknown as to why Americans
reported feeling the country is headed in the wrong dir-
ection or that insufficient progress has been made in
coping with the drug problem, it is important to con-
sider the observe public support for the expansion of
community-based treatment options. The following sec-
tions discuss various programs through which communi-
ties can utilize best practices to address the ever-
growing substance abuse crisis as a public health prob-
lem. These include community-based treatment, recov-
ery housing, and needle-exchange programs.

Community-based treatment
Community-based treatment refers to comprehensive out-
patient health care and psychiatric services offered in the
community (United Nations Office on Drugs and Crime
[UNODC], 2014). Based on a bio-psycho-social approach,
community-based treatments are designed to help people
with substance use problems develop the skills to manage
their addiction in the community using a continuum of
care model that reduces the need for residential and custo-
dial services where possible (UNODC, 2014). According to
UNODC (2014), community-based treatments are the most
cost-effective method addressing drug use and dependence
and have been associated with a reduction in hospital stays,
emergency department visits, and criminal behavior.
Community-based treatments address a wide range of
needs from detoxification through aftercare and involves
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the coordination of any number of health and social ser-
vices needed to meet client’s needs to encourage change of
behavior in the community (UNODC, 2014). Importantly,
treatment services need to be available, accessible,
affordable and evidence-based to deliver quality care for all
people in need of support to help them reduce or stop the
use of alcohol and other drugs (UNODC, 2014). Given that
drug use is also associated with increased healthcare prob-
lems, particularly for people who inject drugs (PWID),
expanding prevention and treatment opportunities and
access is critical.

Currently, the United States offers a broad range of
services based on evidence-based-programs designated for
people who use drugs; however, availability and access to
treatment for drug use remains a challenge. According to
Substance Abuse and Mental Health Services Administra-
tion (2018), 20.7 million people in the United States were
estimated to need substance use treatment, yet only 2.5
million received treatment. Some of the reasons for not
receiving treatment include not being ready to stop using,
a lack of healthcare coverage, not being able to afford the
cost of treatment, believing seeking treatment would have
a negative impact on employment, stigma from others,
not knowing where to go for treatment, and not finding
the type of treatment wanted (SAMSHA, 2018). Globally,
only one out of six people with drug use disorders has
access to treatment (UNODC, 2014, 2017).

Recovery housing

Recovery housing or recovery residences are peer-run
sober living environments that support individuals in
their recovery from addiction or co-occurring mental
health and substance use disorders (National Association
Recovery Residences, 2012; Reif et al., 2014). Residents
living in recovery homes receive a variety of services
such as case management, therapeutic recreational activ-
ities, and peer support in order to improve functioning
with the ultimate goal of integration back into the com-
munity (Reif et al., 2014). Safe and stable living environ-
ments are important to the recovery process especially
for individuals with substance use disorders who need
more structured care, typically after release from an
inpatient facility (Reif et al, 2014). Often times those
released from jail or prison are also in need of safe and
stable living environments to continue recovery efforts.
Blue and Rosenberg (2017} describe recovery housing as
an essential component to the recovery process and
without it, they contend recovery from addiction is
unlikely, particularly given the challenges associated with
low recovery capital. Low recovery capital refers to the
challenges faced by those with substance abuse histories
such as criminal history, low or no income, minimal
work history, and poor credit resulting in difficulty in
obtaining housing (Blue & Rosenberg, 2017).
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Studies of recovery homes have shown a variety of im-
provements in residents functioning, employment, a re-
duction in substance use, lower rates of incarceration,
improved family relationships, and a reduction in crim-
inal activity (Jason, Aase, Mueller, & Ferrari, 2009; Jason,
Davis, & Ferrari, 2007; Jason, Olson, Ferrari, & Lo Sasso,
2006; Mericle, Miles, & Way, 2015; Polcin, Korcha,
Bond, & Galloway, 2010; Reif et al, 2014; Tuten,
DeFulio, Jones, & Stitzer, 2012). Moreover, cost benefit
analyses have shown that recovery housing saves nearly
$29,000 per person considering the reduction in sub-
stance abuse, criminal activity, and incarceration (Lo
Sasso, Byro, Jason, Ferrari, & Olson, 2012). Community-
wide benefits such as reductions in homeless popula-
tions, a strengthened sense of community, and increased
recovery capital in the community have also been noted
in neighborhoods with recovery homes (Mericle &
Miles, 2017; Polcin, Henderson, Trocki, Evans, & Witt-
man, 2012). Although studies of recovery houses are
limited and not without criticism, research has shown
that they are an important and preferred alternative to
criminal justice involvement (Polcin et al,, 2012).

Harm reduction, including needle exchange
programs
Harm Reduction is an umbrella term used to describe in-
terventions and policies aimed to reduce the negative
health consequences from substance abuse, particularly
for those who inject drugs (Hawk et al, 2017; Logan &
Marlatt, 2010) with the two primary goals of keeping
people alive and protecting their health (Harm Reduction
International, 2019). Harm reduction seeks to facilitate
positive change regardless of how small or incremental
and empower users to be primary agents of reducing the
harms associated with their drug use (Harm Reduction
Coalition, n.d). PWID are at greater risk for contracting
HIV and Hepatitis C (Centers for Disease Control and
Prevention, 2016). Considering that between 2000 and
2014 the number of acute infections of Hepatitis C among
PWID doubled (Zibbell et al., 2018), needle exchange pro-
grams are an important component of harm reduction ap-
proaches as the sharing of needles increases the risk of
transmission of blood-borne infections. The CDC (2016)
estimates about one-third of PWID between the ages of
18-30 have Hepatitis C. Among older users, the rates are
more concerning as 70-90% of older intravenous users
have been diagnosed with Hepatitis C.

The use of needle exchange programs has demonstrated
a reduction in both HIV and Hepatitis C infections (Abdul-
Quader et al,, 2013; Fernandes et al., 2017; Saab, Le, Saggi,
Sundaram, & Tong, 2018). In addition to a reduction in the
transmission of HIV and Hepatitis C, needle exchange pro-
grams are crucial to increasing access to other medical and
social support services for PWID (European Monitoring
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Centre for Drugs and Drug Addiction, 2010; Hawk et al,
2017; Heimer, 1998; Wilson, Donald, Shattock, Wilson, &
Fraser-Hurt, 2015, Wodak & Cooney, 2006). Although
studies of needle exchange programs have shown promis-
ing outcomes for PWID, it is important to acknowledge
that the widespread use of needle exchange programs is still
limited (Abdul-Quader et al, 2013; Wilson et al, 2015).
The limited use associated with needle exchange, despite
their feasibility and cost-effectiveness, is likely a result of
community resistance in which critics argue that harm
reduction interventions may enable and encourage drug
use and produce more risks and harm to the community
(see Wodak & Cooney, 2006).

Not in My Back Yard

The Not in My Back Yard (NIMBY) phenomenon is
characterized by community resistance to having par-
ticular services such as housing developments, commer-
cial establishments, health centers and other initiatives
in one’s neighborhood (Furr-Holden et al., 2016; Kolla et
al, 2017; Takahashi, 1997). Rather than being under-
stood as a public good, community members oppose
these facilities based on the assumption that characteris-
tics of the clients that benefit from these services are ob-
jectionable (Davidson & Howe, 2014; Takahashi, 1997).
According to Takahashi (1997}, NIMBY is also related to
the stigma associated with drug users, those with mental
health problems, and the homeless. Lake (1993) de-
scribed NIMBYism as an expression of needs and fears
of community members.

Communities affected by NIMBYism may constitute
an important barrier to not only the implementation but
the continuing existence of health services such as drug
treatment centers, housing, and needle exchange pro-
grams targeting PWUD (see Furr-Holden et al, 2016).
Concerns related to property values, community safety,
neighborhood identity, condoning and increasing drug
use, and an increase in crime and violence have been
cited as reasons residents have opposed services in their
neighborhood (Davidson & Howe, 2014; Furr-Holden et
al,, 2016; Knopf, 2016; Kolla et al,, 2017; Marx et al,
2000; Polcin et al,, 2012). Marx et al. (2000) did not find
a statistically significant difference in drug related of-
fenses after the implementation of a needle exchange
program. In a study examining whether there was an in-
crease of violence near drug treatment centers as com-
pared to the violence around convenience stores, corner
stores, and liquor stores, Furr-Holden et al. (2016) found
no statistical evidence that the presence of a drug treat-
ment center attracted violent crime.

Similarly, in Sydney, Australia, researchers did not find
that theft and robbery incidents increased around a medic-
ally supervised injection site (MSIC Evaluation Committee,
2003). Though the literature has not empirically shown a
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significant increase in crime, nonetheless, community
members concerns related to NIMBYism are important
considerations for planners (see Takahashi, 1997). As stated
by Furr-Holden et al. (2016), “NIMBYism poses a signifi-
cant threat to vital behavioral health services being located
in communities” (p. 22).

Given the role NIMBYism plays regarding the inclusion
of health services for people who use drugs (PWUD)
coupled with previous public opinion polls that show
Americans overwhelmingly support treatment over arrest
policies, this study was designed to examine specific levels
of public support for the expansion of community-based
treatment services, recovery housing, and needle exchange
programs in the respondent’s community.

Methodology: a statewide public opinion poll

Given the importance of public opinion on the policy
making process, the 2018 Commonwealth Public Policy
Poll' measured levels of support for the expansion of
treatment services given the surge in opioid-related
deaths in Virginia. In 2017, 1227 Virginians died of opi-
oid overdoses that involved prescription pills, heroin,
and fentanyl; more than half of those deaths were caused
by fentanyl (Cammarata, 2018). Fentanyl is a synthetic
opioid that is 100 times more potent than morphine and
50 times more potent than heroin (Drug Enforcement
Administration (DEA), 2017). Between 2015 and 16, Vir-
ginia experienced a statistically significant increase in
fentanyl related deaths (CDC, 2018). More specifically,
the CDC (2018) reports that in 2015 there were 270 fen-
tanyl related deaths in Virginia whereas in 2016, 648
deaths were attributed to illicitly manufactured fentanyl.
Nationally, there was a 100% increase in fentanyl deaths
from 2015 to 2016 (CDC, 2018). Given the significant
increases in fentanyl related deaths, evidence suggests
that the nature of the opioid crisis has evolved from pre-
scription pills and heroin to illicitly manufactured fen-
tanyl, causing the death toll to drastically increase.

For the Commonwealth Poll, between December 8-
26, 2017, Issues and Answers Network conducted 788
telephone interviews with adult residents in the 5 re-
gions in Virginia using random digit dialing. Soft quotas
were implemented for gender and region. Two distinct
sampling frames were used for wireless (n = 396; 50.3%)
and landline phones (n=392; 49.7%). Interviews were
administered in English. The sampling margin of error is
+/-3.49 percentage points (95% confidence interval).
Table 1 shows the demographic characteristics of the
sample that comprises 52.3% females, 73% White, 2.8%

"The 2018 Commaonwealth Public Policy Poll was conducted by the L.
Douglas Wilder School of Government and Public Affairs’ Office of
Public Policy Outreach (OPPO) at Virginia Commonwealth University
in partnership with the Virginia Secretaries of PublicSafety and
Homeland Security and Health and Human Resources.
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Table 1 Demographic characteristics of respondents (N = 788)
Characteristic

Sample Percentage

Sex
Male 47.7
Female 523
Race
White 734
Minority 211
Ethnicity
Hispanic 28
MNon-Hispanic 948
Education
High scheool graduate or less 198
Post secondary education 778

Palitical Party Affiliation

Democrat 330
Republican 245
Independent 331

Note. 5.6%, 2.4%, and 2.4% of the sample did not know or refused to identify
race, ethnicity, and educational attainment, respectively, As for political party
affiliation, 9.4% of the sample identified as something else, did not know, or
refused to identify their party affiliation

Hispanic, with most respondents having post-secondary
education (78%), and politically identifying as Democrat
(33%), Republican (25%), and Independent (33%).

Measures

To determine whether or not Virginians support the ex-
pansion of treatment services, the following vignette was
read to respondents: “In November 2016, the State
Health Commissioner declared a public health emer-
gency because of the opioid crisis. A public health ap-
proach recognizes the need to reduce the harms
associated with drug use to both the individual user and
the public through the expansion of treatment services.”
Would you support or oppose

a. The expansion of community-based treatment cen-
ters in your community?

b. The use of housing in your community for those in
recovery?

c. Providing clean needles to IV drug users in your
community so they don't use dirty needles that
could spread infection?

Results

Overall, as shown in Fig. 1, 80% of Virginians supported
the expansion of community-based treatment centers in
their neighborhood, 69% supported the use of housing
in their community, with less than half (48%) supporting
the provision of clean needles to IV drug users so they
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do not use dirty needles that could spread infection.
While the expansion of treatment centers and recovery
housing is high, support for providing clean needles to
users is much lower. Further means testing shows
significant differences between race and ethnicity for the
expansion of community-based treatment centers as well
as race for the support for recovery housing, Specifically,
significant differences were found between Whites (M =
1.54, SD =1.62) and minorities {M=1.23, SD =.83) in
support for the expansion of community-based treat-
ment centers [£(742) = 3.305, p = .000] and between His-
panics (M =105, SD=.213} and non-Hispanics (M=
1.49, SD =1.503) for the expansion of community-based
treatment centers (t(767) =-6.212, p=.012]). With re-
spect to support for recovery housing, there are signifi-
cant differences between Whites (M =175, SD = 1.81)
and minorities {M=1.55 SD=1.42) [t{742)=1.469,
p =.04]. There were no significant differences found be-
tween sex, education level, or political party affiliation,
Three logistic regression models were estimated using
those questions as dependent variables {dummy coded

as 0=opposition and 1=support), Demographic vari- .

ables were coded in such a way as to reflect differences
in policy perspectives: sex (0= male, 1=female), race
(0 = White, 1=minority), ethnicity (0= non-Hispanic,
1 = Hispanic), education level (0 =high school graduate
or less, 1 = post secondary education), and political party
affiliation (1 = Democrat, 2 = Republican, 3 = Independ-
ent). Table 2 presents the results of the logistic regres-
sion models that examine factors associated with
support or opposition for the expansion of community-
based treatment services (a), recovery housing (b}, and
needle-exchange programs (c).

Model 1 was statistically significant {chi square = 31.035,
p=.000) and explained 9% of the variation in supporting
the expansion of community-based treatment centers in

one’s community, Three significant relationships emerged:
education (p=.006), sex (p=.0l), and identifying as a
Republican (p=.01). Post secondary education and sex
were positively associated with supporting the expansion of
community-based treatment in one’s community while
identifying as a Republican was negatively associated with
expanding services. More specifically, having post-
secondary education and being female increased the odds
of supporting the expansion of community-based treatment
services by 93 and 85%, respectively. Identifying as a Re-
publican decreased the odds of supporting the expansion of
community-based treatment services by 50%. Conversely,
Republicans were more likely to oppose rather than support
the expansion of community-based treatment services.

Model 2 explained 7% of the variation in support for the
use of housing in their own community; the model was
statistically ' significant (chi square=33.157, p=.000).
Identifying as a Democrat {p =.02) and female (p=.001)
were revealed as statistically significant factors supporting
the use of housing in their community. Being female
increased the odds of supporting housing by 97% while
identifying as a Democrat increased the odds by 76%. It is
worth noting that the education variable approached
significance (p = .07).

Model 3 examined support for providing clean needles
to IV drug users to reduce the spread of infection. The
model was statistically significant (chi square = 58.766,
p =.000) and explained 12% of the variation in supporting
the provision of clean needles to users. Three significant
relationships developed: being Hispanic (p =.001), and
identifying as both a Democrat (. =.006) and Republican
{p = .001). Being Hispanic increased the odds of supporting
the provision of clean needles to IV drug users by 638%

and identifying as a Democrat increased the odds of sup:™
port by 80%; however, identifying as a Republican reduced
the odds of support for the provision of clean needles to IV
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Table 2 An examination of the factors reqarding Virginians support for the expansion of community based treatment services,

recovery housing, and needle exchange programs

Variables grams Model 1 Model 2 Model 3
Community based treatment Recovery housing Needle exchange programs
b{SE) OR b(SE) OR b(SE) OR
Education 656(.240) 1.927%* 357(.201) 1430 112(.182) 1.119
Sex 614(.240) 1.848% 678(.198) 1.969** 178(172) 1.194
Democrat 383(.334) 1.466 568(.258) 1.765* .586(215) 1.798**
Republican —.700(.278) 496* —272(234) 762 —.761(220) A67%*
Race —284(323) 752 ~319(.257) J27 —309(218) 734
Hispanic 577(772) 1.780 1.104(.670) 3015 1.999(.582) 7.383**
Cox & Snell R? 047 051 092
Nagelkerke R? 086 077 123
Chi-square 31.035% EENETA 58.766%**

p <.000%**, p < .01, p <.05*

drug users by 53%. The following section will provide a
discussion of these results as well as policy implications.

Discussion

Previous work has shown the importance of public opin-
ion polls on policy making (Cook & Brownstein, 2017). As
the opioid problem evolves and even worsens, determin-
ing public support (or opposition) for the expansion of
treatment services in one’s own community is a critical
component for policy makers given the devastating impact
of the opioid epidemic. Not only did these measures
examine support for the expansion of treatment services,
it did so in the context of asking about specific support
“in your community”, an important inclusion considering
the NIMBY phenomenon. The current study found that
Virginians overwhelmingly supported the expansion of
treatment centers and recovery housing in their own com-
munity although much lower levels of support were found
for the provision of needle exchanges to IV drug users
(further discussion provided later).

When examining the factors that indicated support for
the expansion of treatment in one’s own community,
higher levels of education, that is being educated beyond
high school and being female were statistically significant
factors whereas identifying as a Republican showed oppos-
ition to the expansion of treatment services. As for the
expansion of recovery housing “in your community”,
significant determinants were being female and identifying
as a Democrat. The significance of being female likely re-
flects the 260% increase in drug overdose deaths among
women aged 30—-64 between 1999 and 2017 (VanHouten,
Rudd, Ballesteros, & Mack, 2019). There are a variety of
tactors that explain the increase in overdose deaths illus-
trating the unique experiences faced by women who use
drugs. As compared to men, women who use drugs be-
come addicted sooner, show different impacts on the
brain, and are more likely to relapse, overdose, attempt

suicide, report adverse childhood experiences, and have
mental and physical health problems (Bloom, Owen, &
Covington, 2003; Darke, Campbell, & Popple, 2012; Felitti
et al,, 1998; NIDA, 2018a).

At the turn of the twentieth century, the first wave of
the opioid epidemic, women were front and center to
the marketing of and prescribing of opioids - they were
prescribed opioids for menstrual cramps and hysteria
(Terplan, 2017). While the reasons for prescribing opi-
oids may have changed, the iatrogenic nature of the
current opioid crisis parallels that of the first (Kolodny
et al, 2015; Terplan, 2017). Understanding the experi-
ences and challenges faced by women are paramount to
adequately addressing and treating their substance abuse
needs; substance abuse programming and treatment
should reflect those differences. The results also reveal
the importance of education among its citizenry. Higher
levels of education may be the foundation for a more in-
formed understanding of addiction and treatment needs.

Expanding community-based treatment services and re-
covery housing are essential components in the recovery
process and fills a service gap (Blue & Rosenberg, 2017;
Substance Abuse and Mental Health Services Administra-
tion, 2013). The current study underscores the importance
of expanding the accessibility of both community-based
treatment and recovery housing for those with substance
abuse histories because without both, users will likely find
recovery unattainable given the challenges with respect to
low recovery capital (Blue & Rosenberg, 2017). As previ-
ously noted, community-based treatment programs are
cost-effective as compared to hospital emergency room
usage and incarceration (UNODC, 2014). Moreover, par-
ticipants in recovery homes have shown improvements in
social and family functioning, employment, and reduc-
tions in criminal behavior, substance abuse, and incarcer-
ation (Jason et al,, 2006, 2007, 2009; Mericle et al., 2015;
Polcin et al,, 2010; Reif et al,, 2014; Tuten et al., 2012).
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With respect to providing clean needles to IV drug
users, being Hispanic and identifying as a Democrat sig-
nificantly predicted support; conversely, identifying as a
Republican significantly indicated opposition. The ro-
bustness of political affiliation across models is interest-
ing given recent bipartisan political support for dealing
with the current crisis. Despite the current study’s find-
ings among the general population, support by Repub-
lican politicians for sensible and pragmatic policies such
as harm reduction approaches, including needle ex-
change programs is growing in response to the current
crisis (Nadelmann & LaSalle, 2017).

Virginians’ opinions: harm reduction and needle
exchange programs

Given the public’s high levels of support for the expan-
sion of community-based treatment and recovery hous-
ing, lower levels of support for the provision of needle
exchanges may be explained by a number of factors such
as lack of education about the scope of such programs
considering their benefits to users, stigma associated
with people who use and inject drugs, the NIMBY
phenomenon. It may also be that citizens distinguish
community-based treatment and recovery housing from
needle exchange programs because the former helps
users stop using drugs whereas needle exchange pro-
grams allow drug use to continue, although more safely.
Regardless, the benefits of needle exchange programs
cannot be overstated - they reduce the harms associated
with opioid use by offering clean syringes and needles as
well as other injection equipment and safe disposal con-
tainers, offer HIV and hepatitis testing, provide overdose
prevention, educate users about safe injecting practices,
and offer tools to prevent HIV and other sexually trans-
mitted diseases that includes condoms and counseling.
Most notably, exchange programming includes referrals
to substance abuse treatment, medical and mental health
care, and other social services (CDC, 2017). Research
has shown that exchange programs are compatible with
the goals of treatment and do not increase drug use or
crime (CDC, 2017; Furr-Holden et al, 2016; Hagan et
al., 2000; Heimer, 1998; Marx et al.,, 2000). Furthermore,
needle exchange programs save on costs associated with
healthcare while participants of needle exchange pro-
grams are five times more likely to enter into treatment
than those that are not participants of exchange pro-
grams (CDC, 2017; Hagan et al., 2000).

With respect to model 3 and examining support for
needle exchange programs, it is important to note the
small percentage of Hispanics included in the study (less
than 3%). However, the significance of identifying as His-
panic was initially an unexpected finding as research has
shown Hispanics are less likely to have a SUD compared
to individuals born in the United States (Salas-Wright,
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Vaughn, Clark Goings, Cérdova, & Schwartz, 2018). It
should be noted however, that Salas-Wright et al. (2018)
suggest that the lower rates of Hispanics self-reports of
substance use may be related to immigration status and
fear of deportation. Nevertheless, the significance of
identity as Hispanic could be related to two hypothesis.

First, health outcomes associated with substance use
among Hispanics may explain the significant support for
needle exchange programs. For example, intravenous drug
use among Hispanics accounted for 19% of the cases diag-
nosed with HIV in 2015 (CDC, 2016). Moreover, recent
changes in opioid related deaths among Latinos may ex-
plain support. Between 2013 and 2015 Hispanics made up
2 % of opioid related deaths in Virginia; that number rose
to 3 % in 2016 (Kaiser Family Foundation, 2018). Other
states such as New York and Massachusetts have also ex-
perienced increases in deaths among Hispanics. In Massa-
chusetts the death rate among Hispanics doubled between
2014 and 16 (twice the rate of other groups) while in New
York, over half of the deaths were attributed to fentanyl
(Bebinger, 2018; Frisneda, 2017). Nationally, opioid related
deaths among Latinos rose 35% while synthetic deaths in-
creased by 183%, between 2015 and 2016 (as cited in
Rosello, 2018). Support among Latinos for needle exchange
programs may also reflect broader changes in attitudes or
moral values which occurs as part of the acculturation
process to the American culture especially for Latinos in
the United States (Florez et al,, 2015). Florez et al. also ex-
plain that the escalating violence in Latin American coun-
tries may shape attitudes toward drug use. Second, the
growing levels of substance use among Hispanics might be
seen as a maladaptive coping strategy among emerging
adults (Allem, Soto, Baezconde-Garbanati, & Unger, 2015).

The considerable focus on harm reduction, including
needle exchange programs are important considerations
because Virginia has been identified as a jurisdiction that
is experiencing or is at-risk of experiencing significant in-
creases in HIV or Hep C as a result of intravenous drug
use with 8 localities in particular considered vulnerable
(Van Handel et al,, 2016). In response to these high rates
of HIV and Hepatitis C in Virginia, in July 2017, House
Bill 2317 authorized needle exchange programs to operate
in 55 pre-identified localities; however, to date there are
only two programs operating in the state. One in Wise
County, where the rate of Hepatitis C is double that of the
state rate (Friedenberger, 2018) and the other that opened
in Richmond in November, 2018 (Balch, 2018). The law
requires that entities applying to operate needle exchange
programs in those pre-approved localities must have the
support of both local law enforcement and the health
department (Virginia House Bill 2317, 2017).

Garnering support from local law enforcement agen-
cies may be more problematic than originally thought
given that only two applications have been approved to
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operate such a program (Friedenberger, 2018). It is not
difficult to understand the reticence of police to support
needle exchange programs given the enforcement aspect
of their job. After all, police serve to enforce laws, which
means possession of paraphernalia laws are likely enforced
when police come across a user with drug laced needles
or other injection equipment. Although police and other
abstinence groups may oppose such programs, they are an
important partner to have in developing programs to
avoid interference and client harassment with exchange
programs (see Beletsky, Grau, White, Bowman, & Heimer,
2011; Strike, Myers, & Millson, 2004).

Though it has been noted that police and other groups
have complicated the establishment of needle exchange
programs, over time they have been swayed to support
such programs based on the scientific evidence of their
effectiveness (Strile et al.,, 2004), As Strike et al. (2004)
noted, a police officer on the committee initially was not
supportive of the program and wanted to make sure it
never happened but after learning about the benefits to
the users of the program, he eventually became an advo-
cate of the program. More recently, in North Carolina, a
border state just south of Virginia, a study of police offi-
cers indicated that officers were supportive of
decriminalization of syringes to reduce Hepatitis C and
HIV and believed that decriminalization would be good
for the community as well as law enforcement (Davis et
al.,, 2014). Given these concerns, collaborative efforts
that include voices of opposition coupled with evidence
from the scientific community highlighting the effective-
ness of needle exchange programs while debunking con-
cerns such as condoning drug use and increasing crime
rates are critical to their success. The CDC (2016) rec-
ommends health departments should work with police
and local leaders to expand needle exchange programs.

Despite the fact that addiction is defined as a chronic
disease of the brain (NIDA, 2018b), many Americans be-
lieve addiction is the result of choice, a lack of willpower
or discipline, character defect, bad parenting, or they
outright blame users (AP-NORC Poll, 2018; Kaiser Fam-
ily Foundation, 2016; Palamar, 2013). This lack of under-
standing of addiction clouds perceptions and contributes
further to addiction related stigma. By simplifying addic-
tion to a mere choice, we ignore both the medical and
environmental factors associated with addiction via the
disease model (see McLellan, Lewis, O'Brien, & Kleber,
2000). Interviews with participants in treatment have
provided evidence that understanding addiction from a
genetic framework would decrease stigma (Dingel,
Ostergren, Heaney, Koenig, & McCormick, 2017).

In a study that examined vignettes regarding individuals
with untreated versus treated mental health and opioid
addiction, differences were noted (McGinty, Goldman,
Pescosolido, & Barry, 2015). Respondents who received
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more information regarding successful treatment showed
improved attitudes towards mental illness and addiction,
suggesting that portrayals of successful treatment may
mitigate negative attitudes held by society (McGinty et al.,
2015), Moreover, personalizing accounts of those directly
impacted by opioids may be one of the best ways to over-
come addiction related stigma. In fact, the CDC (2019) ex-
plains that the use of evidence-based campaigns work to
increase awareness by humanizing those that suffer from
addiction and by extension, address and reduce stigma
and increase access to services including harm reduction
strategies. The implications of stigma can be far reaching
and as Olsen and Sharfstein (2014) so poignantly stated,
“this stigma is impeding progress in reducing the toll of
overdose” (1393).

