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EXECUTIVE SUMMARY
If your treatment center or clinic sees detox-eligible patients and sends them somewhere else for detox, you are almost certainly losing patients, revenue, and downstream treatment episodes you have already paid to acquire.

1. The problem: 77% of patients sent to outside detox never return to the referring facility. Each lost patient costs up to $30,000 in marketing and lost downstream revenue.
1. The opportunity: An in-house ambulatory detox line, built on a conservative $425/day baseline, generates $38,000–$127,000+ per month from patients you already see — before add-on residential, IOP, or PHP revenue.
1. The blocker: Operational and billing complexity stops 20–25% of interested centers from ever launching. They want to do it. They can afford it. They get overwhelmed by the systems required to track, bill, and stay compliant.
1. The solution: An ASAM-aligned ambulatory detox protocol paired with an AI-backed training, reporting, and monitoring platform that removes the operational burden and makes the program sustainable from day one.
1. The next step: An Ambulatory Detox Growth Map Session — 45 minutes to build a custom 12-month projection using your census, check feasibility, and get a clear yes or no.

	REQUEST YOUR AMBULATORY DETOX GROWTH MAP SESSION
In 45 minutes, we plug your real numbers into the model and tell you whether it pencils out.
If it doesn’t, we’ll tell you in the first 15 minutes and end the call.
Mike Webb  |  B&W Consultants  |  801-679-9266
Robert Randall  |  BH Technology  |  714-698-9919
robert@bhtechnology.org




WHY YOUR CURRENT DETOX PATH IS COSTING YOU
Most treatment centers and clinics see detox-eligible patients every week. These patients walk in your front door, need detoxification before they can begin or continue treatment, and then get sent to a hospital or competing program for that detox.
Here is what happens next:

	77% of patients sent out for detox never return to your facility.
They complete detox somewhere else, get connected to a different program, and never come back for the residential, IOP, or outpatient episodes you were counting on.



The Financial Impact You May Not Be Tracking
1. $17,000–$21,000+ in lost revenue per patient who doesn’t return for ongoing treatment (national average).
1. Up to $30,000 total cost to replace each lost patient through marketing and acquisition.
1. $63,000 per month in estimated losses if you’re sending just 3 patients per month to outside detox.

Meanwhile, traditional medical detox — building an in-house inpatient unit — requires:
1. $250,000–$500,000+ in setup (oxygen systems, crash carts, medical beds, 24/7 staffing)
1. $39,000–$