Policy implications

The importance of political influence and persuasion can-
not be overstated. Just as politicians had an influence on
public opinion during the get tough on crime movement in
the 1980s and 1990s, Wozniak (2016) asserts that the pub-
lic can be reassured by politicians that the programs they
endorse are effective. Considering their powers of persua-
sion it is likely that politicians have the clout to influence
the general public and the law enforcement community on
the benefits of community-based resources and harm re-
duction approaches. As research shows, community-based
treatments and harm reduction strategies such as needle
exchange programs are cost-effective and improve the lives
of PWUD (Wilson et al,, 2015),

Given the sentiment of law enforcement that “We can't
arrest our way out of this problem” (see Truong, 2017), law
enforcement would benefit from accurate education from
the public health and scientific communities about the ad-
vantages of and opportunities for non-arrest pathways to
treatment (see the Police Assisted Addiction and Recovery
Initiative [PAARI], n.d; Police, Treatment, And Community
Collaborative, n.d; Seattle’s LEAD Program, 2018; Cloud &
Davis, 2015). Non-arrest pathways are important tools for
police in that they create opportunities to respond to the
demand side of the supply and demand drug markets (see
PAARI),

Since the latter part of the twentieth century, the war
on drugs has primarily been the paradigm in which our
government has responded to eradicating drugs and
punishing offenders (Neil, 2014). The punitive focus on
zero-tolerance policies, increased penalties, and incarcer-
ation became a substitute for treatment, leaving the
needs of drug users unmet (Neil, 2014). Even in the
realm of corrections, mainly prisons, the focus on of-
fenders was more about punishment rather than re-
habilitation (Balboni, 2013). Interestingly enough, a
National Association of Chiefs of Police (2005) survey
found that 82% of chiefs and sheriffs did not believe the
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war on drugs has been successful in reducing the use of
illegal drugs. This suggests that police - those at the
forefront of the drug crisis - have great insight to the
limited nature and failures of the war on drugs. Perhaps
it is the cost of the war on drugs, estimated at 1 trillion
dollars since the early 1970s (Pearl, 2018), coupled with
the current opioid crisis that has resulted in a shift away
from the war on drugs to a public health approach with
increasing momentum (Pope, Davis, Cloud, & Delaney-
Brumsey, 2017).

This is not suggested that arrest policies may not be ne-
cessary at times but rather thinking about how public
health initiatives over time improve lives of some of our
most vulnerable citizens and how the criminal justice sys-
tem can serve as a pathway to treatment (see Pope et al,
2017). As police and other criminal justice officials are in-
creasingly having to deal with issues of behavioral health
such as drug use, mental illness, and other social ills, cre-
ating opportunities that advance health and justice are ne-
cessary (Cloud & Davis, 2015). As Cloud and Davis (2015)
assert, “The lack of adequate community-based mental
health treatment, housing options, and harm reduction
services across the United States underlies many of the
challenges that police, courts, and jails encounter when
interacting with people with complex health needs” (p.20).

To advance public safety, criminal justice, and public
health, those working to ameliorate the effects of addic-
tion must continue to educate the public and partner
with public safety agencies. By reshaping our under-
standing of addiction and treatment, it not only benefits
PWUD but it also serves to enhance public safety. Fu-
ture studies regarding the perceptions of law enforce-
ment’s support for needle exchange programs and those
deserving of diversion efforts are needed.

Limitations
Several limitations are noted. First, in terms of
generalizability, the results from the current study may be
generalizable to other states with similar levels of opioid
problems and demographics as that of Virginia. Though
this study showed that Democrats were more supportive of
needle-exchange programs, it is important to note that Re-
publican leaning states have passed legislation authorizing
needle exchange programs to combat the transmission of
Hepatitis and HIV (Kaiser Family Foundation, 2019). At the
top levels of the federal government, the Secretary of
Health and Human Services Alex Azar, a Republican, also
supports the use of needle exchange programs (Azar, 2019).
Although the Commonwealth of Virginia is a “blue
state” with Democratic leadership in the executive
branch of government, political orientation is compli-
cated as it relates to the expansion of services, particu-
larly in Virginia where the support of law enforcement is
necessary by law to establish needle exchange programs.
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In bordering North Carolina, a number of police chiefs
and sheriffs support syringe programs because of the
positive impacts on communities and intravenous drug
users (North Carolina Harm Reduction Coalition). Re-
gardless of political orientation, the findings underscore
the need for government, health departments, local ser-
vice providers, including law enforcement, to work to-
gether to implement evidence-based strategies that
expand services.

Second, the time-dimension is cross-sectional in na-
ture. Third, the study is limited in terms of explanatory
factors and does not consider factors beyond demo-
graphics that may explain levels of support (or lack
thereof) for treatment strategies. The inclusion of add-
itional survey items such as knowing someone with a
substance abuse problem or personal experience with
substance abuse may help explain levels of support.
Fourth, it should be noted that the questions were
broadly worded to account for a lack of prior knowledge
of such approaches. For example, the question pertain-
ing to the provision of clean needles to PWID was ini-
tially worded as support or opposition for NEP; however,
pilot testing revealed some confusion on that question
as respondents were not familiar enough with the term
“needle exchange” and therefore unable to answer the
question. As such, the question was reworded to include
an explanation of the concept of needle exchange pro-
grams: Would you support or oppose “Providing clean
needles to IV drug users so they don’t use dirty needles
that could spread infection?” Nevertheless, the data pro-
vides valuable insight for communities, health depart-
ments, law enforcement agencies, and politicians as it
relates to the expansion of community based treatment.

Conclusion

Given the iatrogenic nature of the opioid crisis, compre-
hensive education that includes scientific information is
needed so that the public can understand the nature of ad-
diction, The failure to understand addiction means we
also fail to respond appropriately to the needs of users
which in turn compromises public safety. As the number
of drug related harms and number of deaths continue to
rise, so does the need to respond in a way consistent with
harm reduction approaches that seek to ameliorate the
harmful effects of drug use and stigma. Objective educa-
tion about addiction and treatment through a public
health paradigm could go a long way in reducing stigma
and expanding treatment services (Palamar, 2013).

Given the lack of progress in reducing both the supply
and demand of drugs over the course of the war on
drugs, the time has come for a shift away from punitive
policies to a more responsible and pragmatic approach
where community-based treatment becomes standard
practice whereby it is accessible to those in need. In
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closing, public opinion polls have consistently shown
that the public supports treatment over arrest policies for
drug related crimes. The current study adds to that body
of literature by examining specific support for
community-based treatment options. The results under-
score the growing need for the expansion of community-
based treatment, recovery housing, and harm reduction
approaches to combat the crisis of addiction. Besides lives,
what do we have to lose?
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ABSTRACT

Concern about crime is a significant barrier to the establishment of methadone treatment centers (MTCs).
Methadone maintenance reduces crime among those treated, but the relationship between MTCs and neighborhood
crime is unknown. We evaluated crime around MTCs. Setting Baltimore City, MD, USA. Participants We evaluated
crime around 13 MTCs and three types of control locations: 13 convenience stores (stores), 13 residential points and
10 general medical hospitals. Measures We collected reports of Part 1 crimes from 1 January 1999 to 31 December
2001 from the Baltimore City Police Department. Design Crimes and residential point locations were mapped elec-
tronically by street address (geocoded), and MTCs, hospitals and stores were mapped by visiting the sites with a global
positioning satellite (GPS) locator. Concentric circular ‘buffers’ were drawn at 25-m intervals up to 300 m around each
site. We used Poisson regression to assess the relationship between crime counts (incidents per unit area) and distance
{rom the site. Findings
A significant negative relationship (parameter estimate —0.3127, P < 0.04) existed around stores in the daytime
(7 am-7 pm), indicating higher crime counts closer to the stores. We found a significant positive relationship around
residential points during daytime (0.5180, P < 0.0001) and at night (0.3303, P < 0.0001), indicating higher crime
counts further away. Conclusions Methadone treatment centers, in contrast to convenience stores, are not associated

Aims

There was no significant geographic relationship between crime counts and MTCs or hospitals.

geographically with crime,
Keywords Crime, geocoding, methadone maintenance, neighborhood, spatial analysis.
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INTRODUCTION

The aim of this study is to determine whether there is a
geographic relationship between methadone treatment
centers (MTCs) and neighborhood crime. Methadone
maintenance is well established as an effective treatment
for opiate dependence [1-3]. Opioid dependence is a
global public health problem, with an estimated 24-32
million opioid users (12-14 million heroin users) world-
wide in 2009, including 3.1-3.5 million users in Europe
[4]. Nevertheless, access to treatment is limited in
many communities that oppose the establishment of new
methadone maintenance treatment centers (MTCs), due

Published 2012, This article is a U.S, Government work and is in the public domain in the USA.

largely to concerns about crime [5,6]. This resistance
exists despite extensive research over several decades,
that methadone
decreases crime among treated patients. For example, a
study of 1075 heroin users found that methadone main-
tenance plus psychosocial treatment decreased crime,
resulting in decreased societal costs [7].

Community concerns about MTCs causing crime
reflect a difference between ‘clinical’ and ‘ecological’ per-

showing maintenance treatment

spectives. While the clinical perspective has established
that successfully treated patients commit fewer crimes
[8], there is no empirical evidence on the ecological rela-
tionship between MTCs and neighborhood crime. Three
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possible relationships could exist, and plausible theories
support each relationship. MTCs could decrease neigh-
borhood crime by treating opiate users who live nearby,
thereby decreasing their risk of criminal behavior. MTCs
could increase crime if they attract untreated or partially
treated users into the neighborhood, thereby increasing
the local density of people likely to commit crimes [9].
Finally, MTCs could have no crime impact if neighbor-
hood crime relates largely to other {actors.

This study addresses the debate by evaluating relevant
empirical data with a technique that has not been applied
previously to this issue. Previous studies ol the geo-
graphic (spatial) relationship between locations of sub-
stance availability (e.g. alcohol outlets, location of illegal
drug possession and sales) and crime have used relation-
ships between locations and crime rates averaged over
large areas, typically postal codes or census tracts [9-11].
This study is the first of which we are aware to use a
more fine-grained ‘microecological” approach, Instead of
studying a population of patients or a large geographic
area where the MTCs are located, we evaluated crime
rates in terms of increasing spatial distance within indi-
vidual MTC neighborhoeods.

The study was conducted in Baltimore, MD, USA,
an urban environment with a high rate of heroin use
[12,13] and high crime rate [14]. The city had 16 metha-
done treatment centers (MTCs) in operation during the
study period. A comparison of crime before and after the
establishment of MTCs was not possible, because most
of the MTCs in Baltimore had been in operation before
the advent of geocodable electronic crime data.

METHODS ‘

Details of the ‘microecologic technique’ have been pub-
lished previously [15]. In brief, we obtained a database
listing all Federal Bureau of Investigation (FBI) Uniform
Crime Report ‘Part 1’ crimes fhomicide, sexual assault,
robbery, aggravated assault, burglary, larceny (including
theft from a motor vehicle), auto theft and arson] [16] in
Baltimore City, MD, from 1 January 1999 to 31 December
2001 from the Baltimore City Police Department. We
identified 16 MTCs operating in Baltimore during this
study period. One was excluded because it was located on
the sixth floor of a general medical hospital, making it
impossible to differentiate its crimes from those associated
with the hospital. Three of the remaining MTCs were
analyzed as one clinic, because their front entrances
were within 25 m of each other, making it impossible to
analyze their crime data separately. Thus, we included
data from 13 MTC's whose characteristics we obtained by
telephone survey (Table 1). Of these, eight were on the
campus of or near a hospital, but notin the same building
as the hospital. Four MTCs offered buprencrphine for

Published 2011 2. This artlcle is a U.S, Government work and is in the public domain in the USA.
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Table 1 Characteristics of 13" Baltimore City, Maryland metha-
done maintenance treatment centers (MTCs) operating 1
January 1999 to 31 December 2001.

Min Max Mode
Opening time 5:30am 1llam 7am
Closing time 4 pm 7:30pm  6pm

Min Mayx Mean  Median
Daily patient census 55 600 298 300

*Includes combined data from three MTCs whose entrances were within
25 m of another MTC {see text),

opioid detoxification or maintenance therapy, in addition
to methadone.

To help assess the significance of any relationship
between MTCs and crime, we evaluated crime around
three types of control sites in Baltimore City, MD. MTCs
might have more crime than adjacent locations because
of having higher foot traffic. High foot-traffic areas (areas

with higher density of people) may have more crime than

low foot-traffic areas because offenders are more likely to
meet victims/targets in such areas [17]. Therefore, we
selected two 'high foot-traffic’ sites (general hospitals and
convenience stores) and one ‘low foot-traffic' site (resi-
dential points) as controls. General medical hospitals (10
in operation in Baltimore during the study period) were
chosen because they, like MTCs, provide medical care.
‘Convenience stores’ were those defined as such on the
Switchboard.com [18] website, Residential points were
defined as addresses in the middle of a block on a smail
secondary street within a geographic area identified as
‘residenttal’ by local zoning maps.

Thirteen convenience stores and 13 residential sites
were matched to the 13 MTCs based on 20 relevant
census and crime variables (Table 2), which previous
lactor analytical research has shown can identify neigh-
borhoods with high rates of violent crime [19]. These
variables were entered into a factor analysis by Baltimoere
City Census Block Group (CBG); the analysis was pre-
defined to generate a single factor score. Control sites
were chosen for each clinic so that the factor scores
of their CBGs were closest to the factor score of their
matched clinic. Hospitals could not be matched to the
MTCs due to the limited number of hospitals (10) avail-
able for matching.

Data and geocoding

Crime locations and residential control sites were mapped
electronically by ‘geocoding’ their street addresses using
the ArcGIS 9 computer program [20]. Geocoding is a
computerized process in which a street address is con-
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Table 2 Variables used in the factor analysis for matching
census block groups of methadone maintenance treatment
centers (MTCs) and control study sites.

Census variables

% Staying al the same house for more than 5 years

Population per square mile

Household size

% Female-headed households

% People with no high school diploma

Per capita income

Median household income

Percent with income below poverly level

% Service workers

% People unemployed

% Households with public assistance income

% Households with no worlker

% Non-white

'"Racial h.eterogeneity' (count of different races reported)

% Vacant houses

% Households renting home

Median gross rent

Median value of owner-occupied home
Crime variables

Total crimes in 2000

Total drug-related crimes

verted into a map location (latitude and longitude) [21].
The locations of MTCs, convenience stores and hospitals
were determined by visiting the sites and reading the lati-
tude and longitude on a global positioning satellite (GPS)
locator. Site visits were necessary in these cases, because
street addresses of non-residential sites are sometimes
not precise enough to generate an accurate latitude and
longitude. For example, convenience stores are some-
times located in large parking lots or malls, along with
other stores. In order to maintain the privacy of people
living at the residential sites, the locations of the residen-
tial sites were found by geocoding, rather than by visiting
the site.

‘Buffering’ sites and counting crimes

We used a ‘buffer’ methodology to determine the geo-
graphic relationship between study sites and neigh-
borhood crime. Concentric circular, non-overlapping,
doughnut-shaped buffers were defined at 25-m intervals
for up to 300-m radius around each study site. Crimes
were counted within each buffer. In order to compare
crime quantitatively across buffers of increasing size, the
number of crimes was corrected for the area of each
buffer to generate crime counts per unit area (‘crime
counts’). To avoid crime counts <1, the ‘unit area’ was
defined as 1962.5 m? [the size of the smallest (25-m)
buffer]. Similar buffer methodologies have been used to
study crime around housing projects [22] and supportive
housing [23].

Published 2012, This article is a U.S. Government work and is in the public domain in the USA.

Statistical analysis

Poisson regression analyses were used to evaluate the
relationship between crime counts and distance from a
site. First, a generalized additive model (GAM) with a
spline term was used to fit a line to scatter-plots to visu-
alize the data. The GAM graphs indicated that most
of the variation in crime incidents was within the first
100 m (first four buffers) of the sites (data not shown).
Thus, further data analysis included only crime inci-
dents within 100 m of the study sites. Further analyses
used a Poisson distribution and generalized linear model
to analyze crime counts around the study sites, generat-
ing a parameter estimate (B) through a least-squares
analysis. A significant positive  (‘positive crime slope’)
indicates a higher crime rate with increasing distance
from the study site, while a significant negative B (‘nega-
tive crime slope’) indicates a higher crime rate closer to
the study site. All analyses were performed with SAS
version 9.1 [24].

‘Within-group’ comparisons to evaluate the relation-
ship between crime counts and distance from the site
(crime slopes) were performed separately for MTCs, con-
venience stores, hospitals and residential points. Because
crimes can occur at night, when MTCs are closed, we
controlled for time of day by analyzing separately crimes
occurring during the day (7 a.m.—7 p.m.), the hours
when most MTCs are open (Table 1), and at night (7
p.m.—7 a.m.),

RESULTS

There was no significant change in crime counts with
increasing distance from MTCs or hospitals (Fig. 1), as
indicated by non-significant values for parameter esti-
mates of crime slopes (Table 3). In contrast, there was a
significant decrease in crime counts with increasing
distance from convenience stores during both daytime
and night-time (Fig. 1, Table 3, daytime parameter
estimate —0.3127, P < 0.04, night time parameter esti-
mate —0.3235, P<0.0623). Around residential sites,
there was a significant increase in crime counts, with
increasing distance from the site during both daytime
(0.5180,- P<0.0001) and nighttime (0.3303,
P < 0.0001).

DISCUSSION

This study found no significant change in crime counts
with increasing distance (up to 100 m) from MTCs, sug-
gesting that MTCs are not a geographic focus for crime. In
contrast, there was a significant decline in crime counts
with increasing distance from convenience stores and a
significant increase in crime counts with increasing
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Figure | Crime rates around methadone maintenance treatment clinics, general medical hospitals, convenience stores and residential points
in Baltimore City, MD (1999-2001). Crimes were all Federal Bureau of Investigation (FBI} Part [ crimes [homicide, sexual assault, robbery,
aggravated assault, burglary, larceny (including theft from a motor vehicle}, auto theft, and arson] reported in Baltimore City, MD between |
January 1999 and 31 December 2001. Crime rate—crimes per 'unit area’ (1962 m?, the area of a 25-m circle/buffer). Buffer distance—radius
of dircular/doughnut-shaped areas defined around study sites, Study sites were {3 methadone maintenance treatment centers (MTCs), (0
general medical hospitals, 13 convenfence stores and |3 residential points (residential addresses in the middle of the black on secondary
streets). Convenience stores were matched to the MTCs by naighborhood characteristics (see text for detsils). Mapping of locations was
based on street address for crime locations and residential sites and global positioning satellite (GPS) for other sites. (a) Crimes between 7
am. and 7 p.m.,, when MTCs are open. {b) Crimes between 7 pm. and 7 am., when MTCs are closed
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Table 3 Poisson regression analysis of the relationship between crime counts® and distance (=100 m) from study site.

Time of Parameter Standard Lower confidence Upper confidence
Type of site day estimate” error limit limit Z P value
MTC [13] Day* -0.0938 0.2243 -0.5334 0.3457 -0.42 0.6757

Night* -0.1614 0.2167 -0.5862 0.2634 -0.74 0.4564
Convenience Day -0.3127 0.1553 -0.6171 -0.0083 -2.01 0.0441
Store [13] Night -0.3235 0.1735 -0.6635 0.0166 -1.86 0.0623
Residential Day 0.3303 0.0511 0.2302 0.4304 6.47 <.0001
Site [13] Night 0.518 0.0947 0.3325 0.7035 5.47 <.0001
General medical Day 0.086 0.1353 -0.1792 0.3511 0.64 0.5251

hospital [10]
Night -0.056 0.1533 -0.3564 0.2443 -0.37 0.7146

*Crime count: number of crime incidents per area in each concentric ring at 25-m intervals around the site. "Parameter estimate: estimated ‘crime slope’
relating crime counts with distance from study site, Positive parameter estimate indicates increasing crime counts with increasing distance from the site.
Negative parameter estimate indicates decreasing crime counts with increasing distance from the site. “MTC: methadone maintenance treatment center.

4Day: 7 a.m.—~7 p.m. “Night: 7 p.m.~7 a.m. Italics indicate significant results.

distance from the residential sites, indicating that the
microecological technigue is capable of detecting places
that are or are not geographic foci of crime. The observed
crime pattern around convenience stores (high foot-
traffic areas) and around residential sites (low foot-traffic
areas in the middle of small residential blocks) is consis-
tent with the previously shown positive correlation
between crime and increased density of people at a site
[17]. Overall, the pattern of findings supports the validity
and sensitivity of our microecological technique, and
strengthens confidence in our primary finding of no
significant increase in crime counts closer to MTCs.

An estimated 282 000 Americans were dependent on
or abusing heroin and another 1.72 million were depen-
dent on or abusing prescription pain relievers in 2008
[25]. In contrast, only about 265 000 patients were
receiving opiate agonist treatment in 1108 US treatment
facilities [26]. The European Union had more than 1
million regular opioid users in 2006, but only 25 000
patients receiving methadone maintenance treatment
[27]. Thus, there is a public health need for more MTCs to
treat the large numbers of people addicted to opiates. Our
finding that MTCs are not associated with increases in
neighborhood crime addresses a major impediment to the
establishment of new clinics, and should lead to greater
availability of methadone maintenance treatment for the
many people who need it.

This study has several strengths, including the use of
a microecological technique that evaluates geographic
neighborhoods rather than patient populations, use of
control sites matched to the MTCs to minimize confound-
ing by degree of foot traffic and other neighborhood
characteristics known to influence crime rates, and the
inclusion of data from all but one of the MTCs operating
in Baltimore City during the study period.

This study has several limitations. First, the data show
substantial variability, as reflected in large confidence
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intervals. For example, although methadone clinics and
residential points have different crime slopes (different
sign for the parameter estimate), there is no significant
interaction term between the two groups when they are
compared in a between-groups comparison. Secondly,
this study has uncertain external validity because it
involved a relatively small number [15] of MTCs in a
single city. However, there is no obvious manner in which
Baltimore City MTCs differ from those in other areas of
the United States or abroad, nor is there any reason that
the neighborhood factors influencing crime in Baltimore
should differ from those elsewhere. Indeed, Baltimore
may be an ‘ideal’ setting for this type of study, given its
high rate of heroin use (Baltimore has been called the
‘heroin capital’ of the United States [12,13]), urban
environment and high crime rate [14].

The stigma against methadone maintenance treat-
ment, including concerns about crime, exists throughout
the world [28-31], regardless of whether methadone is
dispensed in centralized methadone treatment centers
or by prescription through community pharmacies. For
example, a survey of pharmacists in England found that
many expressed concern about shoplifting and aggres-
sion if they were to begin to dispense methadone [32].
Residents both in the United Kingdom and Canada voice
fears that methadone treatment centers may increase
crime, resulting in difficulty opening or keeping open
methadone clinics [33-35]. This study provides strong
evidence against a major reason for the social stigma con-
cerning methadone maintenance, i.e. concerns about
crime. A major issue in the NIMBY (‘not in my back yard')
phenomenon for MTCs is the need for patients to come in
daily for dosing. Buprenorphine, an opioid partial agonist
now used in many countries for opioid substitution, can
be prescribed by physicians and dispensed for home
administration. Because there is no need for patients to
come to a specialized clinic for regular dosing, the hope is
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that buprenorphine treatment will be less stigmatized
and better accepted than methadone treatment.

Finally, a key conceptual issue for any study involving
crime is how to quantify crime. Three major parameters
have been used to measure crime in social science studies,
each with its own advantages and disadvantages: crime
incidents (used in this study), arrests and 911 calls.
Crime incidents, being generated from complaints of
crime, are not subject to policy changes in police enforce-
ment, unlike arrest data. However, incident data have the
disadvantage of not recording ‘victimless’ crimes, such as
many drug crimes. Databases of 911 calls have the dis-
advantage of containing a large number ol ‘unfounded’
events; that is, when the police arrive at the scene of the
call, there is no evidence of the reported crime. However,
911 databases may be a more sensitive measure of
community concerns about crime.

Overall, our data show that MTCs are not a geographic
focus of crime, thus providing both strong evidence to
alleviate neighborhood concerns about the establishment
and operation of MTCs and quantitative information to
combat the stigma of methadone substitution treatment.
As more MTCs open and more geocodable crime data
become available, future research can attempt to confirm
and expand our findings using before-and-after designs
and different types of crime data.

CONCLUSION

This study found no significant increase in crime around
MTCs, while finding the expected significant increase
around convenience stores, which also have high foot
traffic. These results do not support the common neigh-
borhood concern of MTCs as geographic foci of crime,
and may ease the establishment of new MTCs. Studies
using the microecological technique may inform more
clearly the social and political debate around the siting of
MTCs.
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Planning and Zoning Code- Section 23A

Online version is NOT official, it is only for use as a reference.
Official copies can be viewed or purchased at the
Department of Planning, Conservation, and Development.

Return to Zoning Code- Table of Contents

Section 23A- MX ZONE

23.00A- Mixed Use Zone- Multi-Family and Miscellaneous Uses as shown in the Use
Schedule, Section 60. The geographic locations of the zones are shown on the official
zoning map.

23.01A- Lot Sizes- Multi-Family Uses proposals shall comply with the requirements of
the M zones.

Other uses, authorized in the Use Schedule, shall comply with the requirements in the
Special Exception Provisions or as below, whichever is most restrictive.

LOT FRONTAGE: 75 feet (minimum)
LOT AREA: 10,000 sq. ft. (minimum)

23.02A- Yards- Front yard setback 25 feet; Other yards one foot for each foot of wall
height except that no yard shall be less than 10 feet.

23.03A- Height- Maximum height of a structure is this zone, unless specifically
permitted elsewhere herein, shall be three stories or thirty-six feet.

23.04A- Lot Coverage- The ground covered by the principal structure and its accessory
building shall not be greater than 30 percent of the lot area.

23.05A- Off-Street Parking- Off-street parking spaces and related provisions shall be in
accordance with Section 40.
(Addition effective 9/1/87.)






Planning and Zoning Code- Section 60

Online version is NOT official, it is only for use as a reference.
Official copies can be viewed or purchased at the
Department of Planning, Conservation, and Development.

Return to Zoning Code- Table of Contents

SECTION 60- RESIDENTIAL ZONES AND SOME T.D. ZONE USE SCHEDULES-

60.00- No land shall be used or occupied and no structure shall be erected,
constructed, reconstructed, altered or used, except for any use of the following
permitted uses, special exception uses, accessory use, permitted Residential Unit
Business Pursuit uses, or uses by temporary uses.

In any case where a use is alleged to be similar to a specified use referred to in the
following schedule its status shall be determined by the Commission by reference to the
most clearly similar use or uses that are specifically referred to in the use schedule or
declared that the use is not similar. When the status of a use has been so determined,
such determination shall thereafter have general applicability to all uses of the same

type.
60.01- PERMITTED USES- The following uses may be operated as Permitted Uses:

« 60.01.01- Single-Family Dwelling, detached
ZONES: RPZ, R-30, R-45, R-60, TD*, M, MX, R-1, R-15

« 60.01.02- Two-Family Dwelling
ZONES: RPZ, TD*, M, MX

» 60.01.03- Farming or other agriculture uses--any green house that brings the
total of such ground area to 5,000 sq. ft. or more shall be a Special Exception.
Seasonal farm stands shall be allowed provided they receive site plan approval
and are a part of a farming operation in excess of twenty (20) acres and selling
only products grown on-site. Appropriate parking as determined during the site
plan process shall be required.

ZONES: R-15, R-30, R-45, R-60, RPZ
(Amended effective 10/31/92)

« 60.01.04- Residential Unit Business Pursuit
ZONES: RPZ, R-30, R-45, R-60, TD*, M, MX, R-1, R-15

e 60.01.05- Park Land ZONES: PL ‘

o 60.01.06- Business and Professional Offices
ZONES: IM
(Added effective 3/28/90)

» 60.01.07- Assisted Elderly Housing on city property and within 500 feet of an
existing city operated elderly housing facility. Density 11 units per acre, parking in
accordance with Section 40.04.18, all other requirements in acordance with the
R-15 zone.



ZONES: R-15
(Amended effective 6/1/91)
(Revised effective 7/22/92)

60.02- SPECIAL EXCEPTION USES- the following uses by Special Exception may be
permitted in accordance with the provision of SECTION 44:

60.02.01- Ambulance Service (44.08.01)

ZONES: TD (Amended Effective 5/15/14)

60.02.02- Child Care Facilities (44.08.02)

ZONES: RPZ, R-15, R-30, R-45, R-60, TD, M, MX, R-1

60.02.03- Conversion of existing residential buildings to a different number of
dwelling units. (44.08.22)

ZONES: MX, TD, RPZ (Amended effective January 30, 1998)

60.02.04- Fraternity and Sorority Houses (44.08.04)

ZONES: TD, MX

60.02.05- Private clubs, service organizations, including community buildings and
similar recreational uses privately owned and/or operated (44.08.05)

ZONES: TD, MX

60.02.06- DELETED (Amended effective 5/1/97)

60.02.07- Housing for elderly or physically handicapped persons (44.08.07)
ZONES: TD, MX

60.02.08- Professional and business offices not including medical or dental
clinics or mental health/substance abuse treatment facilities, offices or clinics
(44.08.08)

ZONES: TD, MX

(Amended effective 5/1/97)

60.02.09- Neighborhood stores (44.08.09)

ZONES: TD, MX

60.02.10- Two (2) family dwellings and single family dwellings with less than fifty
(50) feet of frontage on lots of record (44.08.28)

ZONES: RPZ

(amended effective 6/30/92)

60.02.11- Public Utility buildings and structures (44.08.11) ZONES: All zones
(effective 1/25/89)

60.02.12- DELETED {Amended effective 5/1/97)

60.02.13- Multi-family Dwelling (44.08.21) ZONES: M, MX, TD, MR (Added
effective 2/20/89) IM (Added effective 3/28/90)

60.02.14- Natural Resource Exiraction (44.08.10)(Effective 5/1/86) ZONES: R-
45, R-60, R-1, R-15, R-30

60.02.15- Adaptive residential use for structures currently or recently occupied by
non-conforming use.

(effective 5/1/89)

ZONES: RPZ, R-15, R-30, R-45, R-60, TD, M, MX



60.02.16- Adaptive historic preservation use harmonious with the physical
characteristics and originally designed use of the structure (44.08.26)

ZONES: ALL ZONES ‘

60.02.17- Banking facilities with the drive-up windows (44.08.12) ZONES: TD
(Amended Effective 5/15/14) ‘

60.02.18- Restaurants, providing services for customers either at counters or at
tables including sale of alcoholic beverages

ZONES: RF

60.02.19- Marinas and boatyards for the building, storage, repair, sale, or rental
of boats; docks, wharfs, piers for the storage and transport of goods,
merchandise, and/or people. If such a facility is located adjacent to an industrial
zone, it shall be treated as a permitted use subject to site plan approval. (44.04)
ZONE: RF

(Amended effective 6/30/92)

60.02.20- Cemeteries and other places of burial of the dead (44.04) ZONES: R-
45, R-60, R-1, R-15, R-30, M (Amended effective (10/15/13)

60.02.21- Churches and other places of worship, including parish houses. Parish
house shall include a one or two family house used by a Church as personal
residence by members of its clergy and/or its fulltime employees.

ZONES: RPZ, R-15, R-30, R-45, R-60, R-1, MX

(Added effective 3/1/91)

60.02.22- Convents, monasteries and similar uses

ZONES: RPZ, R-15, R-30, R-45, R-60, R-1

60.02.23-Educational Institutions

ZONES: RPZ, R-15, R-30, R-45, R-60, R-1

60.02.24- Group Homes pursuant to Section 16.07.05 of the Zoning Code
provided said Use shall not be within twenty-five hundred (2,500} feet of another
group home as defined by 16.07.05. Parking shall be provided at a rate of one
(1) space for each adult resident. As a reasonable accommodation the
Commission may waive any requirement, including the public hearing process,
during the special exception process.

ZONES: RPZ, R-15, R-30, R-45, R-60 (Modified effective 3/31/04)

60.02.25- Libraries, museums and similar institutions of non-commercial nature
ZONES: MX, TD, M (Modified effective 12/29/11)

60.02.26- NONE

60.02.27- Outdoor Recreational uses such as: Parks, Playgrounds, Playfields,
Golf courses, Boating areas, Community buildings, Developed open space, such
as Arboreta, Botanical and Zoological gardens and similar recreational uses.
ZONES: R-15, R-30, R-45, R-60, RF, R-1 (Revised 2/15/88)

60.02.28- Existing Neighborhood Restaurants not to exceed 1800 square feet.
Drive-thru permitted by Special Exception. (Amended effective 7/30/04)
ZONES: MX (Added effective 2/28/94)

60.02.29- Care/Nursing Homes (44.08.29)

ZONES: TD, MX, M (Amended effective 7/1/95)

60.02.30- Bed and Breakfast in the RPZ (44.08.30)

ZONES: TD, MX, RPZ, R-15 (Amended effective 6/5/09)



60.02.31- NONE

60.02.32- Bus stop Passenger Shelter (44.08.25)

ZONES: ALL ZONES

60.02.33- Deleted (Amended Effective 5/15/14)

60.02.34- Veterinary Hospitals/Practice (44.08.34)

ZONES: RPZ (Added effective 7/11/90)

60.02.35- Leaf Composting Area (44.08.37)

ZONES: ID, R-45, R-60 (Added effective 6/30/92)

60.02.36- Adaptive Reuse as a professional office of a structure formerly used a
place of congregation for members of a religious faith (44.08.38)

ZONE: RPZ (Added effective 5/30/94)

60.02.37- Modification of Frontage and Area Requirements on Lots Established
Subsequent to 1982

ZONE: R-1 (Added effective 4/30/95)

60.02.38- Permanent Year Round Farm Markets

ZONES: R-30, R-45, R-60 (Added effective 6/1/01) RPZ (Added effective
3/30/07)

60.02.39- Active Adult Housing

ZONES: RPZ, R-15, R-30 (Added effective 9/1/03)

60.02.40- Elderly Housing within 500 feet of an existing housing facility. Density
11 units per acre, parking in accordance with the R-15 zone. ZONE:R-15 (Added
effective 5/31/05)

60.02.41- Mixed Use Development (44.08.45)

ZONES MX  (Added effective 3/30/13)

60.02.42- "On properties that contain" Existing Age Restricted (55 & Older Multi-
Family Housing density not to exceed 24 units per acre on property having at
least 2 ¥z acres or more. ZONE M (Added effective 10/25/13)

60.03- ACCESSORY USES- The following accessory uses shall be permitted in
accordance with the provisions of subsection 10.07 of this code.

60.03.01- Uses customarily incidental to the main or principal building or land
use.

ZONES: ALL ZONES

60.03.02- Required off-street parking and loading space

ZONES: ALL ZONES

60.03.03- Business offices, provided that there is conducted in said office only
business incidental to the rental, operation, service and maintenance of the
dwelling.

ZONES: TD, M, MX

60.03.04- Incidental services for the convenience of occupants, such as news
stands, snack bars, personal service shops, provided that not more than five (5)
percent of the total floor area of the building is used.

ZONES: TD, M, MX

60.03.05- In addition fo the permitted uses set forth in Section 39.02.01- .02,
uses customarily incidental to.the main or principal building or land use and as



set forth elsewhere in this code shali be permitted, including employees within

such buildings, such as garages, but not limited to cafeterias and like facilities

designed to serve only the occupants of the buildings in the zone. Conference
and meeting facilities, data processing and storage shali be included within the
definition of accessory uses.

ZONES: IM (Added effective 3/28/90)

60.04- NONE

60.05- USES BY TEMPORARY PERMIT- The following are permitted as temporary

uses:

60.05.01- Temporary buildings or yards for construction material or equipment
both incidental and necessary to construction within the immediate area,
provided, however, that each permit shall be valid six (6) months and shall not be
renewed for more than four (4) successive periods at the same location.

ALL ZONES

60.05.02- Temporary office or model house, both incidental and necessary for
sale or rental of real property within the immediate area provided, however, that
each permit shall be valid for a period of not more than four (4) successive
periods at the same location.

ALL ZONES

60.06- PROHIBITED USES- Any use not specified as a permitted use, special
exception, accessory use, permitted home occupation use or use by temporary permit
are prohibited uses.

60.06.01- JUNK YARDS-
ZONES ALL (Added eff. 1/22/03)

* TD- Transitional Development Zone- All proposals treated as Special Exception Uses.
* Eliminated Meeting 1/6/88 effective 1/18/88
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RE:

TECHNICAL MEMORANDUM

Attorney Tim Hollister
Shipman and Goodwin

Mark Vertucci, PE, PTOE
Fuss & O’Neill, Inc.

September 16, 2020
Response to Town Planner, PZC, and Public Traffic Comments

Proposed Root Center Substance Abuse Treatment Facility
Route 66 (Washington Street), Middletown, CT

This memorandum will summarize our response to a variety of traffic related comments that were raised
last week in the memo provided by the City Planner Marek Kozikowski, AICP, dated September 8, 2020
as well as in the PZC meeting on September 9, 2020.

City Planner Comments:

1.

Trip Generation — Rates for the ITE land use code “clinic” were chosen as they most closely
resemble the anticipated operations at the treatment facility. By ITE definition, a “clinic” is any
facility that provides limited diagnostic and/or outpatient care but is unable to provide
prolonged in-house medical and surgical cate. A teview of trip generation rates for a clinic were
similar to operational data provided by the Root Center in the morning peak hour and higher
than what is typically experienced by Root Center’s other facilities in the afternoon peak hout.
The trip generation rates utilized in this study should be considered conservative in the
afternoon peak hour.

Drtiveway Level of Service — The LOS for vehicles exiting the site driveway is projected to be F
during both peak hours, the same as what curtently exists on the auto repair driveway and at the
majority of the commercial access driveways along the corridor. This LOS F operation is
unavoidable given the significant background traffic volumes that currently existing along
Washington Street and the driveway does not warrant a traffic signal based on CTDOT and
MUTCD criteria. It should be noted that LOS is a measure of vehicle delay, not intersection
safety, and a LZOS F operation is not correlated to crash rates and how “dangerous” the
intersection is.

While vehicles exiting the site are delayed, the site has been designed with parking in the rear
and can accommodate several queued vehicles along the driveway approach to Washington
Street. Queue analysis revealed that these queues will rarely exceed two vehicles. It is important
to note that these delayed vehicles experiencing LOS F conditions ate stored and confined
along the site driveway approach and do not impact traffic operations on Washington Street.
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The presence of the traffic signal at the nearby intersection with Route 3 (Newfield Street) was
obsetved to provide gaps in traffic enabling vehicles to exit the site.

3. Crash Analysis — the crash analysis was conducted by reviewing all crashes that occurred in the
last three years along the site frontage and within 200 feet of the site driveway in each direction.
The analysis trevealed that there were no crashes reported involving a vehicle tutrning into or out
of the existing site driveway and no identifiable ctash patterns that would be exacerbated by the
proposed development traffic. With the exception of one injury crash, all of the crashes
reported were property damage only. There were no fatalities.

As noted in Steven Zuckerman’s presentation, the treatments patients receive do not impact the
patient’s ability to drive a vehicle. The majority of the patients receiving treatment in the
morning peak hour leave the site and drive into work. Additionally, thete have not been higher
than normal crash rates reported at the site driveways of other Root Center facilities.

PZC/Public Comments:

1. Existing Trip Generation from auto repair shop is overestimated — The owner of the existing
auto shop indicated that the estimated ITE trip generation rates for the existing shop seemed
high. The main point of providing a trip generation compatison is to fllustrate the site is
generating traffic today and therefore the proposed development will not be generating all
“new” traffic to the road network. At least a portion of this site generated traffic exists today.
Regardless of the ttip generation of the existing site (even if it was zero), thete would be no
change to the findings of the traffic study that the proposed development will not significantly
impact traffic operations on Washington Street.

2. Transit and Pedestrian Traffic — It is anticipated that a significant number of patients will arrive
to the site by foot or via transit which will setrve to reduce the overall traffic generation from the
site. Good transit and pedestrian accommodations are provided nearby. Middletown Transit
Route 583 runs past the site with stops permitted close by near the intersection with Newfield
and Vine Street. A sidewalk also exists along the nozth side of Washington Street along the site
frontage and continues east to the Newfield/Vine Street signalized intersection where
crosswalks and exclusive pedesttian signal phasing ate provided.

3. Left Tutns into the Site — left turns into the site are projected to operate at the most efficient
traffic operation (LOS A) with average queues less than one vehicle length. A vehicle waiting to
tutn left into the site in the left travel lane will not be there long as the traffic signal at Newfield
Street provides frequent gaps in traffic. In addition, it is noted that any vehicle waiting in the
left travel lane can be bypassed in the right travel lane.
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4,

Butternut Street — This approach to Washington Street experiences peak hour delays similar to
many of the commercial driveways that exist along Washington Street. This is an existing
condition. The proposed development will add a projected 10 peak hour ttips to Washington
Street at this intersection. This equates to a negligible 0.04% increase in traffic on Washington
Stteet, which in comparison currently handles 2,500+ vehicles in the peak hours. This increase
in traffic is well below the daily fluctuations in traffic that already occur at this intersection and
will not be noticeable to the driver.

Background traffic volumes — it was noted that the base 2016 CTDOT traffic volumes utilized
in this study were taken before several new developments came on line on Washington Street in
the past 5 years. These developments were factored in the study by growing the 2016 counts to
the 2021 design year using an 0.75% per year growth factot to account for normal growth of
traffic. These grown 2021 background traffic volumes were used as a basis for the study. These
volumes, while grown, should be considered highly conservative as current traffic volumes in
the State of CT are running 20% below notmal on average.
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. 17 RAILROAD AVENUE, WESTERLY, RI 02891 401 596 7555

ARCHITECTS

Root Center — Proposed Middletown Clinic
September 16, 2020

Re: Middletown PCD Staff Comments dated September 8, 2020
“Issues Remaining to be Addressed”

The following are Tecton's responses to two specific architectural comments for the team’s consideration
and addition to the consolidated response. Only cne requires a revision to the architectural drawings.

o ltem #5, #6 & #7 ...Rear Facing Building:

Tecton believes the most appropriate building entrance and operational plan orientation is as submitted,
and the design complies with current regulations, for the following reasons:

1. Perpage 5 of 7, st paragraph, Compliance with City Plan (2nd sentence) “The planning and
Zoning Commission has not yet adopted form-based design standard for this section of
Washingfon Street”. While we believe our facade design, proportions, and materiality appeal to
the guidelines of a form-based code and an enhanced streetscape fabric, we do not feel this
comment compels us to comply with a street-front enfrance.

2. Federal regulations regarding privacy rights of patients specifically recognize those receiving
substance abuse freatment as entifled to have the fact and records of their freatment be private.
Providing @ rear entrance and a side exit at a treatment facility ideally provides for such privacy
and confidentiality. Further, this facility is not a walk-in retail medical destination. Visits are
scheduled, and the current design intentionally separates the primary patient pedestrian flow from
the vehicular movement and streetscape activity. The daily entrance from the parking lot within
the site is most appropriate.

3. The front of the building is designed to have an architectural aesthetic befitting a main facade
and active business brand. The high-end materials are the same as the west and north facades,
the windows are large with clear glass (contrary to commentary), and the landscaping is
enhanced. The DRPB found the design to be attractive and appropriate, with unanimous
approval.

 [tem #7...More than one Building Sign

In the attached revised building views, we have eliminated the Root building mounted signage on the
entrance elevation to the north. We have also eliminated the monument signage, as the building mounted
signage that faces Washington Avenue offers good brand visibility and is well integrated into the facade
design.

| trust the above appropriately responds to the PCD comments.

Best Regards,

Ted Cutler, AIA, LEED AP
Principal & CEO

F:\Projects\Root\Rca02ar - Middlefown\Q1 Project Managemenf\07 Local Approvals\PCD Responses - Tecton.docx






T. 42, Ch. 1, Subch. A, Pt. 2, Refs & Annos, C.F.R. T. 42, Ch. |, Subch. A, Pt, 2,...

Code of Federal Regulations
Title 42. Public Health
Chapter I-Public Health Service, Department of Health and Human Services
Subchapter A. General Provisions
Part 2. Confidentiality of Substance Use Dlsorder Patient Records

CFR.T 42,Ch.1, Subch A, Pt. 2, Refs & Annos
Currentness

Authority: 42 U.8.C. 290dd-2.

Credits
Source: 82 FR 6115, Jan. 18, 2017; 82 FR 10863, Feb. 16, 2017, unless otherwise noted.

" Current through September 10, 2020; 85 FR 56106.

End of Document € 2020 Thomson Reuters. No claim to original U.S. Governinent Works.

WESTLAY © 2020 Thomson Reuters. No ¢laim to original U.S. Government Works. ' 1



§ 2.1 Statutory authority for confidentiality of substance use..., 42 C.F.R, § 21

Code of Federal Regulations
Title 42. Public Health
Chapter L Public Health Service, Department of Health and Human Services (Refs & Annos)
Subchapter A. General Provisions
Part 2. Confidentiality of Substance Use Disorder Patlent Recmds {Refs & Annos)
Subpart A. Introduction

42CFR.§21

§ 2.1 Statutory authority for confidentiality of substance use disorder patient records.

Effective: March 21, 2017
Currentness

Title 42, United States Code, Section 290dd—2(g) authorizes the Secretary to prescribe regulations. Such regulations may contain
such definitions, and may provide for such safeguards and procedures, including procedures and criteria for the issuance and
scope of orders, as in the judgment of the Secretary are necessary or proper to effectuate the purposes of this statute, to prevent
circumvention or evasion thereof, or to facilitate compliance therewith.

SOURCE: 82 FR 6115, Jan. 18, 2017; 82 FR 10863, Feb. 16, 2017, unless otherwise noted.

AUTHORITY: 42 U.S.C. 290dd-2.

Notes of Decisions (6)

Current through September 10, 2020; 85 FR 56106.

End of Document 0 2020 Thomson Reuters. No claim to original U.S. Governiuent Works.

WESTLAW © 2020 Thomson Reuters, No claim to original U.S. Government Works. 1



§ 2.2 Purpose and effect., 42 C.F.R. § 2.2

Code of Federal Regulations
Title 42. Public Health -
Chapter L. Public Health Service, Department of Health and Human Services (Refs & Annos)
Subchapter A. General Provisions
Part 2. Confidentiality of Substance Use Disorder Patient Records (Refs & Annos)
Subpart A. Introduction ' '

42CFR. §2.2
§ 2.2 Purpose and effect.

Effective: March 21, 2017
Currentness

(a) Purpose. Pursuant to 42 U.S.C. 290dd-2(g), the regulations in this part impose restrictions upon the disclosure and use of
. substance use disorder patient records which are maintained in connection with the performance of any part 2 program. The
regulations in this part include the following subparts:

;

(1) Subpart B of this part: General Provisions, including definitions, applicability, and general restrictions;

(2) Subpart C of this part: Disclosures with Patient Consent, including disclosures which require patient consent and the
consent form requirements;

(3) Subpart D of this part: Disclosures without Patient Cansent, including disclosures which do not require patient consent
or an authorizing court order; and ‘

(4) Subpart E of this part: Court Orders Authorizing Disclosure and Use, including disclosures and uses of patient records
which may be made with an authorizing court order and the procedures and eriteria for the entry and scope of those orders.

(b) Effect.

(1) The regulations in this part prohibit the disclosure and use of patient records unless certain circumstances exist. If any
circumstance exists under which disclosure is permitted, that circumstance acts to remove the prohibition on disclosure
but it does not compel disclosure. Thus, the regulations do not require disclosure under any circumstances.

{2) The regulations in this part are not intended to direct the manner in which substantive functions such as research,
treatment, and evaluation are carried out. They are intended to ensure that a patient receiving treatment for a substance
use disorder in a part 2 program is not made more vulnerable by reason of the availability of their patient record than an
individual with a substance use disorder who does not seek treatment.

WESTLAW © 2020 Thomson Reuters. No claim to original U.S. Government Works. ' 1
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§ 2.2 Purpose and effect., 42 C.F.R. § 2.2

(3)Because there is a criminal penalty for violating the regulations, they are to be construed strictly in favor of the potential
violator in the same manner as a criminal statute (see M. Kraus & Brothers v. United States, 327 U.S. 614, 621-22, 66

8. Ct. 705, 707-08 (1946)).

SOURCE: 82 FR _61 15, Jan. 18, 2017; 82 FR 10863, Feb. 16, 2017, unless otherwise noted.

AUTHORITY: 42 U.S.C. 290dd-2.

Notes of Decisions (8)

Current through September 10, 2020; 85 FR 56106.

End of Document € 202¢-Thomson Reuters. No claim 10 original U.8. Government Works.,
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§ 2.3 Criminal penalty for violation,, 42 C.FR. § 2.3

Code of Federal Regulations
Title 42. Public Health
Chapter I. Public Health Serv1ce Department of Health and Human Services (Refs & Annos)
Subchapter A. General Provisions
Part 2, Confidentiality of Substance Use Disorder Patient Records (Refs & Annos)
Subpart A. Introduction

42C.F.R. §2.3
§ 2.3 Criminal penalty for violation.

Effective: March 21, 2017
Currentness

Under 42 U.S.C. 290dd-2(1), any person who violates any provision of this section or any regulation issued pursuant to this
section shall be fined in accordance with Title 18 of the U.S. Code.

SOURCE: 82 FR 6115, Jan. 18, 2017; 82 FR 10863, Feb. 16, 2017, unless ctherwise noted.

AUTHORITY: 42 U.S.C. 290dd-2.

Notes of Decisions (2)

Current through Séptember 10, 2020; 85 FR 56106.

End of Document £ 2020 Thoimson Reuters. No claim to original U.§. Government Works,

WESTLAW © 2020 Thomson Reuters. No claim to original U.S. Government Warks, 1



§ 2.4 Reports of violations., 42 C.F.R. § 2.4

Code of Federal Regulations
Title 42. Public Health
Chapter L. Public Health Service, Department of Health and Human Services (Refs & Annos)
Subchapter A. General Provisions
Part 2, Confidentiality of Substance Use Disorder Patient Records (Refs & Annos)
Subpart A. Introduction

42 CF.R. 8§24
§ 2.4 Reports of violations.

Effective: March 21, 2017
Currentness

(a) The report of any violation of the regulations in this part may be directed to the United States Attorney for the judicial
district in which the violation occurs.

"(b) The report of any violation of the regulations in this part by an opioid treatment program may be directed to the United States
Attorney for the judicial district in which the violation occurs as well as to the Substance Abuse and Mental Health Services
Administration (SAMHSA) office responsible for opioid treatment program oversight.

SOURCE: 82 FR 6113, Jan. 18, 2017; 82 FR 10863, Feb. 16, 2017, unless otherwise noted.
AUTHORITY: 42 U.S.C. 290dd-2.

Cuwrrent through September 10, 2020; 85 FR 56106.

End of Document € 2020 Themson Reuters, No claim to original 1.5, Governiment Works.

WESTLAW © 2020 Thomson Reuters, No claim to original U.S. Government Works. 1



. § 2.11 Definitions., 42 C.F.R. § 2.11

Code of Federal Regulations
Title 42. Public Health
Chapter 1. Public Health Service, Department of Health and Human Services (Refs & Annos)
Subchapter A. General Provisions '
Part 2. Confidentiality of Substance Use Disorder Patient Records (Refs & Annos)
Subpart B. General Provisions

42CFR. §211
§ 2.11 Definitions.

Effective: August 14, 2020
Currentness

For purposes of the regulations in this part:

Central registry means an organization which obtains from two or more member programs patient identifying information
about individuals applying for withdrawal management or maintenance treatment for the purpose of avoiding an individual's
concurrent enrollment in mere than one treatment program,

Diagnosis means any reference to an individual's substance use disorder or to a condition which is identified as having been
caused by that substance use disorder which is made for the purpose of treatment or referral for treatment.

Disclose means to communicate any information identifying a patient as being or having been diagnosed with a substance use
disorder, having or having had a substance use disorder, or being or having been referred for treatment of a substance use disorder
either directly, by reference to publicly available information, or through verification of such identification by another person.
Federally assisted—see § 2.12(b).

Informant means an individual:

(1) Who is a patient or employee of a part 2 program or who becomes a patient or employee of a part 2 program at the request
of a law enforcement agency or official; and '

(2) Who at the request of a law enforcement agency or official observes one or more patients or employees of the part 2 program
for the purpose of reporting the information obtained to the law enforcement agency or official.

Maintenance treatment means long-term pharmacotherapy for individuals with substance use disorders that reduces the
pathological pursuit of reward and/or relief and supports remission of substance use disorder-related symptoms.

Member program means a withdrawal management or maintenance treatment program which reports patient identifying
information to a central registry and which is in the same state as that central registry or is in a state that participates in data
sharing with the central registry of the program in question.

Minor, as used in the regulations in this part, means an individual who has not attained the age of majority specified in the
applicable state law, or if no age of majority is specified in the applicable state law, the age of 18 years.

WESTLAW © 2020 Thomson Reuters. No claim to original U.S. Government Works. 1



§ 2.11 Definitions., 42 C.F.R. § 2.11

Part 2 program means a federally assisted program (federally assisted as defined in § 2.12(b) and program as defined in this
section). See § 2.12(e)(1) for examples.

Part 2 program director means:
(1) In the case of a part 2 program that is an individual, that individual.

(2} In the case of a part 2 program that is an entity, the ‘il_ldividual designated as director or managing director, or individual
otherwise vested with authority to act as chief executive officer of the part 2 program.

Patient means any individual who has applied for or been given diagnosis, treatment, or referral for treatment for a substance use
disorder at a part 2 program. Patient includes any individual who, after arrest on a criminal charge, is identified as an individual
with a sibstance use disorder in order to determine that individual's eligibility to participate in a part 2 program. This definition
includes both current and former patients.

Patient identifying information means the name, address, social security number, fingerprints, photograph, or similar -
information by which the identity of a patient, as defined in this section, can be determined with reasonable accuracy either
directly or by reference to other information. The term does not include a number assigned to a patient by a part 2 program, for
internal use only by the part 2 program, if that number does not consist of or contain numbers (such as a social security, or driver's
license number) that could be used to identify a patient with reasonable accuracy from sources external to the part 2 program.

Person means an individual, partnership, corporation, federal, state or local government agency, or any other legal entity, (also
referred to as “individual or entity™).

Program means;

(1) An individual or entity (cther than a general medical facility) who holds itself out as providing, and provides, substance use
disorder diagnosis, treatment, or referral for treatment; or

{2) An identified unit within a general medical facility that holds itself out as providing, and provides, substance use disorder
diagnosis, treatment, or referral for treatment; or :

{3} Medical personnel or other staff in a general medical facility whose primary function is the provision of substance use
disorder diagnosis, treatment, or referral for treatment and who are identified as such providers.

Qualified service organization means an individual or entity who:

(1) Provides services to a part 2 program, such as data processing, bill collecting, dosage preparation, laboratory analyses, or
legal, accounting, population health managernent, medical staffing, or other professional services, or services to prevent or treat
child abuse or neglect, including training on nutrition and child care and individual and group therapy, and

(2) Has entered into a written agreement with.a part 2 program under which that individual or entity:

(i) Acknowledges that in receiving, storing, processing, or otherwise dealing with any patient records from the part 2 program,
it is fully bound by the regulations in this part; and

(ii) If necessary, will resist in judicial proceedings any efforts to obtain access to patient identifying information related to
substance use disorder diagnosis, treatment, or referral for treatment except as permitted by the regulations in this part.
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Records means any information, whether recorded or not, created by, received, or acquired by a part 2 program relating to a
patient (e.g., diagnosis, treatment and referral for treatment information, billing information, emails, voice mails, and texts),
provided, however, that information conveyed orally by a part 2 program to a non-part 2 provider for treatment purposes with
the consent of the patient does not become a record subject to this Part in the possession of the non-part 2 provider merely
because that information is reduced to writing by that non-part 2 provider. Records otherwise transmitted by a part 2 program
to a non-part 2 provider retain their characteristic as records in the hands of the non-part 2 provider, but may be segregated by
that provider. For the purpose of the regulations in this part, records include both paper and electronic records.

Substance use disorder means a cluster of cognitive, behavioral, and physiological symptoms indicating that the individual
continues using the substance despite significant substance-related problems such as impaired control, social impairment, risky
use, and pharmacological tolerance and withdrawal. For the purposes of the regulations in this part, this definition does not
include tobaeco or caffeine use. :

Third-party payer means an individual or entity who pays and/or agrees to pay for diagnosis or treatment furnished to a patient
on the basis of a contractual relationship with the patient or a member of the patient's family or on the basis of the patient's
eligibility for federal, state, or local governmental benefits,

Treating provider relationship means that, regardless of whether there has been an actual in-person encounter:

(1) A patient is, agrees to, or is legally required to be diagnosed, evaluated, and/or treated, or agrees to accept consultation, for
any condition by an individual or entity, and; :

(2) The individual or entity undertakes or agrees to undertake diagnosis, evaluation, and/or treatment of the patient, or
consultation with the patient, for any condition.

Treatment means the care of a patient suffering from a substance use disorder, a condition which is identified as having been
caused by the substance use disorder, or both, in order to reduce or eliminate the adverse effects upon the patient.

Undercover agent means any federal, state, or local law enforcement agency or official who enrolls in or becomes an employee
of a part 2 program for the purpose of investigating a suspected violation of law or who pursues that purpose after enrolling

or becoming employed for other purposes.

Withdrawal management means the use of pharmacotherapies to treat or attenuate the problematic signs and symptoms atising
when heavy and/or prolonged substance use is reduced or discontinued.

Credits
[85 FR 43036, July 15, 2020]

SOURCE: 82 FR 6115, Jan. 18, 2017; 82 FR 10863, Feb. 16, 2017, unless otherwise noted.

AUTHORITY: 42 U.S.C. 290dd-2.

Notes of Decisions (51)

Current through September 10, 2020; 85 FR 56106.
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Code of Federal Regulations
Title 42. Public Health - ' _
Chapter I. Public Health Service, Department of Health and Human Services {(Refs & Annos)
Subchapter A. General Provisions
Part 2, Confidentiality of Substance Use Disorder Patient Records (Refs & Annos)
Subpart B. General Provisions

42 C.F.R. §2:12
§ 2.12 Applicability.

Effective: August 14, 2020
Currentness

(a) General— -
(1) Restrictions on disclosure. The restrictions on disclosure in the regulations in this part apply to any records which:

(i) Would identify a patient as having or having had a-substance use disorder cither directly, by reference to publicly
available information, or through verification of such identification by another person; and

* (ii) Contain drug abuse information obtained by a federally assisted drug abuse program after March 20, 1972 (part 2
program), or contain alcohol abuse informaticn obtained by a federally assisted alcohol abuse program after May 13, 1974
(part 2 program); or if obtained before the pertinént date, is maintained by a part 2 program after that date as part of an
ongoing treatment episodé which extends past that date; for the purpose of treating a substance use disorder, making a
diagnosis for that treatment, or making a referral for that treatment.

(2) Restriction on use. The restriction on use of information to initiate or substantiate any criminal charges against a patient
or to conduct any criminal investigation of a patient (42 U.S.C. 290dd—2(c)) applies to any information, whether or not
recorded, which is drug abuse information obtained by a federally assisted drug abuse program after March 20, 1972 (part
2 program), or is aleohol abuse information obtained by a-federally assisted alcohol abuse program afier May 13, 1974
(part 2 program); or if obtained before the pertinent date, is maintained by a part 2 program after that date as part of an
ongoing treatment episode which extends past that date; for the purpose of treating a substance use disorder, making a
diagnosis for the treatment, or making a referral for the treatment. '

(b} Federal assistance. A program is considered to be federally assisted if:

(1) 1t is conducted in whole or in part, whether directly or by contract or otherwise by any department or agency of the '
United States (but see paragraphs (¢)(1) and (2) of this section relating to the Department of Veterans Affairs and the
Armed Forces);
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(2) It is being carried out under a license, certification, registration, or other authorization granted by any department or
agency of the United States including but not limited to:

(i) Participating provider in the Medicare program;

(ii} Authorization to conduct maintenance treatment or withdrawal management; or

(iii) Registration to dispense a substance under the Controlled Substances Act to the extent the controlled substance is used
in the treatment of substance use disorders;

\-
(3) It is supported by funds provided by any department or agency of the United States by being:

(i) A recipient of federal financial assistance in any form, including financial assistance which does not directly pay for
the substance use disorder diagnosis, treatment, or referral for treatment; or

(ii) Conducted by a state or local government unit which, through general or special revenue sharing or other forms of
assistance, receives federal funds which could be (but are not necessarily) spent for the substance use disorder program; or

(4) It is assisted by the Internal Revenue Service of the Department of the Treasury through the allowance of income tax
deductions for contributions to the program or through the granting of tax exempt status to the program.

(c) Exceptions—

(1) Department of Veterans Affairs, These regulations do not apply to information on substance use disorder patients
maintained in connection with the Department of Veterans Affairs' provision of hospital care, nursing home care,
domiciliary care, and medical services under Title 38, U.S.C. Those records are governed by 38 U.8.C. 7332 and regulations
issued under that authority by the Secretary of Veterans Affairs.

(2) Armed Forces. The regulations in this part apply to any information described in paragraph (a) of this section which
was obtained by any component of the Armed Forces during a period when the patient was subject to the Uniform Code
of Military Justice except: '

(i} Any interchange of that information within the Armed Forces; and

(ii) Any interchange of that information between the Armed Forces and those components of the Department of Veterans
Affairs furnishing health care to veterans.

(3) Communication within a part 2 program or between a part 2 program and an entity having direct administrative control
over that part 2 program. The restrictions on disclosure in the regulations in this part do not apply to communications
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of information between or among personnel having a need for the information in connection with their duties that arise
out of the provision of diagnosis, treatment, or referral for freatment of patients with substance use disorders if the
communications are:

(i) Within a part 2 program; or
(ii) Between a part 2 program and an entity that has direct administrative control over the program.

(4) Qualified service organizations. The restrictions on disclosure in the regulations in this part do not apply to
communications between a part 2 program and a qualified service organization of information needed by the qualified
service organization to provide services to the program.

(5) Crimes on part 2 program premises or against part 2 program personnel. The restrictions on disclosure and use in the
regulations in this part do not apply to communications from part 2 program personnel to law enforcement agencies or
officials which:

(i) Are directly related to a patient's commission of a crime on the premises of the part 2 program or against part 2 program
personnel or to a threat to commit such a crime; and

(ii) Are limited to the circumstances of the incident, including the patient status of the individual committing or threatening
to commit the erime, that individual's name and address, and that individual's last known whereabouts.

(6) Reports of suspected child abuse and neglect. The restrictions on disclosure and use in the regulations in this part do
not apply to the reporting under state law of incidents of suspected child abuse and neglect to the appropriate state or local
authorities. However, the restrictions continue to apply to the original substance use disorder patient records maintained
by the part 2 program including their disclosure and use for civil or criminal preceedings which may arise out of the report
of suspected child abuse and neglect.

(d) Applicability to recipients of information—

{1} Restriction on use of information. The restriction on the use of any information subject to the regulations in this part to
initiate or substantiate any criminal charges against a patient or to conduct any criminal investigation of a patient applies
to any person who obtains that information from a part 2 program, regardless of the status of the person obtaining the
information or whether the information was obtained in accordance with the regulations in this part. This restriction on use
bars, among other things, the introduction of that information as evidence in a criminal proceeding and any other use of
the information to investigate or prosecute a patient with respect to a suspected crime. Information obtained by undercover
agents or informants (see § 2.17) or through patient access (see § 2.23) is subject to the restriction on use. -

(2) Restrictions on disclosures—
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(i) Third-party payers, administrative entities, and others. The restrictions on disclosure in the regulations in this part apply
to:

(A) Third-party payers with regard to records disclosed to them by part 2 programs or under § 2.3 1{(a){4}T);

(B) Entities having direct administrative control over part 2 programs with regard to information that is subject to the
regulations in this part communicated to them by the part 2 program under paragraph {c)(3) of this section; and

(C) Individuals or entities who receive patient records directly from a part 2 program or other lawful holder of patient
identifying information and who are notified of the prohibition on re-disclosure in accordance with § 2.32.

{ii) Notwithstanding paragraph (d)(2)(i)(C) of this section, a non-part 2 treating provider may record information about a
substance use disorder (SUD) and its treatment that identifies a patient. This is permitted and does not constitute a record
that has been re-disclosed under part 2, provided that any SUD records received from a part 2 program or other lawful
holder are segregated or segmented. The act of recording information about a SUD and its treatment does not by itself
render a medical record which is created by a non-part 2 treating provider subject to the restrictions of this part 2.

(e) Explanation of applicability—

{1) Coverage. These regulations cover any information (including information on referral and intake) about patients
receiving diagnosis, treatment, or referral for treatment for a substance use disorder created by a part 2 program. Coverage
includes, but is not limited to, those treatment or rehabilitation programs, employee assistance programs, programs within
general hospitals, school-based programs, and private practitioners who hold themselves out as providing, and provide
substance use disorder diagnosis, treatment, or referral for treatment. However, the regulations in this part would not apply,
for example, to emergency room personnel who refer a patient to the intensive care unit for an apparent overdose, unless
the primary function of such personnel is the provision of substance use disorder diagnosis, treatment, or referral for
treatment and they are identified as providing such services or the emergency room has promoted itself to the community
as a provider of such services,

{2) Federal assistance to program required. If a patient's substance use disorder diagnosis, treatment, or referral for treatment
is not provided by a part 2 program, that patient's record is not covered by the regulations in this part. Thus, it is possible
for an individual patient to benefit from federal support and not be covered by the confidentiality regulations because the
program in which the patient is enrolled is not federally assisted as defined in paragraph (b) of this section. For example,
if a federal court placed an individual in a private for-profit program and made a payment to the program on behalf of
that individual, that patient's record would not be covered by the regulations in this part unless the program itself received
federal assistance as defined by paragraph (b} of this section.

(3} Information to which restrictions are applicable. Whether a restriction applies to the use or disclosure of arecord affects
the type of records which may be disclosed. The restrictions on disclosure apply to any part 2—covered records which would
identify a specified patient as having or having had a substance use disorder. The restriction on use of part 2 records to
bring criminal charges against a patient for a crime applies to any records obtained by the part 2 program for the purpose of
diagnosis, treatment, or referral for treatment of patients with substance use disorders. {Restrictions on use and disclosure
apply to recipients of part 2 records under paragraph {d) of this section.) .
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{4) How type of diagnosis affects coverage. These regulations cover any record reflecting a diagnosis identifying a patient
as having or having had a substance use disorder which is initially prepared by a part 2 provider in connection with the
treatment or referral for treatment of a patient with a substance use disorder. A diagnosis prepared by a part 2 provider for
the purpose of treatment or referral for treatment, but which is not so used, is covered by the regulations in this part. The
following are not covered by the regulations in this part:

(i) Diagnosis which is made solely for the purpose of providing evidence for use by law enforcement agencies or officials; or

(ii) A diagnosis of drug overdose or alcohol intoxication which clearly shows that the individual involved does not have
a substance use disorder (e.g., involuntary ingestion of alcohol or drugs or reaction to a prescribed dosage of one or more
drugs).

Credits :
[85 FR 43036, July 15,2020

SOURCE: 82 FR 6113, Jan. 18, 2017; 82 FR 10863, Feb. 16, 2017, unless otherwise noted.

AUTHORITY: 42 U.S.C. 290dd-2.

Notes of Decisions (42}

* Current through September 10, 2020; 85 FR 56106.

End of Document © 2020 Thomson Reuters, No clainy to eriginal U.S. Government Works.
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Code of Federal Regulations
~ Title 42. Public Health
Chapter I. Public Health Service, Department of Health and Human Services (Refs & Annos)
Subchapter A. General Provisions : '
Part 2, Confidentiality of Substance Use Disorder Patient Records (Refs & Annos) .
Subpart B, General Provisions

42CFR. §2.13
§ 2.13 Confidentiality restrictions and safeguards.

Effective: August 14, 2020
Currentness

{a) General. The patient records subject to the regulations in this part may be disclosed or used only as permitted by the
regulations in this part and may not otherwise be disclosed or uséd in any civil, criminal, administrative, or legislative
proceedings conducted by any federal, state, or local authority. Any disclosure made under the regulations in this part must be
limited to that information which is necessary to carry out the purpose of the disclosure.

(b) Unconditional compliance required. The restrictions on disclosure and use in the regulations in this part apply whether or not
the part 2 program or other lawful holder of the patient identifying information believes that the person seeking the information
already has it, has other means of obtaining it, is a law enforcement agency or official or other government official, has obtained
a subpoena, or asserts any other justification for a disclosure or use which is not permitted by the regulations in this part,

{c) Acknowledging the presence of patients: Responding to requests.

(1) The presence of an identified patient in a health care facility or component of a health care facility which is publicly
identified as a place where only substance use disorder diagnosis, treatment, or referral for treatment is provided may be
acknowledged only if the patient's written consent is obtained in accordance with subpart C of this part or if an authorizing
court order is entered in accordance with subpart E of this part. The regulations permit acknowledgement of the presence of
an identified patient in a health care facility or part of a health care facility if the health care facility is not publicly identified
as only a substance use disorder diagnosis, treatment, or referral for treatment facility, and if the acknowledgement does
not reveal that the patient has a substance use disorder.

{2) Any answer to a request for a disclosure of patient records which is not permissible under the regulations in this‘part
must be made in a way that will not affirmatively reveal that an identified individual has bekn, or is being, diagnosed

- or treated for a substance use disorder. An inquiring party may be provided a copy of the regulations in this part and
advised that they restrict the disclosure of substance use disorder patient records, but may not be told affirmatively that the
regulations restrict the disclosure of the records of an identified patient.

(d) List of disclosures. Upon request, patients who have consented to disclose their patient identifying information using a
general designation pursuant to § 2.31(a)}{(4)(Ii}(B) must be provided a list of entities to which their information has been
disclosed pursuant to the general designation.
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{1) Under this paragi-aph (d), patient requests:
(i) Must be made in writing; and
(ii) Are limited to disclosures made within the past two years;

(2) Under this paragraph (d), the entity named on the consent form thaf discloses information pursuant to a patient's general
designation (the entity that serves as an intermediary, as described in § 2.31(a)(4)(ii)(B)) must:

(i) Respond in 30 or fewer days of receipt of the written request; and

(ii) Provide, for each disclosure, the name(s) of the entity(-ies) to which the disclosure was made, the date of the disclosure,
and a brief description of the patient identifying information disclosed.

(3) The part 2 program is not responsible for compliance with this paragraph (d); the entity that serves as an intermediary,
as described in § 2.31(a){4)(ii)(B), is responsible for compliance with the requirement.

Credits
[85 FR 43037, July 15, 2020]

SOURCE: 82 FR 6113, Jan. 18, 2017; 82 FR 10863, Feb. 16, 2017, unless otherwise noted.

AUTHORITY: 42 U.8.C. 290dd-2.

Notes of Decisions (10)

Current through September 10, 2020; 85 FR 56106.
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Code of Federal Regulations
Title 42. Public Health
Chapterx I. Public Health Service, Department of Health and Human Services (Refs & Annos)
Subchapter A. General Provisions
Part 2. Confidentiality of Substance Use Disorder Patient Records (Refs & Annos)
Subpart B. General Provisions

42 CFR. §2.14
§ 2.14 Minor patients.

Effective: March 21, 2017
Currentness

(a) State [aw not requiring parental consent to treatment. If a minor patient acting alone has the legal capacity under the applicable
state law to apply for and obtain substance use disorder treatment, any written consent for disclosure authorized under subpart
C of this part may be given only by the minor patient. This restriction includes, but is not limited to, any disclosure of patient
identifying information to the parent or guardian of a minor patient for the purpose of obtaining financial reimbursement. These
regulations do not prohibit a part 2 program from refusing to provide treatment until the minor patient consents to the disclosure
necessary to obtain reimbursement, but refusal to provide treatment may be prbhibited under a state or local law requiring the
program to furnish the service irrespective of ability to pay.

(b) State law requiring parental consent to treatment,

(1) Where state law requires consent of a parent, guardian, or other individual for a minor to obtain treatment for a substance
use disorder, any written consent for disclosure authorized under subpart C of this part must be given by both the minor
and their parent, guardian, or other individual authorized under state law to act in the minor's behalf.

(2) Where state law requires parental consent to treatment, the fact of a minor's application for treatment may be
communicated to the minor's parent, guardian, or other individual authorized under state law to act in the minor's behalf
only if" ‘

(i) The minor has given written consent to the disclosure in accordance with subpart C of this part; or

(ii) The minor lacks the capacity to make a rational choice regarding such consent as judged by the part 2 program director
under paragraph (c) of this section. :

(¢) Minor applicant for services lacks capacity for rational choice. Facts relevant to reducing a substantial threat to the life or
physical well-being of the minor applicant or any other individual may be disclosed to the parent, guardian, or other individual
authorized under state law to act in the minot's behalf if the part 2 program director judges that:
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{1} A minor applicant for services lacks capacity because of extreme youthor mental or physical condition to make a
rational decision on whether to consent to a disclosure under subpart C of this part to their parent, guardian, or other
individual authorized under state law to act in the minor's behalf} and

{2) The minor applicant's situation poses a substantial threat to the life or physical well-being of the minor applicant or any
other individual which may be reduced by communicating relevant facts to the minor's parent, guardian, or other individual
authorized under state law to act in the minor's behalf.

SOURCE: 82 FR 6115, Jan. 18, 2017; 82 FR 10863, Feb. 16, 2017, unless otherwise noted.
AUTHORITY: 42 U.S.C. 290dd-2.

Current through September 10, 2020; 85 FR 56106.
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Code of Federal Regulations
Title 42. Public Health
Chapter I. Public Health Service, Department of Health and Human Services (Refs & Annos)
Subchapter A. General Provisions '
Part 2. Confidentiality of Substance Use Disorder Patient Records (Refs & Annos)
Subpart B. General Provisions

42CFR.§2.15
§ 2.15 Incompetent and deceased patients.

Effective: February 2, 2018
Currentness

(a) Incompetent patients other than minors—

(1) Adjudication of incompetence. In the case of a patient who has been adjudicated as lacking the capacity, for any reason
other than insufficient age, to manage their own affairs, any consent which is required under the regulations in this part
may be given by the guardian or other individual authorized under state law to act in the patient's behalf.

{2) No adjudication of incompetency. In the case of a patient, other than a minor or one who has been adjudicated
incompetent, that for any period suffers from a medical condition that prevents knowing or effective action on their own
behalf, the part 2 program director may exercise the right of the patient to consent to a disclosure under subpart C of this
part for the sole purpose of obtaining payment for services from a third-party payer.

(b) Deceased patients—

. {1) Vital statistics. These regulations do not restrict the disclosure of patient identifying information relating to the cause
of death of a patient under laws requiring the collection of death or other vital statistics or permitting inquiry into the
cause of death.

(2) Consent by personal representative. Any other disclosure of information identifying a deceased patient as having a
substance use disorder is subject to the regulations in this part. If a written consent to the disclosure is required, that consent
may be given by an executor, administrator, or other personal representative appointed under applicable state law. If there
is no such applicable state law appointment, the consent may be given by the patient's spouse or, if none, by any responsible
member of the patient's family.

Credits ’ :
[83 FR 251, Jan. 3, 2018]

SQURCE: 82 FR 6115, Jan. 18, 2017, 82 FR 10863, Feb. 16, 2017, unless otherwise noted.
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AUTHORITY: 42 U.8.C. 290dd-2.

Current through September 10, 2020; 85 FR 56106.
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Code of Federal Regulations
- Title 42, Public Health . .
Chapter I. Public Health.Service, Department of Health and Human Services (Refs & Annos)
Subchapter A. General Provisicns '
Part 2. Confidentiality of Substance Use Disorder Patient Records (Refs & Annos)
Subpart B. General Provisions

42 CF.R. § 2.16
§ 2.16 Security for records.

Effective; March 21, 2017
Curreniness

(a) The part 2 program or other lawful holder of patient identifying information must have in place formal policies and
procedures to reasonably protect against unauthorized uses and disclosures of patient identifying information and to protect
against reasonably anticipated threats or hazards to the security of patient identifying information. These formal policies and
procedures must address:

(1) Paper records, including:

(i) Transferring and removing such records;

(ii) Destroying such records, including sanitizing the hard copy media associated with the paper printouts, to render the
patient identifying information non-retrievable;

(iii) Maintaining such records in a secure room, locked file cabinet, safe, or other similar container, or storage facility
when not in use;

(iv) Using and accessing workstations, secure rooms, locked file cabinets, safes, or other similar containers, and storage
facilities that use or store such information; and

(v) Rendering patient identifying information non-identifiable in a manner that creates a very low risk of re-identification
(e.g., removing direct identifiers).

(2) Electronic records, including:

(i) Creating, receiving, maintaining, and transmitting such records;
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(ii) Destroying such records, including sanitizing the electronic media on which such records are stored, to render the
patient identifying information non-retrievable;

(iii) Using and accessing electronic records or other electronic media containing patient identifying information; and

(iv) Rendering the patient identifying information non-identifiable in a manner that creates a very low risk of re-
identification (e.g., removing direct identifiers).

(b) [Reserved]
SOURCE: 82 FR 61135, Jan. 18, 2017; 82 FR 10863, Feb. 16, 2017, unless otherwise noted.
AUTHORITY: 42 U.S.C. 290dd-2.

Current through September 10, 2020; 85 FR 56106.

End of Docament € 2020 Thomson Reuters. No claim to original U.S. Government Works.
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Code of Federal Regulations
Title 42. Public Health
Chapter I. Public Health Service, Department of Health and Human Services (Refs & Annos)
Subchapter A. General Provisions
Part 2. Confidentiality of Substance Use Disorder Patient Records (Refs & Annos)
Subpart B. General Provisions

42C.F.R. § 2.17
§ 2.17 Undercover agents and informants.

Effective: March 21, 2017
Currentness

(2) Restrictions on placement. Except as specifically authorized by a court order granted under § 2.67, no part 2 program may
knowingly employ, or enroll as a patient, any undercover agent or informant.

(b) Restriction on use of information. No information obtained by an undercover agent or informant, whether or not that
undercover agent or informant is placed in a part 2 program pursuant to an authorizing court order, may be used to criminally
investigate or prosecute any patient.

SOURCE: 82 FR 6113, Jar}. 18, 2017; §2 FR 10863, Feb. 16, 2017, unless otherwise noted.

AUTHORITY: 42 U.8.C. 290dd-2.

Notes of Decisions (12}

Current through September 10, 2020; 85 FR 56106.

End of Document ’ €1 2020 Thomsen Reuters. No claim 1o original 1.8, Government Works,
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Code of Federal Regulations
Title 42. Public Health
Chapter I. Public Health Service, Department of Health and Human Services {Refs &Annos)
Subchapter A. General Provisions
Part 2. Confidentiality of Substance Use Dlsorder Patient Records (Refs & Annos)
Subpart B. General Provisions

42 C.F.R. §2.18
§ 2.18 Restrictions on the use of identification cards.

Effective: March 21, 2017
Currentness

No person may require any patient to carry in their immediate possession while away from the part 2 program premises any
card or other object which would identify the patient as having a substance use disorder. This section does not prohibit a person

from requiring patients to use or carry cards or other identification objects on the premises of a part 2 program.
SOURCE: 82 FR 6115, Jan. 18, 2017; 82 FR 10863, Feb. 16, 2017, unless otherwise noted.

AUTHORITY: 42 U S.C. 290dd-2,

Notes of Decisions (3)

Current through September 10, 2020; 85 FR 56106.

End of Document ) € 2020 Thomson Reuters. No claim to original U.8. Government Works.
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Code of Federal Regulations
Title 42. Public Health
Chapter 1. Public Health Service, Department of Health and Human Services (Refs & Annos)
Subchapter A. General Provisions '
Part 2, Confidentiality of Substance Use Disorder Patient Records (Refs & Annos}
Subpart B, General Provisions

42 C.F.R. §2.19
§ 2.19 Disposition of records by discontinued programs.

Effective: March 21, 2017
Currentness

(a) General. If a part 2 program discontinues operations or is taken over or acquired by another program, it must remove patient
identifying information from its records or destroy its records, including sanitizing any associated hard copy or electronic media,
to render the patient identifying information non-retrievable in a manner consistent with the policies and procedures established

under § 2.16, unless:

(1) The patient who is the subject of the records gives written consent (meeting the requirements of § 2.31) to a transfer
of the records fo the acquiring program or to any other program designated in the consent (the manner of obtaining this
consent must minimize the likelihood of a disclosure of patient identifying information to a third party); or

(2) There is a legal requirement that the records be kept for a period specified by law which does not expire until after the

discontinuation or acquisition of the part 2 program.
(b) Special procedure where retention period required by law. If paragraph (a)(2) of this section applies:

(1) Records, which are paper, must be:

(i) Sealed in envelopes or other containers labeled as follows: “Records of [insert name of program] required to be
maintained under [insert citation to statute, regulation, court order or other legal authority requiring that records be kept]

until a date not later than [insert appropriate date]”;

(A) All hard copy media from which the paper records were produced, such as printer and facsimile ribbons, drums,

etc., must be sanitized to render the data non-retrievable; and

(B) [Reserved]

(i) Held under the restrictions of the regulations in this part by a responsible person who must, as soon as practicable after
the end of the required retention period specified on the label, destroy the records and sanitize any associated hard copy
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§ 2.19 Disposition of records by discontinued programs., 42 C.F.R. § 2.19

media to render the patient identifying information non-retrievable in a manner consistent with the discontinued program's
or acquiring program's policies and procedures established under § 2.16. -

(2) Records, which are electronic, must be:

(i) Transferred to a portable electronic device with implemented encryption te encrypt the data at rest so that there is a
low probability of assigning meaning without the use of a confidential process or key and implemented access controls
for the confidential process or key; or

(i1) Transferred, along with a backup copjr, to separate electronic media, so that both the records and the backup copy have
implemented encryption to encrypt the data at rest so that there is a low probability of assigning meaning without the use
of a confidential process or key and implemented access controls for the confidential process or key; and

(iii) Within one year of the discontinuation or acquisition of the program, all electronic media on which the patient records
or patient identifying information resided prior to being transferred to the device specified in (i) above or the original and
backup electronic media specified in (ii) above, including email and other electronic communications, must be sanitized
to render the patient identifying information non-retrievable in a manner consistent with the discontinued program's or
acquiring program's policies and procedures established under § 2.16; and

(iv) The portable electronic device or the original and backup electronic media must be:

(A) Sealed in a container along with any equiprment néeded to read or access the info}mation, and labeled as follows:
¥Records of [insert name of program] required to be maintained under [insert citation to statute, regulation, court
order or other legal authority requiring that records be kept] until a date not later than [insert appropriate date];” and

(B) Held under the restrictions of the regulations in this part by a responsible person who must store the container in
a manner that will protect the information (e.g., climate controlled environment); and

(v) The responsible person must be included on the access control list and be provided a means for decrypting the data.
The responsible person must store the decryption tools on a device or at a location separate from the data they are used
to encrypt or decrypt; and '

(vi) As soon as practicable after the end of the required retention period specified on the label, the portable electronic
device or the original and backup electronic media must be sanitized to render the patient identifying information non-
retrievable consistent with the policies established under § 2.16.

SOURCE: 82 FR 6113, Jan. 18, 2017; 82 FR 10863, Feb. 16, 2017, unless otherwise noted.
AUTHORITY: 42 U.S.C. 290dd-2.

Current through September 10, 2020; 85 FR 56106.
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§ 2,20 Relationship to state laws., 42 C.F.R. § 2.20

Code of Federal Regulations
Title 42. Public Health :
Chapter I. Public Health Service, Department of Health and Human Services (Refs & Annos)
Subchapter A. General Provisions '

Part 2, Confidentiality of Substance Use Disorder Patient Records (Refs & Annos)
Subpart B, General Provisions

42 CFR. §2.20
§ 2.20 Relationship to state laws.

Effective: March 21, 2017
Currentness

The statute authorizing the regulations in this part (42 U.S.C. 290dd-2) does not preempt the field of law which they cover to
the exclusion of all state laws in that field. If a disclosure permitted under the regulations in this part is prohibited under state
law, neither the regulations in this part nor the authorizing statute may be construed to authorize any violation of that state law.
However, no state law may either authorize or compel any disclosure prohibited by the regulations in this part.

SOURCE: 82 FR 6115, Jan. 18,2017; 82 FR 10863, Feb. 16, 2017, unless otherwise noted.

AUTHORITY: 42 U.S.C. 290dd-2.

Notes of Decisions (15)

Current through September 10, 2020; 85 FR 56106.

End of Document 42 2020 Thomson Reuters. No claim to original U.S. Government Works.
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§ 2.21 Relationship to federal statutes protecting research subjects..., 42 C.F.R. § 2.21

Code of Federal Regulations _
Title 42. Public Healith ‘
Chapter L. Public Health Service, Department of Health and Human Services (Refs & Annos)
Subchapter A, General Provisions '
Part 2. Confidentiality of Substance Use Disorder Patient Records (Refs & Annos)
Subpart B. General Provisions

42 CFR. §2.21

§ 2.21 Relationship to federal statutes protecting research
subjects against compulsory disclosure of their identity.

Effective: March 21, 2017
Currentness

(a) Research privilege description. There may be concurrent coverage of patient identifying information by the regulations in
this part and by administrative action taken under section 502(c) of the Controlled Substances Act (21 U.S.C. 872(¢) and the
implementing regulations at 21 CFR part 1316); or section 301{d) of the Public Health Service Act (42 U.8.C. 241(d) and the
implementing regulations at 42 CFR part 2a). These research privilege statutes confer on the Secretary of Health and Human
Services and on the Attorney General, respectively, the power to authorize researchers conducting certain types of research to
withhold from all persons not connected with the research the names and other identifying information concerning individuals
who are the subjects of the research.

(b) Effect of concurrent coverage. These regulations restrict the disclosure and use of information about patients, while
administrative action taken under the research privilege statutes and implementing regulations protects a person engaged in
applicable research from being compelled to disclose any identifying characteristics of the individuals who are the subjects of
that research. The issuance under subpart E of this part of a court order authorizing a disclosure of information about a patient
does not affect an exercise of authority under these research privilege statutes.

SOURCE: 82 FR 6115, Jan. 18, 2017; 82 FR 10863, Feb. 16, 2017, unless otherwise noted.

AUTHORITY: 42 U.S.C. 290dd-2,

Notes of Decisions (2)

Current through September 10, 2020; 85 FR 56106,

End of Document © 2020 Thomsen Reuters. No claim to original U8, Government Works.
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§ 2,22 Notice to patients of federal confidentiality requirements., 42 C.,F.R, § 2,22

Code of Federal Regulations
Title 42. Public Health
Chapter I. Public Health Service, Department of Health and Human Services (Refs & Annos)
Subchapter A. General Provisions
Part 2. Confidentiality of Substance Use Disorder Patient Records (Refs & Annos)
Subpart B. General Provisions

42CFR. §222
§ 2,22 Notice to patients of federal confidentiality requirements.

Effective: March 21, 2017
Currentness

(2) Notice required. At the time of admission to a part 2 program or, in the case that a patient does not have capacity upon
admission to understand his or her medical status, as soon thereafter as the patient attains such capacity, each part 2 program
shall: '

{1} Communicate to the patient that federal law and regulations protect the confidentiality of substance use disorder patient
records; and

{(2) Give to the patient a summary in writing of the federal law and regulations.
(b} Required elements of written summary. The written summary of the federal law and regulations must include:

(1} A general description of the limited circumstances under which a part 2 program may acknowledge that an individual
is present or disclose outside the part 2 program information identifying a patient as having or having had a substance
use disorder; ‘

(2) A statement that violation of the federal law and regulations by a part 2 program is a crime and that suspected violations
may be reported to appropriate authorities consistent with § 2.4, along with contact information;

(3) A statement that information related to a patient's commission of a crime on the premises of the part 2 program or
against personnel of the part 2 program is not protected;

(4) A statement that reports of suspected child abuse and neglect made under state law to appropriate state or local
authorities are not protected; and

(5) A citation to the federal law and regulations.
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§ 2.22 Notice to patients of federal confidentiality requirements., 42 C.F.R. § 2.22

(c) Program options. The part 2 program must devise a notice to comply with the requirement to provide the patient with a
summary in writing of the federal law and regulations. In this written summary, the part 2 program also may include information
concerning state law and any of the part 2 program's policies that are not inconsistent with state and federal law on the subject
of confidentiality of substance use disorder patient records.

SOURCE: 82 FR 6113, Jan. 18, 2017; 82 FR 10863, Feb, 16, 2017, unless otherwise noted.

AUTHORITY: 42 U.8.C. 290dd-2.

Notes of Decisions (1)

Current through September 10, 2020, 85 FR 56106.

End of Document € 2020 Thomson Reuters. No claim to original U.8. Government Works,
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§ 2.23 Patient access and restrictions on use., 42 C.F.R. § 2.23

Code of Federal Regulations
Title 42. Public Health
Chapter I. Public Health Service, Department of Health and Human Services (Refs & Annos)
Subchapter A. General Provisions
Part 2. Confidentiality of Substance Use Disorder Patient Records (Refs & Annos)
Subpart B. General Provisions

42CF.R. §2.23
§ 2,23 Patient access and restrictions on use.

Effective: March 21, 2017
Currentness

() Patient access not prohibited. These regulations do not prohibit a part 2 program from giving a patient access to their own
records, including the opportunity to inspect and copy any records that the part 2 program maintains about the patient, The part
2 program is not required to obtain a patient's written consent or other authorization under the regulations in this part in order
to provide such access to the patient.

’

(b) Restriction on use of information. Information obtained by patient access to his or her patient record is subject to the
restriction on use of this information to initiate or substantiate any criminal charges against the patient or to conduct any criminal
investigation of the patient as provided for under § 2.12(d)(1).

SOURCE: 82 FR 6113, Jan. 18, 2017; 82 FR 10863, Feb. 16, 2017, unless otherwise noted.

AUTHORITY: 42 U.8.C. 290dd-2.

Notes of Decisions (3)

Current through September 10, 2020; 85 FR 56106.

End of Document © 2020 Thomsan Reuters. No elaim 1o original U.8. Government Works.
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§ 2.31 Consent requirements., 42 C.F.R. § 2.31

Code of Federal Regulations
Title 42. Public Health
Chapter . Public Health Service, Department of Health and Human Services (Refs & Annos)
Subchapter A. General Provisions ‘
Part 2. Confidentiality of Substance Use Disorder Patient Records (Refs & Annos)
Subpart C. Disclosures with Patient Consent ‘

42CFR. §2.31
§ 2.31 Consent requirements.

Effective: August 14, 2020
Currentness

'(a) Required elements for written consent. A written consent to a disclosure under the regulations in this part may be paper
or electronic and must include:

(1) The name of the patient.

(2) The specific name(s) or general designation(s) of the part 2 program(s}, entity(ies), or individual(s) permitted to make
the disclosure.

(3) How much and what kind of information is to be disclosed, including an explicit description of the substance use
disorder information that may be disclosed.

{4)(i) General requirement for designating recipients, The name(s) of the individual(s) or the namé(s) of the entity(-ies)
to which a disclosure is to be made.

(ii) Special instructions for entities that facilitate the exchange of health information and research institutions.
Notwithstanding paragraph (a}(4)(i) of this section, if the recipient entity facilitates the exchange of health information or
is a research institution, a written consent must include the name(s) of the entity(-ies) and

(A) The name(s) of individual or entity participant(s}; or

(B) A general designation of an individual or entity participant(s) or class of participants that must be limited to a
participant(s) who has a treating provider relationship with the patient whose information is being disclosed. When
using a general designation, a statement must be included on the consent form that the patient (or other individual
autherized to sign in licu of the patient), confirms their understanding that, upon their request and consistent with this
part, they must be provided a list of entities to which their information has been disclosed pursuant to the general
designation (see § 2.13(d)).
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§ 2.31 Consent requirements., 42 C.F.R. § 2.31

(5) The purpose of the disclosure. In accordance with § 2.13(a), the disclosure must be limited to that information which
1s necessary to carry out the stated purpose.

(6) A statement that the consent is subject to revocation at any time ex'cept to the extent that the part 2 program or other
lawful holder of patient identifying information that is permitted to make the disclosure has already acted in reliance on
it. Acting in reliance includes the provision of treatment services in reliance on a valid consent to disclose information
‘to a third-party payer

{7) The date, event, or condition upon which the consent will expire if not revoked before. This date, event, or condition
must ensure that the consent will last no longer than reasonably necessary to serve the purpose for which it is provided.

(8) The signature of the patient and, when required for a patient who is a minor, the signature of an individual authorized
to give consent under § 2.14; or, when required for a patient who is incompetent or deceased, the signature of an individual
authorized to sign under § 2.15. Electronic signatures are permiited to the extent that they are not prohibited by any
applicable law.

(9) The date on which the consent is signed.
(b) Expired, deficient, or false consent. A disclosure may not be made on the basis of a consent which:
(1) Has expired;
(2) On its face substantially fails to conform to any of the requirements set forth in paragraph (a) of this section;
(3) Is known to have been revoked; or

(4) Is known, or through reasonable diligence could be known, by the individual or entity holding the records to be
materially false.

Credits
[85 FR 43037, July 15,2020]

SOURCE: 82 FR 6113, Jan, 18, 2017; 82 IR 10863, Feb. 16, 2017, unless otherwise noted.

AUTHORITY: 42 U.8.C, 290dd-2.

Notes of Decisions (11)

Current through September 10, 2020; 85 FR 56106.
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§ 2.32 Prohibition on re-disclosure,, 42 C.F.R. § 2.32

Codeé of Federal Regulations
Title 42. Public Health o : , ‘
Chapter I. Public Health Service, Department of Health and Human Services (Refs & Annos)
Subchapter A. General Provisions '
Part 2. Confidentiality of Substance Use Disorder Patient Records (Refs & Annos)
- Subpart C. Disclosures with Patient Consent

42 CF.R. §2.32
§ 2.32 Prohibition on re-disclosure.

Effective: August 14, 2020
Currentness

(&) Notice to accompany disclosure. Each disclosure made with the patient's written consent must be accompanied by one of
the following written statements:

(1) This record which has been disclosed to you is protected by federal confidentiality rules (42 CFR part 2). The federal
rules prohibit you from making any further disclosure of this record unless further disclosure is expressly permitted by the
written consent of the individual whose information is being disclosed in this record or, is otherwise permitted by 42 CFR
part 2. A general authorization for the release of medical or other information is NOT sufficient for this purpose (see §
2.31). The federal rules restrict any use of the information to investigate or prosecute with regard to a crime any patient
with a substance use disorder, except as provided at §§ 2.12(c)(5) and 2.65; or

(2) 42 CFR part 2 prohibits unauthorized disclosure of these records.
(b} [Reserved]

Credits .
[83 FR 251, Jan. 3, 2018; 85 FR 43037, July 15, 2020]

SOURCE: 82 FR 6113, Jan, 18, 2017; 82 FR 10863, Feb. 16, 2017, unless otherwise noted.

AUTHORITY: 42 U.S.C. 290dd-2.

Notes of Decisions (1)

Current through September 10, 2020; 85 FR 56106.
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WESTLAW © 2020 Thomson Reuters. No claim to original U.S. Government Works, 1



§ 2.33 Disclosures permitted with written consent., 42 C.F.R. § 2.33

Code of Federal Regulations
Title 42. Public Health
Chapter I. Publi¢ Health Service, Department of Health and Human Services (Refs & Annos)
Subchapter A. General Provisions
Part 2. Confidentiality of Substance Use Disorder Patient Records (Refs & Annos)
Subpart C. Disclosures with Patient Consent

42 C.F.R. §2.33
§ 2.33 Disclosures permitted with written consent.

Effective: August 14, 2020
Currentness

(a) If a patient consents to a disclosure of their records under § 2.31, a part 2 program may disclose those records in accordance
with that consent to any person or category of persons identified or generally designated in the consent, except that disclosures to
central registries and in-connection with criminal justice referrals must meet the requirements of §§ 2.34 and 2.35, respectively.

(b) If a patient consents to a disclosure of their records under § 2.31 for payment or health care operations activities, a lawful
holder who receives such records under the terms of the written consent may further disclose those records as may be necessary
for its contractors, subcontractors, or legal representatives to carry out payment and/or health care operations on behalf of such
lawful holder. In accordance with § 2.13(a), disclosures under this section must be limited to that information which is necessary
to carry out the stated purpose of the disclosure. Examples of permissible payment or health care operations activities under
this section include: '

(1} Billing, claims management, collections activities, obtaining payment under a contract for reinsurance, claims filing, -
andfor related health care data processing;

(2) Clinical professional support services (e.g., quality assessment and improvement initiatives; utilization review and
management services);

(3) Patient safety activities;

(4) Activities pertaining to:

(i) The training of student trainees and health care Iprofessio;"jals;
(ii) The assessment of practitioner competencies;

(iii) The assessment of provider or health plan performance; and/or
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§ 2.33 Disclosures permitted with written consent., 42 C.F.R. § 2.33

{iv) Training of non-health care professionals;
(5) Accreditation, certiﬁéation, licensing, or credentialing activities;

(6) Underwriting, enrollment, premium rating, and other activities related to the creation, renewal, or replacement of a
contract of health insurance or health benefits, and/or ceding, securing, or placing a contract for reinsurance of risk relating
to claims for health care;

(7) Third-party liability coverage;
(8) Activities related to addressing fraud, waste and/or abuse;

(9) Conducting or arranging for medical review, legal services, and/or auditing functions;

(10) Business planning and development, such as conducting cost management and planning-related analyses related to
managing and operating, including formulary development and administration, development or improvement of methods
of payment or coverage policies;

(11) Business management and general administrative activities, including management activities relating to
implementation of and compliance with the requirements of this or other statutes or regulations;

(12} Customer services, including the provision of data analyses for policy holders, plan sponsors, or other customers;
{13) Resolution of internal grievances;
{14} The sale, transfer, merger, consolidation, or dissolution of an organization;

(15) Determinations of eligibility or coverage (e.g., coordination of benefit services or the determination of cost sharing
amounts), and adjudication or subrogation of health benefit claims;

'

{16) Risk adjusting amounts due based on enrollee health status and demographic characteristics;

{17) Review of health care services with respect to medical necessity, coverage under a health plan, appropriateness of
care, or justification of charges;

(18) Care coordination and/or case management services in support of payment or health care operations; and/or

(19) Other payment/health care operations activities not expressly prohibited in this provision.
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§ 2.33 Disclosures permitted with written consent., 42 C.F.R. § 2.33

(c) Lawful holders who wish to disclose patient identifying information pursuant to paragraph (b) of this section must have in
place a written contract or comparable legal instrument with the contractor or voluntary legal representative, which provides
that the contractor, subcontractor, or voluntary legal representative is fully bound by the provisions of part 2 upon receipt of the
patient identifying information. In making any such disclosures, the lawful holder must furnish such recipients with the notice
required under § 2.32; require such recipients to implement appropriate safeguards to prevent unauthorized uses and disclosures;
and require such recipients to report any unauthorized uses, disclosures, or breaches of patient identifying information to
the lawful holder. The lawful holder may only disclose information to the contractor or subcontractor or voluntary legal
representative that is necessary for the contractor or subcontractor or voluntary legal representative to perform its duties under the
contract or comparable legal instrument. Contracts may not permit a contractor or subcontractor or voluntary legal representative
to re-disclose information to a third party unless that third party is a contract agent of the contractor or subcontractor, helping
them provide services described in the contract, and only as long as the agent only further discloses the information back to the
contractor or lawful holder from which the information originated.

Credits
. [83 FR 251, Jan. 3, 2018; 85 FR 43037, July 15, 2020]

SOURCE: 82 FR 6115, Jan. 18, 2017; 82 FR 10863, Feb. 16, 2017, unless otherwise noted.

AUTHORITY: 42 1.5.C. 290dd-2.

Notes of Decisions (5)

Current through Septen:lber 10, 2020; 85 FR 56106,

End of Document © 2020 Thomson Reuters. No claim to original U.S, Government Works.

WESTLAW © 2020 Thomson Reuters. No ciaim to original U.5. Government Works. 3



§ 2.34 Disclosures to prevent multiple enrollments., 42 C.F.R. § 2.34

Code of Federal Regulations
Title 42. Public Health ‘
Chapter 1. Public Health Service, Department of Health and Human Services (Refs & Annos)
Subchapter A. General Provisions '
Part 2. Confidentiality of Substance Use Disorder Patient Records (Refs & Annos)
Subpart C. Disclosures with Patient Consent

42 CF.R. §2.34
§ 2.34 Disclosures to prevent multiple enrollments.

Effective: August 14, 2020
Currentness

(a) Restrictions on disclosure. A paft 2 program, as defined in § 2.11, may disclose patient records to a central registry or to
any withdrawal management or maintenance treatment program not more than 200 miles away for the purpose of preventing
the multiple enrollment of a patient only if:

(1) The disclosure is made when:

(1) The patient is accepted for treatment;

(ii) The type or dosage of the drug is changed; or

(iii) The treatment is interrupted, resumed or terminated.

(2) The disclosure is limited to: | -

(i) Patient identifying information;

(ii) Type and dosage of the drug; and

(iii) Relevant dates.

(3) The disclosure is made with the patient's written consent meeting the requirements of § 2.31, except that:

(1) The consent must list the name and address of each central registry and each known withdrawal management or
maintenance treatment program to which a disclosure will be made; and
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§ 2.34 Disclosures to prevent multiple enrollments., 42 C.F.R. § 2.24

(i) The consent may authorize a disclosure to any withdrawal management or maintenance treatment program established
within 200 miles of the program, but does not need to individually name all programs.

(b) Use of information limited to prevention of multiple enrollments. A ceniral registry and any withdrawal management or
maintenance treatment program to which information is disclosed to prevent multiple enrollments may not re-disclose or use
patient identifying information for any purpose other than the prevention of multiple enrollments or to ensure appropriate
coordinated care with a treating provider that is not a part 2 program unless authorized by a court order under subpart E of
this part. :

{c) Permitted disclosure by a central registry to prevent a multiple enrollment. When a member program asks a central registry
if an identified patient is enrolled in another member program and the registry determines that the patient is so enrolled, the
registry may disclose:

(1) The name, address, and telephone number of the member program(s) in which the patient is already enrolled to the
inquiring member program; and .

(2) The name, address, and telephone number of the inquiring member program to the member program(s) in which the
patient is already enrolled. The member programs may communicate as necessary to verify that nd error has been made
and to prevent or eliminate any multiple enrollments.

(d) Permitted disclosure by a central registry to a non-member treating provider, to prevent a multiple enrollment. When, for
the purpose of preventing multiple program enrollments or duplicative prescriptions, or to inform prescriber decision making
regarding prescribing of opioid medication(s) or other prescribed substances, a provider with a treating provider relationship
that is not a member program asks a ceniral registry if an identified patient is enrolled in a member program, the registry may
disclose:

(1) The name, address, and telephone number of the member program(s) in which the patient is enrolled;

(2) Type and dosage of any medication for substance use disorder being administered or prescribed to the patient by the
member program(s); and

(3) Relevant dates of any such administration or prescription. The central registry and non-member program treating
prescriber may communicate as necessary to verify that no error has been made and to prevent or eliminate any multiple
enrollments or improper prescribing.

(e) Permitted disclosure by'a withdrawal management or maintenance treatment program to prevent a multiple enrollment.
A withdrawal management or maintenance treatment program which has received a disclosure under this section and has
determined that the patient is already enrolled may communicate as necessary with the program making the disclosure to verify
that no error has been made and to prevent or eliminate any multiple enrollments.
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§ 2.34 Disclosures to prevent multiple enrollments., 42 C.F.R. § 2.34

Credits
[85 FR 43038, July 15, 2020]

SOURCE: 82 FR 61135, Jan. 18, 2017;.82 FR 10863, Feb. 16, 2017, unless otherwise noted.
AUTHORITY: 42 U.8.C. 290dd-2.

Current through September 10, 2020; 85 FR 56106,
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§ 2.35 Disclosures to elements of the criminal justice system..., 42 C.F.R. § 2.35

Code of Federal Regulations
Title 42. Public Health
Chapter L. Public Health Service, Department of Health and Human Services {(Refs & Annos)
Subchapter A. General Provisions
Part 2. Confidentiality of Substance Use Disorder Patient Records (Refs & Annos)
Subpart C. Disclosures with Patient Consent

42 C.F.R. §2.35
§ 2.35 Disclosures to elements of the criminal justice system which have referred patients.

. Effective: February 2, 2018
Currentness -~

(a) A part 2 program may disclose information about a patient to those individuals within the criminal justice system who have
made participation in the part 2 program a condition of the disposition of any criminal proceedings against the patient or of the
patient's parole or other release from custody if:

(1) The disclosure is made only to those individuals within the criminal justice system who have a need for the information
in connection with their duty to monitor the patient's progress (e.g., a prosecuting attorney who is withholding charges
against the patient, a court granting pretrial or post-trial release, probation or parole officers responsible for supervision
of the patient); and

(2} The patient has signed a written consent meeting the requirements of § 2.31 {except paragraph (a}(6) of this section
which is inconsistent with the revocation provisions of paragraph (c) of this section) and the requirements of paragraphs
(b) and (c) 9f this section.

(b) Duration of consent, The written consent must state the period during which it remains in effect. This period must be
reasonable, taking into account:

(1) The anticipated length of the treatment;

(2) The type of criminal proceeding involved, the need for the information in connection with the final disposition of that
proceeding, and when the final disposition will oceur; and

(3) Such other factors as the part 2 program, the patient, and the individual(s) within the criminal justice system who will
receive the disclosure consider pertinent. r

(c) Revocation of consent. The written consent must state that it is revocable upon the passage of a specified amount of time or
the occurrence of a specified, ascertainable event. The time or occurrence upon which consent becomes revocable may be no
later than the final disposition of the conditional release or other action in connection with which consent was given.
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§ 2.35 Disclosures to elements of the criminal justice system..., 42 C.F.R. § 2.35

(d) Restrictions on re-disclosure and use. An individual within the criminal justice system who receives patient information
under this section may re-disclese and use it only to carry out that individual's official duties with regard to the patient's
conditional release or other action in connection with which the consent was given.

Credits
[83 ¥R 251, Jan. 3, 2018]

SOURCE: 82 FR 61135, Jan. 18,2017; 82 FR 10863, Feb. 16, 2017, unless otherwise noted.

AUTHORITY: 42.U.8.C. 290cid—2.

Notes of Decisions (12)

Current through September 10, 2020; 85 FR 56106.

End of Document © 2020 Thomson Reuters, No claim to original U.S. Government Works.

WESTLAW © 2020 Thomson Reuters. No claim to original U.8, Government Works. 2



§ 2.36 Disclosures to prescription drug monitoring programs., 42 C.F.R. § 2.36

Code of Federal Regulations
Title 42. Public Health
Chapter I. Public Health Service, Department of Health and Human Services (Refs & Annos)
Subchapter A, General Provisions
Part 2. Confidentiality of Substance Use Disorder Patient Records (Refs & Annos)
Subpart C, Disclosures with Patient Consent

42 CEF.R. §2.36
§ 2.36 Disclosures to prescription drug monitoring programs.

Effective: August 14, 2020
Currentness

A part 2 program or other lawful holder is permitted to report any SUD medication prescribed or dispensed by the part 2 program
to the applicable state prescription drug monitoring program if required by applicable state law. A part 2 program or other lawful
holder must obtain patient consent to a disclosure of records to a prescription drug monitoring program under § 2.31 prior to
reporting of such information.

Credits
[85 FR 43038, July 15, 2020]

SOURCE: 82 FR 6115, Jan. 1§, 2017; 82 FR 10863, Feb. 16, 2017, unless otherwise noted.
AUTHORITY: 42 U.S.C. 290dd-2.

Current through September 10, 2020; 85 FR 56106.

IZnd of Docament : £ 2020 Thomson Revters. No claim to original 11.5. Government Works.
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§ 2.51 Medical emergencies., 42 C.F.R. § 2.51

Code of Federal Regulations
Title 42. Public Health _
Chapter I. Public Health Service, Department of Health and Human Services (Refs & Annos)
Subchapter A. General Provisions
Part 2. Confidentiality of Substance Use Disorder Patient Records (Refs & Annos)
Subpart D. Disclosures Without Patient Consent

42CF.R §251
§ 2.51 Medical emergencies.

Effective: August 14, 2020
Currentness

(a) General rule. Under the procedures required By paragraph (c) of this section, patient identifying information may be disclosed
to medica! personnel to the extent necessary to:

(1) Meet a bona fide medical emergency in which the patient's prior written consent cannot be obtained; or

{2) Meet a bona fide medical emergency in which a part 2 program is closed and unable to provide services or obtain the
prior written consent of the patient, during a temporary state of emergency declared by a state or federal authority asthe
result of a natural or major disaster, until such time that the part 2 program resumes operations.

{b) Special rule. Patient identifying information may be disclosed to medical personnel of the Food and Drug Administration
(FDA) who assert a reason to believe that the health of any individual may be threatened by an error in the manufacture; labeling,
or sale of a product under FDA jurisdiction, and that the information will be used for the exclusive purpose of notifying patients
or their physicians of potential dangers.

(c) Procedures. Immediately following disclosure, the part 2 program shall document, in writing, the disclosure in the patient's
records, including:

{1) The name of the medical personnel to whom disclosure was made and their affiliation with any health care facility;
(2) The name of the individual making the disclosure;
(3) The date and time of the disclosure; and

(4) The nature of the emergency (or error, if the report was to FDA).
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§ 2.51 Medical emergencies., 42 C.F.R. § 2.51

Credits
[85 FR 43038, July 15, 2020]

SOQURCE: 82 FR 6113, Jan. 18, 2017; 82 FR 10863, Feb. 16, 2017, unless otherwise noted.

AUTHORITY: 42 U.S.C. 290dd-2.

Notes of Decision_s ‘(3)_ -

Current through Sepiémber 10, 1

*End of Document € 2020 Thomson Reuters. No claini 10 original U.S. Government Works.

WESTLAW © 2020 Thomson Reuters. No claim to original U.S. Government Works. . 2



§ 2.52 Research., 42 C.F.R. § 2.52

Code of Federal Regulations
Title 42. Public Health
Chapter I. Public Health Service, Department of Health and Human Services (Refs & Annos)
Subchapter A. General Provisions '
Part 2. Confidentiality of Substance Use Disorder Patient Records (Refs & Annos)
Subpart D. Disclosures Without Patient Consent

42C.F.R §2.52
§ 2.52 Research.

Effective: August 14, 2020
Currentness

(a) Notwithstanding other provisions of this part, including paragraph (b)(2) of this section, patient identifying information may
be disclosed for the purposes of the recipient conducting scientific research ift

(1) The individual designated as director or managing director, or individual otherwise vested with authority to act as chief
executive officer or their designee, of a part 2 program or other lawful holder of part 2 data, makes a determination that
the recipient of the patient identifying information is:

(i) A HIPAA—covered entity or business associate that has obtained and documented authorization from the patient, or
a waiver or alteration of authorization, consistent with the HIPAA Privacy Rule at 45 CFR 164.508 or 164.512(i), as
applicable;

(ii) Subject to the HHS regulations regarding the protection of human subjects (45 CFR part 46), and provides
documentation either that the researcher is in compliance with the requirements of 45 CFR part 46, including the
requirements related to informed consent or a waiver of consent (45 CFR 46.111 and 46.116) or that the research qualifies
for exemption under the HHS regulations (45 CFR 46.104) or any successor regulations;

(iii) Subject to the FDA regulations regarding the protection of human subjects (21 CFR parts 50 and 56) and provides
documentation that the research is in compliance with the requirements of the FDA regulations, including the requirements
related to informed consent or an exception to, or waiver of, consent (21 CFR part 50) and any successor regulations; or

(iv) Any combination of a HIPAA covered entity or business associate, and/or subject to the HHS regulations regarding
the protection of human subjects, and/or subject to the FDA regulations regarding the protection of human subjects; and
has met the requirements of paragraph (a)(1)(1), (ii) (iii), and/or (iv) of this section, as applicable.

(2) The part 2 program cr other lawful holder of part 2 data is a HIPAA covered entity or business associate, and the
disclosure is made in accordance with the HIPAA Privacy Rule requirements at 45 CFR 164.512(1).

(3) If neither paragraph (a)(1) or (2) of this section apply to the receiving or disclosing party, this section does not apply.
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§ 2.52 Research., 42 C.F.R. § 2.52

(b) Any individual or entity conducting scientific research using patient identifying information obtained under paragraph (a)
of this section:

(1) Is fully bound by the regulations in this part and, if necessary, will resist in judicial proceedings any efforts to obtain
access to patient records except as permitted by the regulations in this part. ’

(2) Must not re-disclose patient identifying information except back to the individual or entity from whom that patient
identifying information was obtained or as permitted under paragraph (c) of this section.

(3) May include part 2 data in research reports only in aggregate form in which patient identifying information has been
rendered non-identifiable such that the information cantiot be re-identified and serve as an unauthorized means to identify
a patient, directly or indirectly, as having or having had a substance use disorder.

(4) Must maintain and destroy patient identifying information in accordance with the security policies and procedures
established under § 2.16.

(5) Must retain records in compliance with applicable federal, state, and local record retention lavvs,
(c) Data linkages—

(1) Researchers. Any individual or entity conducting scientific research using patient identifying information obtained
under paragraph (a) of this section that requests linkages to data sets from a data repository(-ies) holding patient identifying
information must: '

(i) Have the request reviewed and approved by an Institutional Review Board (IRB) registered with the Department of
Health and Human Services, Office for Human Research Protections in accordance with 45 CFR part 46 to ensure that
patient privacy is considered and the need for identifiable data is justified. Upon request, the researcher may be required
to provide evidence of the IRB approval of the research project that contains the data linkage component.

(ii) Ensure that patient identifying information obtained under paragraph (a) of this section is not provided to law
~ enforcement agencies or officials.

(2)] Data repositories. For purposes of this section, a data repositery is fully bound by the provisions of part 2 upon receipt
of the patient identifying data and must:

(i) After providing the researcher with the linked data, destroy or delete the linked data from ifs records, including sanitizing
any associated hard copy or electronic media, to render the patient identifying information non-retrievable in a manner
consistent with the policies and procedures established under § 2.16 Security for records.
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§ 2.52 Research,, 42 C.F.R. § 2.52

{ii) Ensure that patient identifying information obtained under paragraph (a) of this section is not provided to law
enforcement agencies or officials.

(2)l Except as provided in paragraph (c) of this section, a researcher may not redisclose patient identifying information
for data linkages purposes.

Credits .
[85 FR 43038, July 15, 2020]

SOURCE: 82 FR 6115, Jan. 18, 2017; 82 FR 10863, Feb. 16, 2017, unless otherwise noted.
AUTHORITY: 42 US.C. 290dd—2.

Notes of Decisions (2)

Current through Séptember 10, 2020; 85 FR 56106.

Footnotes _
1 So in original; there are two subsections (c){2). See 82 FR 6123,

1 So in original; there are two subsections (¢)(2). See 82 FR 6123,

Eng of Docuinent ' © €9 2020 Thomson Reuters. No ¢laim to original U.S. Government Works.
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§ 2.53 Audit and evaluation,, 42 C.FR. § 2.53

Code of Federal Regulations
Title 42. Public Health .
Chapter I. Public Health Service, Department of Health and Human Services (Refs & Annos)
Subchapter A. General Provisions ' ' '
Part 2. Confidentiality of Substance Use Disorder Patient Records (Refs & Annos)
Subpart D. Disclosures Without Patient Consent

42CF.R. §2.53
§ 2.53 Audit and evaluation.

Effective: August 14, 2020
Currentness

(a) Records not copied or removed. If patient records are not downloaded, copied or removed from the premises of a part
2 program or other fawful holder, or forwarded electronically to another electronic system or device, patient identifying
information, as defined in § 2.11, may be disclosed in the course of a review of records on the premises of a part 2 program
or other lawful holder to any individual or entity who agrees in writing to comply with the limitations on re-disclosure and use
in paragraph (f) of this section and who: '

(1) Performs the audit or evaluation on behalf of:

(i) Any federal, state, or local governmental agency that provides financial assistance to a part 2 program or other lawful
holder, or is authorized by law to regulate the activities of the part 2 program or other lawful holder;

(ii) Any individual or entity which provides financial assistance to the part 2 program or other lawful holder, which is a
third-party payer covering patients in the part 2 program, or which is a quality improvement organization performing a
QIO review, or the contractors, subcontractors, or legal representatives of such individual, entity, or quality improvement
organization. '

(iii) An entity with direct administrative control over the part 2 program or lawful holder.

(2) Is determined by the part 2 program or other lawful holder to be qualified to conduct an audit or evaluation of the part
2 program or other lawful holder.

(b) Copying, removing, downloading, or forwarding patient records. Records containing patient identifying information, as
defined in § 2.11, may be copied or removed from the premises of a part 2 program or other lawful holder or downloaded or
© forwarded to another electronic system or device from the part 2 program's or other lawful holder's electronic records by any

individual or entity who: . ‘

(1) Agrees in writing to:

WESTLA.W © 2020 Thomson Reuters. No claim fo original U.S. Government Works. 1



§ 2.53 Audit and evaluation., 42 C.F.R. § 2.53

(i) Maintain and destroy the patient identifying information in a manner consistent with the policies and procedures
established under § 2.16;

(ii) Retain records in compliance with applicable federal, state, and local record retention laws; and -

(iii) Comply with the limitations on disclosure and use in paragraph (f) of this section; and

(2) Performs the audit or evaluation on behalf of:

(i) Any federal, state, or local governmental agency that provides financial assistance to the part 2 program or other lawful
holder, or is authorized by law to regulate the activities of the part 2 program or other lawful holder; or

(ii) Any individual or entity which provides financial assistance to the part 2 program or other lawful holder, which is a

third-party payer covering patients in the part 2 program, or which is a quality improvement organization performing a

QIO review, or the contractors, subcontractors, or: legal representatives of such individual, entity, or quality improvement
2 T ST _::-.- ._-AA %

organization. -

(iii) An entity with direct administrative control over the part 2 program ot lawful holder.
(c) Activities included. Audits and evaluations under this section may include, but are not limited to:
(1) Activities undertaken by a federal, state, or local governmental agency, or a third-party payer entity, in order to:

(i) Identify actions the agency or third-party payer entity can make, such as changes to its policies or procedures, to improve
care and outcomes for patients with SUDs who are treated by part 2 programs;

(ii) Ensure that resources are managed effectively to care for patients; or
(iii) Determine the need for adjustments to payment policies to enhance care or coverage for patients with SUD.
(2) Reviews of appropriateness of medical care, medical necessity, and utilization of services.

(d) Quality assurance entities included. Entities conducting audits or evaluations in accordance with paragraphs (a) and (b) of
this section may include accreditation or similar types of organizations focused on quality assurance.

(&) Medicare, Medicaid, Children's Health Insurance Program (CHIP), or related audit or evaluation,
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§ 2.53 Audit and evaluation., 42 C.F.R. § 2.53

(1) Patient identifying information, as defined in § 2.11, may be disclosed under paragraph {¢) of this section to any
individual or entity for the purpose of conducting a Medicare, Medicaid, or CHIP audit or evaluation, including an audit
or evaluation necessary to meet the requirements for a Centers for Medicare & Medicaid Services (CMS)-regulated
accountable care organization (CMS-regulated ACO) or similar CMS—regulated organization (including a CMS-regulated
Qualified Entity (QE)), if the individual or entity agrees in writing to comply with the following:

(i) Maintain and destroy the patient identifying information in a manner consistent with the policies and procedures
established under § 2.16;

(i) Retain records in compliance with applicable federal, state, and local record retention laws; and
(iii} Comply with the limitations on disclosure and use in paragraph (f) of this section.

(2) A Medicare, Medicaid, or CHIP audit or evaluation under this section includes a civil or administrative investigation of
a part 2 program by any federal, state, or local government agency with oversight responsibilities for Medicare, Medicaid,
or CHIP and includes administrative enforcement, against the part 2 program by the government agency, of any remedy
authorized by law to be imposed as a result of the findings of the investigation. -

(3) An audit or evaluation necessary to meet the requirements for a CMS-regulated ACO or similar CMS-regulated
organization (including a CMS-regulated QE) must be conducted in accordance with the following:

(i) A CMS-regulated ACO or similar CMS-regulated organization {including a CMS-regulated QE) must:
(A) Have in place administrative and/or clinical systems; and

(B) Have in place a leadership and management structure, including a governing body and chief executive officer
with responsibility for oversight of the organization's management and for ensuring compliance with and adherence
to the terms and conditions of the Participation Agreement or similar documentation with CMS; and

(ii) A CMS—regulated ACO or similar CMS—regﬁlated organization (including a CMS-regulated QE) must have a signed
Participation Agreement or similar documentation with CMS, which provides that the CMS-regulated ACO or similar
CMS-regulated organization (including a CMS-regulated QE):

(A) Is subject to periodic evaluations by CMS or its agents, or is required by CMS to evaluate participants in the
CMS—regulated ACO or similar CMS—-regulated orgamzatlon (including a CMS—regulated QE) relative to CMS—
defined or approved quality and/or cost measures;

(B) Must designate an executive who has the authority to legally bind the organization to ensure compliance with 42
U.S.C. 290dd-2 and this part and the terms and conditions of the Participation Agreement in order to receive patient
identifying information from CMS or its agents;
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§ 2.53 Audit and evaluation., 42 C.F.R. § 2.53

{O) Agrées to comply with all applicable provisions of 42 U:S.C. 290dd-2 and this part;

(D) Must ensure that any audit or evaluation involving patient identifying information occurs in a confidential and
controlled setting approved by the designated executive;

(E) Must ensure that any communications or reports or other documents resulting from an audit or evaluation under
this section do not allow for the direct or indirect identification (e.g., through the use of codes) of a patient as having
or having had a substance use disorder; and

(F) Must establish policies and procedures to protect the confidentiality of the patient identifying information
consistent with this part, the terms and conditions of the Participation Agreement, and the requirements set forth in
paragraph (e)(1} of this section.

{4) Program, as defined in § 2.11, includes an employee of, or provider of medical services under the program when the
employee or provider is the subject of a civil investigation or administrative remedy, as those terms are used in paragraph
{(e)(2) of this section.

(5) If a disclosure to an individual or entity is authorized under this section for a Medicare, Medicaid, or CHIP audit or
evaluation, including a civil investigation or administrative remedy, as those terms are used in paragraph (€)(2) of this
section, the individual or entity may further disclose the patient identifying information that is received for such purposes to
its contractor(s), subcontractor(s), or legal representative(s), to carry out the audit or evaluation, and a quality improvement
organization which obtains such information under paragraph (a) or (b) of this section may disclose the information to
that individual or entity (or, to such individual's or entity's contractors, subcontractors, or legal representatives, but only’
for the purposes of this section). |

(6) The provisions of this paragraph do not authorize the part 2 program, the federal, state, or local government agency, or
any other individual or entity to disclose or use patient identifying information obtained during the audit or evaluation for
any purposes other than those necessary to complete the audit or evaluation as specified in paragraph (e) of this section.

(f) Limitations on disclosure and use. Except as provided in paragraph (e) of this section, patient identifying information
disclosed under this section may be disclosed only back to the part 2 program or other lawful holder from which it was obtained
and may be used only to carry out an audit or evaluation purpose or to-investigate or prosecute criminal or other activities, as
authorized by a court order entered under § 2.66.

(g) Audits and evaluations mandated by statute or regulation. Patient identifying information may be disclosed to federal, state,
or local government agencies, and the contractors, subcontractors, and legal representatives of such agencies, in the course of
conducting audits or evaluations mandated by statute or regulation, if those audits or evaluations cannot be carried out using
deidentified information.

Credits
[83 FR 252, Jan. 3, 2018; 85 FR 43039, July 15, 2020]
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_§ 2.63 Audit and evaluation., 42 C.F.R. § 2.53

SOURCE: 82 FR 6113, Jan. 18, 2017; 82 R 10863, Feb. 16, 2017, unless otherwise noted.

AUTHORITY: 42 U.S.C. 290dd-2,

Notes of Decisions (11)

Current through September 10, 2020; 85 FR 56106.

End of Document € 2020 Thomson Reuters. No claim to eriginal U.S. Goversiment Works.
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§ 2.61 Legal effect of order., 42 C.F.R. § 2.61

Code of Federal Regulations
Title 42. Public Health
Chapter L. Public Health Serwce Department of Health and Human Services (Refs & Annos)
Subchapter A. General Provisions :
Part 2. Confidentiality of Substance Use Disorder Patient Records (Refs & Annos)
Subpart E. Court Orders Authorizing Disclosure and Use

42 C.F.R. §2.61
§ 2.61 Legal effect of order.

Effective: March 21, 2017
Currentness

(a) Effect. An order of a court of competent jurisdiction entered under this subpart is a unique kind of court order. Its only
purpose is to authorize a disclosure or use of patient information which would otherwise be prohibited by 42 U.8.C. 290dd—
2 and the regulations in this part. Such an order does not compel disclosure. A subpoena or a similar legal mandate must be
issued in order to compel! disclosure. This mandate may be entered at the same time as and accompany an authorizing court
order entered under the regulations in this part.

(b) Examples.

(1) A person holding records subject to the regulations in this part receives a subpoena for those records. The person may
not disclose the records in response to the subpoena unless a court of competent jurisdiction enters an authorizing order
under the regulations in this part.

(2) An authorizing court order is entered under the regulations in this part, but the person holding the records does not
want to make the disclosure. If there is no subpoena or other compulsory process or a subpoena for the records has expired
or been quashed, that person may refuse to make the disclosure. Upon the entry of a valid subpoena or other compulsory
process the person holding the records must disclose, unless there is a valid legal defense to the process other than the
confidentiality restrictions of the regulations in this part.

SOURCE: 82 FR 6115, Jan. 18, 2017; 82 FR 10863, Feb. 16, 2017, unless otherwise noted.

AUTHORITY: 42 U.S8.C. 290dd-2.

Notes of Decisions (22)

Current through September 10, 2020; 85 FR 56106.

End of Document € 2020 Thomson Reuters. No claim to original U.S. Government Works.
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§ 2.62 Order not applicable to records disclosed without consent..., 42 C.F.R. § 2.62

Code of Federal Regulations
Title 42. Public Health
_ Chapter L. Public Health Service, Department of Health and Human Services (Refs & Annos)
Subchapier A. General Provisions
Part 2. Confidentlahty of Substance Use Disorder Patient Records (Refs & Annos)
Subpart E. Court Orders Authorizing Disclosure and Use

42 C.F.R. §2.62

§ 2.62 Order not applicable to records disclosed without
consent to researchers, auditors and evaluators.

Effective: March 21, 2017
Currentness

A court order under the regulations in this part may not authorize qualified personnel, who have received patient identifying
information without consent for the purpose of conducting research, audit or evaluation, to disclose that information or use it
to conduct any criminal investigation or prosecution of a patient. However, a court order under § 2.66 may authorize disclosure

and use of records to investigate or prosecute qualified personnel holding the records.
SOURCE: 82 FR 6115, Jan. 18, 2017; 82 FR 10863, Feb. 16, 2017, unless otherwise noted.
AUTHORITY: 42 U.S.C. 290dd-2.

Current through September 10, 2020; 85 FR 56106.

End of Decnment £ 2020 Thomson Renters. No claim to original U.S. Government Works.
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§ 2.63 Confidential communications., 42 C.F.R. § 2.63

Code of Federal Regulations
Title 42, Public Health
Chapter I. Public Health Service, Deparr.ment of Health and Human Services (Refs & Annos)
Subchapter A. General Provisions
Part 2. Confidentiality of Substance Use Disorder Patient Records (Refs & Annos)
Subpart E. Court Orders Authorizing Disclosure and Use

42 CF.R. §2.63
§ 2.63 Confidential communications.

Effective: March 21, 2017
Currentness

(a) A court order under the regulations in this part may authorize disclosure of confidential communications made by a patient
to a part 2 program in the course of diagnosis, treatment, or referral for treatment only if:

(1) The disclosure is necessary to protect against an existing threat to life or of serious bodily injury, including
circumstances which constitute suspected child abuse and neglect and verbal threats against third parties;

(2) The disclosure is necessary in connection with investigation or prosecution of an extremely serious crime allegedly
committed by the patient, such as one which directly threatens loss of life or serious bodily injury, including homicide,
rape, kidnapping, armed robbery, assault with a deadly weapon, or child abuse and neglect; or

(3) The disclosure is in connection with litigation or an administrative proceeding in which the patient offers testimony or -
other evidence pertaining to the content of the confidential communications.

' (b) [Reserved]
SOURCE: 82 FR 6115, Jan. 18, 2017; 82 FR 10863, Feb. 16, 2017, unless otherwise noted.

AUTHORITY: 42 U.S.C. 290dd-2.

Notes of Decisions (33)

Current through September 10, 2020; 85 FR 56106.

End of Document , €5 2020 Thomson Reuters. No ¢laim to original U.8. Government Works.
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§ 2.64 Procedures and criteria for orders authorizing disclosures..., 42 C.F.R. § 2.64

Code of Federal Regulations
Title 42. Public Health
Chapter I. Public Health Service, Department of Health and Human Semces (Refs & Annos)
Subchapter A. General Provisions
Part 2, Confidentiality of Substance Use Disorder Patient Records (Refs & Annos)
Subpart E. Court Orders Authorizing Disclosure and Use

42CFR. §2.64
§ 2.64 Procedures and criteria for orders authorizing disclosures for noncriminal purposes.

Effective: March 21, 2017
Currentness

(a) Application. An order authorizing the disclosure of patient records for purposes other than criminal investigation or
prosecution may be applied for by any person having a legally recognized interest in the disclosure which is sought. The
application may be filed separately or as part of a pending civil action in which the applicant asserts that the patient records are
needed to provide evidence. An application must use a fictitious name, such as John Doe, to refer to any patient and may not
contain or otherwise disclose any patient identifying information unless the patient is the applicant or has given written consent
(meeting the requirements of the regulations in this part) to disclosure or the court has ordered the record of the proceeding
sealed from public scrutiny.

{b) Notice. The patient and the person holding the records from whom disclosure is sought must be provided:
(1) Adequate notice in a manner which does not disclose patient identifying information to other persons; and

(2) An opportunity to file a written response to the application, or to appear in person, for the limited purpose of providing
evidence on the statutory and regulatory criteria for the issuance of the court order as described in § 2.64(d).

(c) Review of evidence: Conduct of hearing. Any oral argument, review of evidence, or hearing on the application must be held
in the judge's chambers or in some manner which ensures that patient identifying information is not disclosed to anyone other
than a party to the proceeding, the patient, or the person holding the record, unless the patient requests an open hearing in a
manner which meets the written consent requirernents of the regulations in this part. The proceeding may include an examination
by the judge of the patient records referred to in the application.

(d) Criteria for entry of order. An order under this section may be entered only if the court determines that good cause exists.
To make this determination the court must find that:

(1) Other ways of obtaining the information are not available or would not be effective; and

(2) The public interest and need for the disclosure outweigh the potential injury to the patient, the physmlan-patlent
relationship and the treatment services.
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§ 2.64 Procedures and criteria for orders authorizing disclosures..., 42 C.F.R. § 2.64

(e) Content of order. An order authorizing a disclosure must;
(1) Limit disclosure to those parts of the patient's record which are essential to fulfili the objectivé of the order;
(2) Limit disclosure to those persons whose need for information is the basis for the order; and

(3) Include such other measures as are necessary to limit disclosure for the protection of the patient, the physician-patient
relationship and the treatment services; for example, sealing from public scrutiny the record of any proceeding for which
disclosure of a patient's record has been ordered.

SOURCE: 82 FR 6115, Jan, 18, 2017; 82 FR 10863, Feb. 16, 2017, unless otherwise noted.

AUTHORITY: 42 U.8.C. 290dd-2.

Notes of Decisions (70)

Current through September 10, 2020; 85 FR 56106.

End of Document © 2020 Thomson Reuters, No claim to original 11.5. Government Works.
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§ 2.65 Procedures and criteria for orders authorizing disclosure..., 42 C.F.R. § 2.65

Cade of Federal Regulations
Title 42. Public Health
Chapter I. Public Health Service, Department of Health and Human Services (Refs & Annos)
Subchapter A. General Provisions .
Part 2, Confidentiality of Substance Use Disorder Patient Records (Refs & Annos)
Subpart E. Court Orders Authorizing Disclosure and Use

42 CF.R. §2.65

§ 2.65 Procedures and criteria for orders authorizing disclosure
and use of records to criminally investigate or prosecute patients.

Effective: March 21, 2017
Currentness

(a} Application. An order authorizing the disclosure or use of patient records to investigate or prosecute a patient in connection
with a criminal proceeding may be applied for by the person holding the records or by any law enforcement or prosecutorial
officials who are responsible for conducting investigative or prosecutorial activities with respect to the enforcement of criminal
laws. The application may be {iled separately, as part of an application for a subpoena or other compulsory process, or in a
pending criminal action. An application must use a fictitious name such as John Doe, to refer to any patient and may not contain
or otherwise disclose patient identifying information unless the court has ordered the record of the proceeding sealed from
public scrutiny.

v

(b) Notice and hearing, Unless an order under § 2.66 is sought in addition to an order under this section, the person holding
the records must be provided:

(1) Adequate notice (in 2 manner which will not disclose patient identifying information to other persons) of an application
by a law enforcement agency or official;

{2) An opportunity to appear and be heard for the limited purpose of providing evidence on the statutory and fegu[atory
criteria for the issuance of the court order as described in § 2.65(d); and

(3) An oppertunity to be represented by counsel independent of counsel for an applicant who is a law enforcement agency
or official. '

(c) Review of evidence: Conduct of hearings. Any oral argument, review of evidence, or hearing on the application shall be
held in the judge's chambers or in some other manner which ensures that patient identifying information is not disclosed to
anyone other than a party to the proceedings, the patient, or the person holding the records. The proceeding may include an
examination by the judge of the patient records referred to in the application.

(d) Criteria. A court may authorize the disclosure and use of patient records for the purpose of conducting a criminal investigation
or prosecution of a patient only if the court finds that all of the following criteria are met: -

WESTLAY © 2020 Thomson Reuters. No claim to original U.S. Government Warks. 1



§ 2.65 Procedures and criteria for orders authorizing disclosure..., 42 C.F.R. § 2.65

(1) The crime involved is extremely serious, such as one which causes or directly threatens loss of life or serious bodily
injury including homicide, rape, kidnapping, armed robbery, assault with a deadly weapon, and child abuse and neglect,

{2) There is a reasonable likelihood that the records will disclose information of substantial value in the investigation or.
prosecution.

(3) Other ways of obtaining the information are not available or would not be effective.

{4) The potential injury to the patient, to the physician-patient relationship and to the ability of the part 2 program to provide
services to other patients is outweighed by the public interest and the need for the disclosure.

(5) If the applicant is a law enforcement agency or official, that:
(i) The person holding the records has been afforded the opportunity to be represented by independent counsel; and

(ii) Any person holding the records which is an entity within federal, state, or local government has in fact been represented
by counsel independent of the applicant.

(e) Content of order. Any order authorizing a disclosure or use of patient records under this section must:
(1) Limit disclosure and use to those parts of the patient's record which are essential to fulfill the objective of the order;

{2) Limit disclosure to those law enforcement and prosecutorial officials who are responsible for, or are conducting, the
investigation or prosecution, and limit their use of the records to investigation and prosecution of the extremely serious
crime or suspected crime specified in the application; and

(3) Include such other measures as are necessary to limit disclosure and use to the fulfillment of only that public interest
and need found by the court.

SOURCE: 82 FR 6115, Jan. 18,2017; 82 FR 10863, Feb. 16, 2017, unless otherwise noted.

AUTHORITY: 42 U.S8.C. 290dd-2.

Notes of Decisions (33)

Current through September 10, 2020; 85 FR 56106.

End of Document © 2020 Thomson Reuters. No claim to original U.8. Government Works.
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§ 2.66 Procedures and criteria for orders authorizing disclosure..., 42 C.F.R. § 2.66

‘ Co&e of Federal Regulations
T1t1e 42. Public Health
Chapter I. Public Health Service, Department of Health and Human Services (Refs & Annos)
Subchapter A. General Provisions
Part 2. Confidentiality of Substance Use Dlsorder Patient Records (Refs & Annos)
Subpart E. Court Orders Authorizing Disclosure and Use

42 C.F.R. §2.66

§ 2.66 Procedures and criteria for orders authorizing disclosure and use of records
to investigate or prosecute a par{ 2 program or the person holding the records.

Effective: March 21, 2017
Currentness

(a) Application.

{1y An order authorizing the disclosure or use of patient records to investigate or prosecute a part 2 program or the person
helding the records (or employees or agents of that part 2 program or person holding the records) in connection with
a criminal or administrative matter may be applied for by any administrative, regulatory, supervisory, investigative, law
enforcement, or prosecutorial agency having jurisdiction over the program's or person's activities. '

(2) The application may be filed separately or as part of a pending civil or criminal action against a part 2 program or
the person holding the records (or agents or employees of the part 2 program or person holding the records) in which the
applicant asserts that the patient records are needed to provide material evidence. The application must use a fictitious name,
such as John Doe, to refer to any patient and may not contain or otherwise disclose any patient identifying information
unless the court has ordered the record of the proceeding sealed from public scrutiny or the patient has provided written
consent (meeting the requirements of § 2.31) to that disclosure.

(b) Notice not required. An application under this section may, in the discretion of the court, be granted without notice. Although
no express notice is required to the part 2 program, to the person holding the records, or to any patient whose records are to
be disclosed, upon implementation of an order sc granted any of the above persons must be afforded an opportunity to seek
revocation or amendment of that order, limited to the presentation of evidence on the statutory and regulatory criteria for the
issuance of the court order in accordance with § 2.66(c).

(c) Requirements for order. An order under this section must be entered in accordance with, and comply with the requirements
of, paragraphs (d) and (e) of § 2.64.

(d) Limitations on disclosure and use of patient identifying information.

(1) An order entered under this section must require the deletion of patient identifying information from any documents
made available to the public.

WESTLAYW © 2020 Thomson Reuters, No claim to original U.S. Government Works. 1



§ 2.66 Procedures and criteria for orders authorizing disclosure..., 42 C.F.R. § 2.66

- (2) No information obtained under this section may be used to conduct any investigation or prosecution of a patient in
conneciion with a criminal matter, or be used as the basis for an application for an order under § 2.65.

SOURCE: 82 FR 6115, Jan. 18, 2017; 82 FR 10863, Feb. 16, 2017, unless otherwise noted.

AUTHORITY: 42 U.S.C. 290dd-2.

Notes of Decisions (8)

Current through September 10, 2020; 85 FR 56106.

End of Document € 2020 Thomson Reuters. No claim to original U.8, Geverhment Works.
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§ 2.87 Orders authorizing the use of undercover agents and...,, 42 C.F.R. § 2.67

Code of Federal Regulations
" Title 42. Public Health
Chapter I. Public Health Service, Department of Health and Human Services {Refs & Annos)
Subchapter A. General Provisions
Part 2. Confidentiality of Substance Use Disorder Patient Records (Refs & Annos)
Subpart E. Court Orders Authorizing Disclosure and Use

42 CF.R. § 2.67

§ 2.67 Orders authorizing the use of undercover agents and informants to investigate
employees or agents of a part 2 program in connection with a criminal matter.

Effective: August 14, 2020
' Currentness

(a) Application. A court order authorizing the placement of an undercover agent or informant in a part 2 program as an employee
or patient may be applied for by any law enforcement or prosecutorial agency which has reason to believe that employees or
agents of the part 2 program are engaged in criminal misconduct.

{b) Notice. The part 2 program director must be given adequate notice of the application and an opportunity to appear and be
heard (for the limited purpose of providing evidence on the statutory and regulatory criteria for the issuance of the court order
in accordance with § 2.67(c)), unless the application asserts that;

v

(1) The part 2 program director is involved in the suspected criminal activities to be investigated by the undercover agent
or informant; or

(2) The part 2 program director will intentionally or unintentionally disclose the proposed placement of an undercover
agent or informant to the employees or agents of the program who are suspected of criminal activities.

(c) Criteria. An order under this section may be entered only if the court determines that good cause exists. To make this
determination the court must find all of the following:

(1) There is reason to believe that an employee or agent of the part 2 program is engaged in criminal activity;
(2) Other ways of obtaining evidence of the suspected criminal activity are not available or would not be effective; and

(3) The public interest and need for the placement of an undercover agent or informant in the part 2 program outweigh the
potential injury to patients of the part 2 program, physician-patient relationships and the treatment services.

(d) Content of order. An order authorizing the placement of an undercover agent or informant in a part 2 program must:

WESTLAW © 2020 Thomson Reuters. No claim to original U.S. Government Works. : 1



§ 2,67 Orders authorizing the use of undercover agents and..., 42 C.F.R. § 2.67

(1) Specifically authorize the placement of an undercaver agent or an informant;

(2) Limit the total period of the placement to twelve months, starting on the date that the undercover agent or informant is
placed on site within the program. The placement of an undercover agent or informant must end after 12 months, unless
a new court order is issued to extend the period of placement;

{3) Prohibit the undercover agent or informant from disclosing any patient identifying information obtained from the
placement except as necessary to investigate or prosecute employees or agents of the part 2 program in connection with
the suspected criminal activity; and

(4) Include any other measures which are appropriate to limit any potential disruption of the part 2 program by the placement
and any potential for a real or apparent breach of patient confidentiality; for example, sealing from public scrutiny the
record of any proceeding for which disclosure of a patient's record has been ordered.

(¢) Limitation on use of information. No information obtained by an undercover agent or informant placed in a part 2 program
under this section may be used to investigate or prosecute any patient in connection with a criminal matter or as the basis for
an application for an order under § 2.65.

Credits
[85 FR 43039, July 15, 2020}

SOURCE: 82 FR 6113, Jan. 18, 2017; 82 FR 10863, Feb. 16, 2017, unless otherwise noted.

AUTHORITY: 42 U.8.C. 290dd-2,

Notes of Decisions (5)

Current through September 10, 2020; 85 FR 56106.

End of Document € 2020 Thomsen Reuters. No claim to original U.8. Government Works.
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i Balow Is the statement | gave to tha Flanning and Zoning Commisslan at

: tonight's meating regarding the Root Canter for Advanced Retoveny's

i applkation to-open a new faciity in Middiatown,

I

| -

| Good evening, and sank you for the opporturity to speak lonight. Because
of my occupation as mayor of Middlatown, | want to nots that the Planning
and Zoning Commission 13, of tourse, an Independent elected body, and It s
not my Intenticn ta use My own alestad position 1o dictate policy to this
board—ter do 1 have such an ability under the clty charter, even f | wanted
; o, I don't want o leave anyona with any Impressicn cther than that1am

! hers lo share my own views.

A few days after | fook offica last year, | got an emall from someons | know
from outsice Middlatown who works I behavioral health, This was someone
| mat when our carger paths overlapped in the policy workd surounding
menta! health and addiction. He'd been visiing a medically-assisted
treatment {(MAT) dliak; run by the Roat Center In Hartford where, ha was told,
<llents frvn Middfatown traveled every day to recelve treatment. He asked,
understandably, why peopla from Middletown would travel all tha way ta
Hartord to recelve dally treatment. Ho was told that It's bacause Mkiglstown
! had a zoning regulation prohibiting MAT clinics from being opened,

. Hance, his emall to ma, As a person activa In government and as a

* hehavioral health professional, he was astonlshed that a clty of Middistown's
: slza, demographles, end progressive reputation (especialy around
community public haatin) would not onty not have a clinic of Its own, butin
fact actually BANNED such clinfes from cpenlng up In town. | knew we didn't
hava a clink-- but ever | was taken aback by the exdstence of that
ordinance.

This commission, wisaly, repealed the reguiation earller this yaar. Now, you
have bafore you a proposal that would allow tha same provider, tha Rogt
Cenler, to open a naw MAT clinic on Washington Street In Middlatown,

There ara a lot of misconceptions and sterectypas about MAT ¢linics, Mast
of thase have been falily thoroughly dabunkad In recent yesrs thanks to
| readlly pvallable svdence, bul | have heerd soime of tham bubbling up In
1 recent days. Ona Is that elkics creata unsafe anvronments In tha X
i neighberhoods or communities they serve. Ta the axtant this was ever trua,
} Itis certainly not true today. Study afier study has shown that MAT clinics o
: not make nelghboshocds Lnsafe, and ane assoclated with lower levels of
3 crimea than other types of businesses like packaga stores or convenlence
! stores,
i Anctheris that clinkcs are a magnet ta draw in an “ocutsice element” of
| dangerous people from other ciies who usa the services Bnd then placa a
burden on tha heat community. To the exent that this Is fnsa at all, its

Vs lack of & clink ingi—as|r aariler, our owr
resigants are forced to go o Hartford to recelve dally treatments, making
therm much less likely to stay in recovery. Anyona under tha Impression that
eddiction fs not a problem that I3 Middletown's to solve as much as it is
Hartford's, Meriden's, New Britaln's, er Bridgeport's problemn has a jot to
lzam about the oplald exdsls, about treatmant and recovery, and about
Middlgtown.

Addiction ls not an Indivicugad moral falfing, It Is a deadly disease. Ta the

axtent it ks any king of mota) failing, I¢ 15 a collective mova! falling, & moral

falling of a soclety that allows It to perslst, desplte having the resources 1o

gddress it Many of our nelghbors, our friends, our families=- our

; consttuents= are strugglleg with addiction. Virtually all of our constitents

1 know and fove somacne who has struggled with R And too many, far tco

i many, have lost these loved ones hecause of it, Wa've leamed a kot this year

© about how wishing away 8 diseasa 13 aol a publk: health strategy. Prevention

i Is critical, and o Is treatment.

;A few days ago, August 31, was Intemationsl Overdose Awareness Cay,
Middlatown experenced 17 overdese deaths In 2018, 18 In 2018, and 18 In

2047, There has boen a lot of rhatoric, locally and nationally, In thosa years
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Below is the statement | gave to the

ﬁd Zoning Commission at
:Advanced Recovery's

]
i

3e
o g

itis

Sity charter, even if | wanted
ision other than that | am

mail from someone | know
‘A health, This was somecne
oficy world surrounding

a medically-assisted

| Hartford where, he was

i 1o receive treatment. He

¢ alown would travel all the way

ild that it's because
VAT clinics from being
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i

ivironments in the

pﬁ@j&i}){qr@gﬁﬁg of, g\%ﬂ{g&gﬂ_igﬁ [EEE;EE?{EE-.TO the extent this was ever true,
tisedainlyaqt true today. Sludy after study has shown that MAT clinics do

patdnake ssigbborhoods unsafe, and are associated wilh lower levels of
crime than other ypes of businesses like package stores or cenvenience

steres.

Another is that clinics are a magnet to draw in an “sutside element” of
dangerous people from ether cities who use the senvices and then place a
burden on the host community. To the extent that this is true at all, it's
Middietown's lack of a clinic causing it- as [ menlioned earlier, our own
residents are forced o go to Hartford to receive daily treatments, making
them much less likely to stay in recovery. Anyone under the impression that
addiction is not a problem that is Middletown's to solve as much asiitis
Harfford's, Meriden’s, New Brilain’s, or Bridgeport's problem has a ot to
learn about the opivid crisis, about treatment and recovery, and about

Middletown.

Addiction 15 not an individual moral failing. It is a deadly disease. To the
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Ben Florsheim - Below is the statement I gave to the... | Facebook

extent it is any kind of meral failing, it is a collective moral tailing, a moral
failing of a society that allows it to persist, despite having the resources to
address it. Many of our neighbors, our friends, our families— our
constituents— are struggling with addiction. Virtually all of our constituents
know and love someone who has struggled with it. And too many, far loo
many, have lost those loved ones because of it. We've leamed a lot this year
abaut how wishing away a disease is nof a public health strategy. Prevention
is critical, and so is treatment.

A few days ago, August 31, was Intemalional Overdose Awareness Day,
Middletown experienced 17 overdose deaths in 2019, 18 in 2018, and 18 in
2017. There has been 2 [ot of thetoric, locally and nationally, in those years
about the ravages ¢f the opioid crisis and the pressing need to “do
something™— but despile all that awareness-raising, the actual do-something
part has not been happening, at least not enough to move the numbers,

This evening is an epportunity to de something— the right thing, People are
in need of treatment, and they deserve to be able to get it in their own
community. We do not require our residents to go te Hariford to get COVID-
19 treatment. We shouldn't be doing that for people with substance use
disorders either.

Thank you for your time this evening and for your work on behalf of our city.

QO%
198
57 Comments 14 Shares

A) Share
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Amy:Di-Mauro Thank you s6 much for being cutspoken and advocating
. for your conslituents-in this way, Your passion was cléartohight and {

< respect your leadership and forward thinking around the need for an H
. evidénce based trealment that only a select few can provide. Being able .
I teincreiase the ease of access to such a life saving treaiment is ;
- something we can be proud of and stand behind. 4 '

; v me s e e 035
1d - Edited
¢ Lori Davis Amy Di Mauro The proposed [ocation is completely
| inappropriate, i -
e Ao s rar mer o e e e e e e i e e e L 0 1
1d

Q { Thea Efizabeth Thank you, A millien times thank you. You are kind,

| open minded and exaclly the kind of leader needed! As & nurse inane of |
: the clinics ) can tek you that reasonable access 1o a clinic makes a huge

. difference in the ability of an individual to reach sobriety. The

: misconceptions about are clients aré so far off. They are 5o strong and

+ amazing. They are there to get help, not cause trouble, Thank you for

. seelng thisand advocating for them! L
. a e e m e eee e nwi e e es me e e s e e . 03

1d - -
" Amy Michaels-Purchit | wish | saw this post yesterday sinca | don't think
i many people will see my commenttaday. | worked in counseling-at ;
! various MAT-cliriics for yéars: The coricemns here seem to focus on
. ‘medical emergencies and-on traffic. MAT clinics have a nursing staff and
i a nursing director on site because the clinic is considerad a medical
facility. There is also a medical direclor overseeing patient-care, This
! team can address any urgent issues imniediately and make sure the
: patient gets to anather facility like a hospital if needed (something that
© really doesn't happen that often). As far as traffic, there just aren't big
i groups of cars pouring out of a MAT clinic, Many MAT patients are in

iposts/6030145367448287_tn__ =K-R[911/2020 3:50:08 PM]
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hups:ivoww.facebook.com/BenForMiddk town/posts/6080145367448287__1n_

" long-term treatment and don't go in every day - for example, they may
i only go in once-a week to pick up medicalion. And even at more
+ crowded times like 5:30am when the facility opens for dosing and you

i might see a line of peaple going in, they have to wait to have medication

. dispensed, or take a drug test, see their counselor, get their vitals taken
! because they just went down on their medication dose, etc, So they're

! leaving at staggered times. And yes, | can confirm that the vast majority
* are leaving 1o head fo jobs: as teachers, mechanics, medical

: professionals, while-callar executives, restaurant workers, stay-at-homie

: moms. Addiction crosses ALL, lines, and providing safe, effective
treatment that is more %kely {o keep people in recovery is a valuable
. addition to our community!

Th

* 1o dothe right thing. The morming traffis could cause a bit of a problem.
Thay have & small parking lot, and @ narrow driveway. Even if thay will

- enly be doing most of their business between the hours of Gam-

© ©:30(ish), Rt 86 is a state highway, and to my knowledgs, when an

| accident oocurs, of a breakdown, or-911 is called because of an

: accident, there will be a wait time for the state police to amive. My point

. is that | would hope a better focation, away from RE 66, with a parking

. lot, might be a better option, still located here in town, Keep in mind,

. when fheré is an accident on 91, the fraffic comes to a standstill on 66. |
!we nght off of Rt €6 and some days. yuu have lo nghl to go [eﬂ.

1d
o "L orl Davis Kim Vil Girven Traffic will be blg problem Aswellas”
. mcreased crime,
N [ ,01
1d

@ { Diane-Frances Champégne Kim Viet Girven So when they fix
i your traffi ic issue, mll you supporl ll?

Thursday, Septamber 10, 2020 at 813 PM

ort Daws Dlane—Frances Champagna The trafﬁc issue \M|| never

. be fixad. 1t will enly gat worse, Have you noticed all the new

i businesses that have opened en Washington Stin the last year

. and a half that are about a #/2 mile down the road from this

: proposal? MedExpress, mozzicato's, Chipotle, car parts store,

+ haircut ptace. And coming: a new smoke shop and possibly a

- bagel place. My hotise sits on a hill just above Washington St.

: 300 feet from the proposed location, | see the traffic ALL DAY

: LONGE It's constant, Sericisly. Idonteven understand why
therre trymg to pul thls Lhere

19h

@

. it goes. ] merely suggested a lass busy section and maybe not
: necessarily on Rte 66, Tvote yes! -

17h

@& / Kim Viel Girven Lori Davis why do you think it will be an increase A

i in crime? Have you ever seen the people that actually go to a

. elinic in the momings? Thiey are carpenters, stare clerks, family

; people, bankers, lawyers, Sens, daughters. Brothers, sisters,

: moms and dads. Thay are pecple who are trying to get to work in

: the moming, or back home ta get the kids orl the bus. Maybe not - |

. all of them, but 'l bet the majority of them. [ used to drive for a
: company that was paid for, by the slate, to actually transport
these folks, out of town, just to get their prescribed dases, and

> then bring them back home'so they can get ready for work.

: Before dawn. [none of the towns mentioned below. Never once

=K-R[9/11/2020 3:50:08 PM]

i Kim Viel Girvan. Thank you Mr Mayorfor your input. t agree that we need K

;".Kim Viel Girven Diane-Frances Chan;lpagne | suppostit, whereverm |
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. feeling or belng threatened. These are people who are fighting an ) : o . L E .
addiction disease. | could go on and on. And believe ma, they : - Co . - : . - . -

i come and go-very.quickly, and do not hang arcund once they got T T o :

+‘Iheir doses, I don't believe there will ba any change in crime inhe

. aroa. But you can perhaps getageass to arime reporis, in and

i around the ares, in'Hartford, New Brilain, New Haven or

: Bridgeport, especially i you are concermed about an uptick in EE . R : K o : i

i crime. ' S o - : e - :

17h
Q " Lari Davis Kim Viel Girven A police officer that speke at the public
© hearing corroborate d the fact that there is erime assaciated with

"-these clinics. And a few other people cited studies that found an
'._ increase in crime around dlspensanes

15h

@ / Delita Marie Rese-Daniels Thank you Mayor Florsheir for your . et R ’ e o )
. statemant - well stated. Access to caze of any juncture shauld not be a ’ . _ o o .
+"barrier anywhere mcIudlng our town! ; L 3 ST o -

Sitobiihiibb el @

1d

@ ; Ag Fazzmo Thank you, Mr Mayor for speakmg up fnr peopla Mlo don't )
5 a1ways have a voice.

21h

PRI T DT LT ; S 7 Ann Lindstram Thark you. My 28 yr old daughter was one of those
R S e R S deaths in Middletown in 2017. She had no way to get herself to Hartford
[ Tooen LT S . o get Methadone and that definitely played a faclor in her death. 1 . - - . . . . : : :

Tl il o . ’ : appreciate the efforts being made to open a clinic in Middletown, It is : ' ) : - ' : : L
- very much needed. If addiction was a choice we wauldn't see so many : ’ ’ : o o

. struggling or dying, R

19

D:ane-Frances Champagne Ann Lmdstrom I am so sorryforyour K
! Ioss No one shauld be put through that klnd of negIer.L ' e

e SO - 1

1d
Cnshe Kruvka I ﬁ'nnk lt's avery bad Iocahon cho:ce wnh th busy Roule
! 6635, lts hard to get in and out of the spot now, imagine then. Also the
current business that is open there will close which gives a close friend
of mine a job ta provide for his family. Alsa dor't we currently have a

. cliniz on saybrook road sormewhere ot
T [ O ,og =
id !
: { William W!son hﬂps n'.'rootcenter orglmzddlemm-chmcl at 520 :
Saybrook Rd
- Root Genler for Advanced Recovery 3 S T o ; o R : :
; i
: ! :
; ROCTCENTER.ORG '
i Middletown Clinic - Root Center for Advanced
\ Recovery / ;
1d H

https:fhwww facebook.com/BenForMiddlctown/posts/6080 145367448287 tn_ =K-R[9/11/2020 3:50:08 PM]



Ben Florsheim = Belaw is the statement I gave 1o the... | Facebook

https:fiwww. £z

BenFarMiddl

/posts/6080145367448287_tn__

e chhael Sulherland tsnt expansion of thew exnshng cI:mc on Saybmok
: Road a batter option? It's part of a medical facility {0 address a medical
; issue and woeulen't impact adjacent businesses or residences in that
Iocatlon

Two MATSs in one relatively small city on opposite sides doasn't serve
the constituents well.

Expansmn of the ex.lshng Ioca!lon {vs zoning for a new ong) seems like
. aviable slternative.

SIS e e e e oas'

id

@ ! Calte Berg Mlchael Sutherland the current c!mlc is nnt large

! enough and already open for business | doubt ihat they will

1 expand that ene allhough | don't disagree. | mysalf as an MAT
clignt at the new Britain clinic {(even though 1 five in Middletown)
; 'was saddened lo find out they are only offering one of many

: of medication assisted treatment, Usually these clinics are putin  *
i asingle building as to not dishurb other businesses and to keep

. anoaymity of patients, I'm quite surprised that clinic was even

;" located there however 1 think it's mose of an appointment based
. approach vs a clinic where there could be lines of people waiting,
. Anyhow, my point is 1 do agree maybe it could be moved to a

- betier area. However | am all for the clinic being added in by any

. Mmeans necessary! o

1d

@ Canie Berg Ti‘.ank you lhank yuu, thank you' I have been in recovery for B
j over 7 years myself and MAT had been a HUGE part of finally staying
¢ the coursel All of these stereotypes need to end, we NEED to break the
: stigma and help these people not shame them! All of the shame and
. lack of access to treatments it certain areas is what jeads to even mora -
. deathsl-More children without their parents; mere parents without their
- childrenl 1 understand traffic can be an issue but fer the people who are
. more worried about that; imagine it's your child who needs that very

i MAT clinic to save their ife! Thank you for all' yoU're doing Mr Mayor, §
., am proud fo bea Mzdd!elown Resm!entl ,E‘ A s
e am T e e are e e, S A.,,,h,.u@a

14

@ Thaa Elnzabelh | understand everyone s concerns about trafr [id and ':
+ location. | can promise you that witty the strong and experienced leaders -~
plannmg this pro;ecl 'lhey will work out lhnse issues,

e e e B 033
d
@ -Vane'ssa Mae Cardella Proud to live in the town you're leading. Thank
- you, i -

e e i e e e s e e i i e om _.0%3
1d

° Dave Durbln s Jusi from a privacy standpomt poirt it should be mcved
to the facility on Saybrook rd .as they are better prepared far any

. medical emergency should one arise,as well as anonymity with as many :
: people that use that facility people would just blend in, o
e e e e e e L ,..02

1d
/ William Wilson We have.a Medical zone on Saybrook Rd in Middletown
i and that is where the facility should go; not on Washington St near two
I small busnnesses and small row houses L

1d

. "',Jeff Myjak That is a terrible location for the clinie, And as [ understand it, =

=K-R[9/1172020 3:50:08 PM]

 treatments there which again leads to less access of other routes




Ben Florsheim - Below is the statement I gave to the... | Facebook

" "l wilitorce fhe diher business in‘that building to clogé as they will no’ T T T T . o
: Janger bezoned to operate 1here S - - . ' . ’ S
[P . . B ,..\05 - -
1d
" James Demetsiadas Jeff Myjak ro businesses would beforcad 1o .
; close becausa ofa zomng change ‘Whal's your source for thal‘> ’ :
S i s Hm e e me e s e — 01 H
W - !
:' Wendy Jessen Sheil James Demetriades the business currently
| at 392 wild be forcad out of that location in order far the clinic to
‘ move in. They will be taking the entire building for their use.
1d
Verna Queliette Eflam | lost someone very dear 1o me who might have
been helped wilh what MAT is offering. | agree that Middletown people :
i rieed this treatmént, If voted down couldn't it be available al Rushford or .
. atthe new building on the comer of Main and Grand Streels? ( Serry | !
forgot the name of the bulld‘ ng} N
2D _ . . . :
¢ Diane-Frances Champagne Ben Florsheim, has anyone done a traffic  ° ) : g - Lo . ' R C
: feasibifity study for this site? ILhas been consistently reportedhatthe  * - ) : o . - :
: majority of patrons take public iransportation, but there are many people - | - - . : C o S . . !
: oi here insisting the traffic will be & problem. I'm just wondering if we i : o ' ; s : o cod
i can address this topic to quell all the worried minds. R i
1d
@ Patﬂma Manglm We a!ready have 1he Communlly Healih Cenler :
Add it to that i
* The have bus route and parkmg i
e e :
a ;' Liz Lake Well said, Ben. | couldn’t agree more, and | welcome this MAT )
. clinic in Middletewn, e ;
D T o%z ;
1d¢
@ Lisa Lombardo D:pxro ] agree wnth you and we1come one to M|ddle10wn ;
BUT thal siretch of road is just BAD idea. There appear To be empty :
* buildings /lots down near and across from vicior auto body and Mabil : !
_one—can t it be moved down Lhak way ? . L
S N S e e e ,03
14
+ Joe LaBella Wa currently have & Root Center located in Middletown on
+ 920 Saybrock Rd. Why couldn't the existing location be used? it's
i already up and running, so the methadone and ather treatments could
* start almost immediately.
8h
@ 'Julie Hurlburt I'm sorry to say | was niot aware that our town did nat have . . o _ :
th|s center already I hope changes come seon N . L - Sl LT o _ o . . s i
1d R R e : :
@ L Chns Petersan Well sald! Thanks Mayor F[orshelml
(") Mike Fetton Thank youmayor for this roasoned message. S T S S S

httpsfiwwv. facebook com/BenForMiddl fposts/GUBOI45367448287__tn_ =K-R[9/11/2020 3:50:08 PM]




Ben Florsheim = Below is the statement 1 gave to the.., [

Facebook

2h
{ "Geoﬂ l.uxehberg Thank you for your leadership Ben! Root Genter for .
! Advanced Recovery has done oufstarding work in Manchester and you
. are demonsirating great leadership here, ’

1d
! Jennifer Frazier Chadukiewicz Thank you mayar, -
@ Gabrielle Paige Thank you, mayor.___k-
g )3
. ! Matthew Scamozzo Wl said Ben, *
@ ~ @1
@ Cornie McDaonakd Shakin Well said Mayor!_!_:i

W O

. ; Jay Mortensen Why cant middlesex hospital do it. Doesnt that just make '

. sense

1d

¢ Wt Hewiti-Burr Very well stated 1|

¢ lapprediate alt you do for this community
\1dv L mTmaa e e meme A e e ees e e c 2

@ i Robert Anthony Noonan Great news but location is terrible idea,.',
1.d, . - L B e e ....‘02

O _ Amy Zipf Wefl said.
@ ¢ Alicia Moody-Brown Wl Said
@ 7 Lori Dawvis No one that spoke at the public hearing tonight disputed the

. necessity of @ methadene clinic. Myself included. BUT it is a complelely

" unfeasible, inappropriate location. It is a medicalrelated function and

! should be located on a medical-related campus. Why aren't they locking

| {o'expand their clinic at 520 Saybreok Rd.-and dispense methadone
there? Plenty of parking; accessible'via public transportation. Orhow
! ‘abouf the emply buildings at CVH? A methadone dispensary doasn’t
1-belangen an already over-burdened roadway, in proximity of a

]

* Universitylresidentiall business aréa , 'and just 7 blocks up from Main St,__“,i

SN R v ¥
1d

("7 Judy Hoffman Leri Davis [ tolally agree.
'\1~d A S w.—oz
@ { Cindy Ressler wall said. .
-\i“ eaa e s e e 0 1

O 7 Karla Woods Yes, yes, yes please

https:/aww. facebook.com/BenForMiddletown/posts/6080145367448287__n_ =K-R[9/11/2020 3:50:08 PM)




Ben Florsheim - Below is the statement 1 gave to the... | Facebook

* Katle Chesanek 18
‘1ti ST o.‘

@ , Karen Springman Crain Why do we need another clinic of this nature? -

1l
¢+ Wendy Jessen Sheil | agree with all you said, Mayor, Just not at this
* location. Not anywhere on Washington Streat, 1 feel for everyone
« -involved. People trying to access the clinic should not have to deal wilh-
. the traffic and challenges of a major throughway in our tawn. ¥m
. cancerned for the residents that spake up - ey matter too,
} ‘Thare is much that is misunderstood about the dlinic and what it offers
* and it's impact on an area but | truly think the biggest issue is that there
! 'is & better Jocation for this in Middletown. 1 didn’t hear anyone speak
i tonight at the mesting about not wanting it in Middletown - [ did hear
: many a requast for a beiter location, for all involved. | T
» Fult diselosure-- my husbands business is Fine Tunes Car Audic and
* Auto Repair {30+ years in businass} that witl be ousted from 392 if this is |
; approved. However, he is already in the process of trying to find anather !
! location. The owner and developer has made it abundently clear for a
" long time that this woukd bie necessary, Qor biggest coneemn is not for
* our business but for the'surrounding businesses and residents, We are
. hearing their concerns andg trying to support them best we can, Sk
_ Uttimately, in order to support Middletown residents (and not outside -
: entities} | think we would be wise fo at least help these folks consider
and seek out an alternate location that would be better for the clients it
* will ulimately serve. | have someone near and dear to ma that dealt with :
; heroine addiction an they shared with me that they teo thought there
| would be a'better option than this. )
; Again, | see Middletown as a caring and supportive place for all its
: people and we need to ensure that the decision works for as many folks
. as it possibly can, | think this is possible somewhere olher than 302
‘ Washington Strest. i
e e e s a i aimis a S mem e aata e e e me s e e e e e s ..02 ,i
. ]

1d - Edited
{ Jugy Scovill Sienna Thank you
W @
Susan Glass Jeff Drewniany If | had a business, | would welceme this
i enterprise into my neighborhbod, and asa homeowner, | have NO
¢ PROBLEM with it being within mile of my house, L

1d

9 ;' ‘Sarah Eve Thank you for being a volice for group that society at large
. ignares, stigmalizes and villainize,

1d

htips:fAvwv.facebook.com/BenForMiddlctown/posts/6080 145367443287 tn_ =K-R[9/11/2020 3:50:08% PM]
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Rights

INTRODUCTION

This brochure explains the Federal laws that prohibit disctimination against
individuals with disabilities and how they protect people receiving Medication-
Assisted Treatment for opioid addiction (also known as “MAT”). MAT
includes a medication (e.g., methadone, buptenotphine, oral naltrexone)
approved by the U.S. Food and Drug Administration (FDA) for opioid
addiction detoxification ot maintenance treatment.

Individuals in MAT often face discrimination despite laws that plainly prohibit
it. This discrimination is largely due to lack of knowledge about MAT’s value,
effectiveness and safety, and a lack of knowledge about the anti-discrimination
laws that protect people in MAT. Discrimination is also common because
people in MAT frequently do not have the tools necessaty to educate
employers, landlotds, courts, and others about MAT and televant legal
protections.

What is the purpose of this brochure? ‘This brochute aims to teduce disctrimination
by giving people in MAT (and their advocates) basic information necessaty to
exercise their rights or, at a minimum, know where to turn for help. It also
seeks to reduce discrimination by educating those who might discriminate
(e.g., employets, housing providers, and govetnment agencies) about such
laws, as well as about MAT itself.



Who should read this brockure? People who are in MAT and their families,
friends, and advocates who want to know their rights under Federal anti-
disctimination laws. Itis also for employers, landlotds, health care providers,
govetnment agencies, and others who are required to comply with anti-
discrimination laws that protect people with disabilities.

What topics does this brochure cover?

¢ GENERAL INFORMATION ABOQUT MAT
—  WHATIS MAT? ‘
— HOW DO METHADONE AND BUPRENORPHINE WORK?

— DO METHADONE AND BUPRENORPHINE IMPAIR PHYSICAL OR
MENTAL FUNCTIONING?

e FEDERAL NON-DISCRIMINATION LAWS THAT PROTECT
PEOPLE IN MAT
—  WHO IS AND IS NOT PROTECTED BY THESE LAWS
~-  HOW THESE PROTECTIONS WORK IN —
0 EMPLOYMENT
o HOUSING — INCLUDING RESIDENCES FOR PEOPLE IN
RECOVERY
o (GOVERNMENT ACTIVITIES, BENEFITS AND SERVICES —
INCLUDING THE CHILD WELFARE SYSTEM, PROBATION AND
PAROLE, ZONING, AND THE ISSUANCE OF DRIVERS
LICENSES ‘
© PRIVATE EDUCATIONAL, HEALTH CARE AND OTHER
FACILITIES (ALSO CALLED “PUBLIC ACCOMMODATIONS”)

e HOW PEOPLE IN MAT CAN PROTECT THEIR RIGHTS
UNDER THESE FEDERAL LAWS.

This brochure complements the publication, Are Yox in Recovery from Aleobol or

Drug Problems? Know Your Rights available on the Partners for Recovery Web

site, http:/ /www.pfr.samhsa.gov. The Know Your Rights brochure focuses broadly on
laws that protect people in recovery from alcohol or drug addiction. This
publication discusses how these laws specifically protect people in MAT.



GENERAL INFORMATION ABOUT MEDICATION-
‘ASSISTED TREATMENT (MAT)

What is Medication-Assisted Treatment?

Medication-Assisted Treatment (MAT) is treatment for opioid addiction that
uses medications such as methadone or buptrenorphine to treat addiction to
short-acting opioids, such as heroin, morphine and codeine, as well as
synthetic opioids, including oxycodone, OxyContin®, and hydrocodone.?
MAT operates to normalize brain chemistry, block the euphoric effects of
opioids, relieve physiological cravings, and normalize body functions without
the negative effects of the short-acting drugs of abuse. Patients who receive
treatment in an Opioid Treatment Program (OTP) are required by Federal
regulations to receive medical, counseling, vocational, educational, and other
assessment and treatment services, in addition to the medication for the opioid
addiction.?

Methadone, when used in MAT, can only be dispensed (not presctibed) in an
OTP. Buprenorphine can also be dispensed in an OTP. OTPs ate any treatment
program certified by the Substance Abuse and Mental Health Setvices
Administration (SAMHSA) in conformance with Title 42 of the Code of Federal
Regulatons (C.F.R.), Patt 8, to provide supetvised assessment and medication-
assisted treatment for patients who are opioid addicted. An OTP can existin a
number of levels of care and settings, including, but not limited to, intensive
outpatient, residential, and hospital settings.

The Drug Addiction Treatment Act of 2000 permits physicians who meet
certain qualifications to provide office-based treatment for opioid addiction
using buprenotphine. Buprenorphine, like methadone, when taken in stable
doses as part of a medically supervised treatment plan, permits the patient to

L Though the term “MAT” can also encompass treatment for drug and alcohol
addiction with other redications, this brochure focuses only on the use of
methadone and buprenorphine to treat opioid addiction. This is because
individuals receiving treatment with methadone — and more recently
buprenorphine — face significant stigma due to the stigmatizing nature of the
underlying opioid addiction. This brochure’s discussion of methadone refers
exclusively to methadone used to treat opioid addiction and not to methadone
used to treat pain.

12

The Federal regulation requiring these services can be found at Title 42 of the
Code of Federal Regulations (C.F.R) § 8.12(f).



lead a normal and productive life without any of the natcotic effects of heroin
ot other opioids of abuse. Buprenotphine is generally administered daily, but
sometimes can be administered on alternate days.

How Do Methadonie and Buprenorphine Work?

Methadone and buprenorphine, when administered at the appropriate dose,
“occupy” the brain receptor sites affected by heroin and other opioids. As a tresult,
they suppress withdrawal symptoms, block the euphotic and sedating effects of
opioids, and telieve the craving for opioids that is a major factot in relapse.?
Methadone and buptenorphine are long-acting opioids and pharmacologically
dissimilar from short-acting opioid such as heroin and oxycodone or hydrocodone.
With stable dosing and in the absence of other medications that may produce
euphoria or sedation, these medications do not cause euphotia ot intoxication, thus
allowing a petson to lead a normal life. "The appropriate dose is determined by a
certified health care professional in conjunction with the patient and is calibrated to
the individual’s medical and physiological needs. Once individuals are stabilized on
the appropriate dose, they may be maintained on that dose for as long as medically
necessaty, as is the case with other medications for chronic health conditions.

MAT does not “substitute one drug for another.” This is in conttast to the
extreme highs and lows that result from the waxing and waning in blood levels
of short-acting opioids. Instead, these medications relieve withdrawal
symptoms and physiological cravings and bring about a biochemical balance in
the body. They help people return to physical and psychological stability, and
live their lives just like anyone else.

People unfamiliar with the science of MAT sometimes question why an
individual is taking what is perceived as a high dose of methadone. Dosing,
howevet, is an individualized medical decision. Most patients tequite a dose of
60-120 milligrams per day and patients on higher doses ate shown to stay in
treatment longer and use less heroin and other drugs than those on lower
doses.* Pre-conceived attitudes about dosing that are based on any tationale
other than scientific evidence detract from the potential value of MAT.

3 Methadone is administered as a liquid that a person drinks and buprenorphine is a
“sublingual” tablet that a person places under her tongue.

+  Centers for Disease Control and Prevention (February 2002), Methadone
Maintenance Treatment, IDU/HIV Prevention,

http://www.cde.gov/idu/ facts/Methadone.him.



Do Methadone and Buprenorphine Impair Physical or Mental
Functioning?

When provided at the appropriate dose to 2 person stabilized on methadone
ot buprenorphine, these medications have no adverse effects on intelligence,
mental capability, physical functoning, or employability. Research studies
demonstrate that MAT patients are comparable to non-patients in reaction
time and their ability to learn, focus, and make complex judgments. MAT
patients do well in a wide array of work settings, including professional
positions, service occupations, and skilled, technical, and support jobs. MAT
‘patients are lawyers, engineers, secretaries, truck and taxi drivers, teachers,
computer programmers, and others.

For more information about MAT and driving, read New York State’s Office
of Alcoholism and Substance Abuse’s 1997 publication, “Driving Performance
of Methadone Maintenance Patients,” and Legal Action Centet’s 2000
publication, “Methadone Maintenance Treatment: Memorandum on Driving
& Psychomotor Studies and Background Information about Methadone
Treatment.”

Additional information about opioid addiction and MAT is available from a
variety of resources, including:

e  SAMHSA Health Information Network (SHIN) of the United States
Substance Abuse and Mental Health Services Administration
(SAMHSA): http:/ /www.samhsa.gov/SHIN

*  SAMHSA’s Center for Substance Abuse Treatment (CSAT):

htip:/ /~www.csat.samhsa.gov

e  CSAT’s Division of Pharmacologic Therapies (DPT):
http:/ /www.dpt.samhsa.gcov '

¢ CSAT’s Buprenorphine Information Center:

: http:/ /www.buprenorphine.samhsa.cov

e  National Alliance of Methadone Advocates (NAMA):
http:/ S www.methadone.or

® National Alliance of Advocates for Buprenorphine Treatment

(NAABT): htip:/ /www.naabt.org

e  American Association for the Treatment of Opioid Dependence, Inc.

(AATOD): http:/ /www.aatod.org



FEDERAL NON-DISCRIMINATION LAWS PROTECT
PEOPLE IN MAT

1t 75 dllegal to discriminate against people because they are in MAT.

Federal civil rights laws protect qualified “individuals with disabilities” from
disctimination in many areas of life. People in recovery from drug addiction —
including those in MAT — generally are protected from disctimination by the
following statues: ‘

e  Americans with Disabilities Act (ADA)
*  Rehabilitation Act of 1973

¢  Fair Housing Act (FHA)

*  Workforce Investment Act (WIA)

Many States and cities also have non-discrimination laws that protect
individuals with disabilities — including those in MAT. This brochure does not
discuss these laws, but information regarding them is typically available from
the State and city agencies enforcing them.

WHO IS PROTECTED?

The non-disctimination laws mentioned above protect individuals with a
“disability.” Most often, people in MAT are considered individuals with a
“disability.”

Why? Under these Federal laws, an individual with a “disability” is someone
who ~

*  Has a awmvent “physical or mental impairment™ that “substantially
limits” one or mote of that petson’s “major life activities,” such as
caring for one’s self, working, etc., ot

®  Has a record of such a substantially limiting impairment, ox

o Is rggarded as having such an impairment.

Addiction to opioids is an impairment that can and does, for many people,
substantially limit a major life activity. For this reason, many coutts have
found that people in MAT have a 7ecord of an impairment. The same analysis



applies to buprenorphine. Many people also regard people in MAT as having a
substantially limiting impairment.

Example: Elias has been in MAT for two years, following a decade-
long addiction to heroin. He recently worked for six months in the
sales office of a newspaper, but was fired after telling his supetvisor
that he was in MAT. The supetvisor said that the newspaper did not
employ people in methadone programs because “we do not want
drug addicts working here.” Elias has not used heroin — or any drugs
illegally — since he began MA'T two years ago.

Is Elias protected by Federal anti-discrimination laws?

Yes. Elias is an individual with a “disability” because it is clear that
the employer “tegards” him as having a cutrent disability — drug
addiction. He also has a “record” of a disability — addiction to
heroin. :

WHO IS NOT PROTECTED?

People who arently engage in the illegal use of drugs ate not protected under
these non-discrimination laws. For instance, if Elias — from the previous
example — was using cocaine while in MAT, if his cocaine use was the basis of
the employer’s decision to fire him, he would not be protected by these non-
disctimination laws.

But note that even though Federal anti-discrimination laws generally do not
protect individuals who are currently engaging in the illegal use of drugs, they
do protect such individuals from disctimination by health cate providets. Fot
example, if Elias was using cocaine while in MAT, it would be #/gga/ for a
health care provider to deny him surgery or dental care just because he was an
illegal drug user.

HOW DO THESE PROTECTIONS WORK?

Discrimination means treating someone less favorably than someone else
because he or she has a disability, once had a disability, or is regarded — even
erroneously — as having a disability. MAT treats a chronic disease — addiction
— using legally-prescribed medications. It is discrimination for employerts,
landlords, government agencies, and health care and treatment providets to



treat people less favorably because they are in MAT. Tt is also discrimination
to treat people in MAT differently than people who ate presctibed medication
to treat otber disabilities, such as people presctibed insulin for diabetes or
people with high cholesterol who ate prescribed cholesterol-lowering
medication.

Ttreating someone less favorably for teasons other than the person’s disability,
however, is genetally not illegal discrimination. For example, it is #of illegal
disctimination to deny a person a job, setvices, ot admission to a program
because that person — -

¢ Does not meet essential eligibility requirements.
*  Creates a direct threat to health or safety by his/her behavior. Simply
being in MAT does #of pose any health ot safety threat.

* Violates the rules of a workplace, housing facility, or othet progtam
or commits a ctime, including a drug-related crime, when that
misconduct would cause anyone to be disciplined, evicted, or
excluded.

EMPLOYMENT

General rule. Federal law protects peoplé in MAT against job discrimination.
The ADA and the Rehabilitation Act prohibit most employets from fiting,
refusing to hite, ot discriminating in the terms and conditions of employment
against any qualified job applicant or employee on the basis of a disability.
Many courts have ruled that people in MAT have a disability and ate thetefore
protected from discrimination by these laws.

Employers are covered by Federal laws as follows:

® The ADA applies to all State and local govetrnmental units, and to
private employers with 15 ot mote employees.

® The Rehabilitation Act applies to Federal employers and other public
and private employers who receive Federal grants, contracts, or aid.

In general, these covered employers —

®  May not deny a job to or fire a petson simply because he or she is in
MAT.



®  Must provide “reasonable accommodations” when needed to enable
those with a disability to perform their job duties, unless this would
cause the employer undue hardship.

A “reasonable accommodation” is any change in the work envitonment ot in
the way things are customarily done that enables an individual with a disability
to enjoy equal employment opportunities. Examples include:

*  Job restructuring _

e Part-time ot modified work schedules
e  DPermitting a leave of absence

*  Reassignment to a vacant position

An employer is not required to grant an accommodation that causes “undue
hardship” to the employer, meaning significant difficulty or expense. The
employer may suggest an alternative accommodation to the one proposed by
the employee or job applicant.

Excample: Kira works at a hospital from 2:00 p.m. to 10:00 p.m. and has been
teceiving MAT for one yeat. The progtam tequires Kira to pick up the dose
three times a week and is open only from 7:00 a.m. to 2:00 p.m.
Unfortunately, the hospital changed Kira’s shift so that she must wotk from
7:00 a.m. to 3:00 p.m.

Is she entitled to a “reasonable accommodation” of changing to her former shifté

Yes, unless it would cause the hospital an “undue hardship.” Allowing a
schedule change so that Kira could pick up the dose would be a reasonable
accommodation, and her employet should allow it.

For more information on reasonable accommodations, read Are Yo in Recovery
Jrom Aleoho! or Drug Problems? Know Your Rights.

Medical Inquiries and Examinations and Drug Tests. The ADA and
Rehabilitation Act strictly limit what employers may ask about an applicant’s or
employee’s medical conditions and history. These rules are described in detail
in the brochure, Are You in Recovery from Aleohol or Drug Problems? Know Your
Rights. This brochure will discuss drug tests, howevet, because they often are
the way employers learn about a job applicant’s or employee’s participation in
MAT.



Under these Federal laws, a drug test is not consideted a “medical
examination.” Drug tests, therefore, can be administered at any time if all
applicants or employees in a job category ate required to be tested. Certain
drug tests will detect methadone and buprenotphine, and others will not. If
these medications are detected, employets may tequire the individual to
provide documentation that s/he is in MAT. Acceptable documentation could
include a letter from the individual’s physician confitming that the applicant
was presctibed the medications as a part of MAT. If an applicant or employee
does not provide such documentation ot falsely denies patticipation in MAT,
however, it is legal for the employet to deny the position or fire the individual.

Medical Leave. The ADA and Rehabilitation Act, as well as the Family and
Medical Leave Act (FMLA), give employees the tight to take medical leave —
including for alcohol or drug treatment — in cettain citcumstances. Please read
the brochure, Are You in Recovery from Alcobol or Drug Problenss? Know Your
Rights, for a complete discussion of the provisions. Howevet, it is worth
noting that it would be illegal discrimination for an employer to deny someone
such medical leave solely because the treatment sought duting leave was for
MAT.

"HOUSING

‘The Fair Housing Act (FHA) makes it illegal to disctiminate in housing and
real estate transactions because of someone’s disability. People in MAT are
protected from housing discrimination under the FHA — just as are people
with other disabilities. For information on how these housing protections
apply to people in recovery generally, read the brochure, 4re You in Recovery
Sfrom Aleokol or Drug Problems? Kuow Your Rights.

Housing discrimination related to MAT sometimes atises in the context of
residences for individuals in recovety. Individuals who live or want to live in
halfway houses, recovery homes, or other residences for individuals in
tecovety ate sometimes excluded because of their participation in MAT. This
is illegal even though this type of discrimination occuts with some frequency.

‘The FHA applies to residences such as recovety houses because they fall under
the FHA’s definition of “dwelling.” Individuals in MAT ate protected by the
FHA. They also are protected by the ADA if the residence receives State or
local government funding, and by the Rehabilitation Act if the residence
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. receives Federal financial assistance. Accordingly, these residences may neither

categorically exclude people in MAT nor insist that they abstain from MA'T.

Some treatment and recovery residences for individuals in recovety have
policies that make it difficult for individuals in MAT to live there, for example,
policies prohibiting the storage of methadone or buprenorphine at the
residence. Such residences must grant a “reasonable accommodation” for
individuals in MAT, provided the requested accommodation does not require
major financial or administrative commitments that would be considered an
“undue burden.” Examples of reasonable accommodations include:

»  Arranging for the individual to take medication at the OTP,
physician’s office, or another off-site location — when consistent with
the individual’s treatment plan.

*  Storing an individual’s MAT medication in a lock box in the house
and having the individual be personally responsible for it.

*  Arranging to have the housing facility keep MAT medications in a
locked cabinet.

Residences, of course, do not have to accept every individual who applies.
Applicants may be rejected if they refuse to follow non-discriminatoty house
tules such as attending mandatory NA or AA meetings or violate rules
prohibiting drinking or illegal drug use.

Escample: Julia is receiving MA'T for an addiction to OxyContin and
has applied to live in a residence for people in eatly recovety. She is
denied admission because the residence has a policy of refusing to
admit people in MAT. The residence is operated by a non-profit
organization that runs many such residences.

I that illegal discrintination?

Yes. Julia is an individual with a “disability” because she is in
tecovery from an addiction to OxyContin and is in MAT. Excluding
her because of her participation in MAT is illegal discrimination,

- assuming that Julia meets the residence’s other eligibility
requirements. ‘

The anti-discrimination laws that apply to the residence include the
Fair Housing Act and, if the residence receives Federal funding, the

1



Rehabilitation Act. If the residence were operated by a local ot State
government, it would be governed by the ADA as well.

GOVERNMENT ACTIVITIES, BENEFITS, AND
SERVICES

The ADA and Rehabilitation Act protect a petson in MAT from
discrimination by the government in its —

e  Services— such as health or social services and education and
training programs _

¢  Benefit programs — like welfare or child care assistance and other
forms of financial assistance, such as student loans

* Activities - like probation and patole, zoning, occupational licensing,
and driver’s licensing

If an individual is “qualified” — meaning the individual meets the eligibility
requirements of the program or activity involved — the individual may not be |
denied the opportunity to patticipate in ot be denied benefits ftom these and
other public setvices, benefit programs or governmental activities because of a
disability. Additionally, individuals in MAT may not be treated less favorably
than other individuals simply because they are patticipating in MATT.

Child Weltare System. May judges, prosecuting attorneys, and others in the child
welfare system require parents to end their participation in MAT in order fo get their
children back or to keep their children?

No. Courts and other government agencies tmay not single out people in MAT
and requite them to stop taking legally prescribed medications. Such a
requirement would be no different than telling an insulin-dependent, diabetic
patent that she may not have her children back unless she stops taking insulin
and addresses her diabetes through nutrition and exetcise alone. Courts may,
however, require people in MAT to comply with treatment requitements.

Probation and Parole. May a probation or parole officer or conrt require individuals to
end their partisipation in MLAT as a condition of their compliance with parole or probation?

No. As in the child welfare system, probatibners and parolees in MAT may

not be singled out for different treatment solely because of their participation
in MAT.
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Zoning May local governments pass ordinances that probibit the siting of MAT
programs?

Npo. Local governments may not use zoning laws to discriminate against MAT
programs, even if there is strong neighborhood opposition to the siting of the
facility. Zoning laws that prohibit MAT programs or restrict their location
generally violate Federal law. Zoning practices that treat MAT programs
differently from other entities also violate Federal law.

Example: A methadone program wants to open a new facility in a
mixed use district. Methadone programs fall under the zoning code’s
definiton of a “medical facility,” and that use is permitted in that
district. Community leaders ate wortied that the program will bring
more ctime into the area. They convince local legislatots to enact an
ordinance banning the siting of methadone programs in that district.

Is that illegal discrimination?

Yes. The ADA prohibits local governments from enacting laws that
single out methadone programs and treat them differently from other
medical facilities.

Dirriver’s Licenses. May a depariment of motor vebicles require an individual cba};ged
with DUI tg end his participation in MLAT in order to get his license reinstated?

No. Requiting an individual to end his participation in MAT — and pethaps to
attend a drug treatment program that does not use medication — violates
Fedetal anti-disctimination laws. Note, however, that Federal regulations
pertaining to the issuance of commercial drivers licenses do disqualify
individuals in MAT. Though these rules might appeat to conflict with Federal
anti-discrimination laws, they are enforceable because of the rules concerning
conflicting Federal laws. '

Despite the protections outlined above, some government entities do
discriminate. For information about what to do when faced with such
discrimination in the child welfare and ctiminal justice systems, read the
brochure, Educating Courts and Other Government Agencies Abont Methadone, wtitten
by the Legal Action Center and available on the Legal Action Centet’s Web
site, htip://lac.org/index.php/lac/130.
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Commercial Drivers Licenses. Regulations implemented by the Federal Highway
Administration of the United States Department of Transpottation (DOT)
disqualify individuals from receiving an intetstate commercial driver’s license if
they ate taking methadone. Consequently, it is 7o# illegal discrimination for DOT
to deny an interstate commetcial dtiver’s license to someone because of their
patticipation in MAT. The tegulations do not address buprenotphine.
Commercial drivet’s licenses for iutrastate (within one State) driving are
determined by State laws, which may vaty.

PRIVATE EDUCATIONAL, HEALTH CARE, AND
OTHER FACILITTES

Many ptivate educational institutions, setvice providers, and other facilities
must comply with Federal laws protecting people with disabilities from
discrimination — including people in MAT. The ADA’s anti-discrimination
requitements apply to “public accommodations,” which is defined as private
facilities that provide goods or setvices to the public. They include:

¢  Schools and univetsities
¢  Hospitals, clinics, and health care providets

*  Social service agencies, including homeless shelters, day care centets,
and senior centets

Private service providers that receive Federal grants, contracts, or aid must
comply with the same non-discrimination requitements under the
Rehabilitatton Act.

Public accommodations (and other private entities covered by the
Rehabilitation Act) must not disctiminate in offeting ot providing their goods
ot setvices against individuals on the basis of theit past, cutrent or perceived
disability. This means they must ensure individuals enjoy equal opportunity to
patticipate and benefit from the facility’s goods and setvices, and receive
goods or setvices in the most integrated setting possible.

Example. Susan went to her friend’s primary care doctor because she
had a terrible headache. On the medical history questionnaire, she
wrote that she is in MAT using methadone. The doctor refused to
examine Susan because “we do not treat people on methadone” and
said that she should go to the local health department instead.

14



Was that illegal discrimination?

Yes. Health care providers are “public éccommodations” under the
ADA and may not refuse to provide health setvices to individuals
solely because they participate in MAT.

HOW PEOPLE IN MAT CAN PROTECT THEIR
RIGHTS

Can people do anything to protect their rights under these Federal non-discrimination laws?

Yes. People who face discrimination because they are in MAT can challenge
the violation of their rights in one ot both of the following ways:

15

File a complaint with one of the Federal agencies authorized to
investigate and remedy violations of the disability discrimination laws.
People do #ot need a lawyer to do this, and it can be faster and easiet
than a lawsuit and result in the same remedies. Bzuz note: the filing
deadline is typically 780 days after the disctiminatory act. Contact
information for the relevant agencies is as follows:

o Employment cases: Equal Employment Opportunity
Commission (EEOC). File a complaint with the neatest field
office, which can be located at http://www.eeoc.gov. Or call
(800) 669-4000 (voice) or (800) 669-6820 (ITY).

0  Public Accommodations: United States Depattment of Justice
DO, (800) 514-0301, http://www.ada.gov. '

o Housing: United States Department of Housing and Utban
Development (HUD), (800) 877-0246, http://www.hud.gov.

In most (but not all) cases, people may also file a lawsuit in Federal or
State court, 1n addition to or instead of filing an administrative
complaint. Deadlines vaty from one to three years.

Contact the State agency that oversees alcohol and drug treatment
programs. They may know of local resources and be able to provide
information to educate employers, government agencies, and others
who are discriminating. The Directory of the Single State Agencies



for Substance Abuse Services is accessible thtough the SAMHSA
Web site, http://www.samhsa.gov/Grants/ssadirectory.pdf.

¢  Contact the State and/or local agency that enfotces State and/or
local anti-discrimination laws. Every State has an agency charged
with enforcing State anti-discrimination laws. Some cities have them
as well. You might be able to locate the agency in your State or city
by asking your local or regional EEOC office (see contact
information above), ot yout State’s Attotney General’s office. You
can also try an Internet search typing the name of you state or city
and the wotds “human rights agency.”

What benefit can someone get from filing a complaint ot lawsuit? Those
found liable for discrimination may be directed to stop disctiminating, enact
new policies, and/ot pay money to the individual who suffered discrimination
to compensate for out-of-pocket losses and other harm.

CONCLUSION AND ADDITIONAL RESOURCES

It is illegal to discriminate against people because they are in MAT. Federal
laws prohibit such discrimination in employment, housing, public
accommodations, and government setvices. A lack of understanding about
MAT — methadone in particular —is often the root cause of such
discrimination. This brochure as well as the resources it references should
help address concerns by employets and othets who might otherwise
discriminate.

In the event that discrimination cannot be prevented through education, legal
means ate available through complaints with government agencies and lawsuits
in coutt.

For a copy of the ADA, visit the Department of Justice’s website at

http:/ /www.ada.gov/pubs/ada.htm. For othet tesources on the information

covered in this brochure, visit SAMHSA’s websites:

http:/ /www.dpt.samhsa.gov and http:/ /buprenotrphine.samhsa.gov.

Resoutces also ate available from private, non-profit organizations including
the American Association for the Treattment of Opioid Dependence

(AATOD), http://www.aatod.org: Legal Action Centert, http://www.lac.org,

National Alliance of Advocates for Buprenorphine Treatment (NAABT),
http://www.naabt.org; National Alliance of Methadone Advocates INAMA),

16



http:/ /www.methadone.org; and Patient Support & Community Education
Project (PSCEP), http://www.methadone.net/patient suppott project.htm.
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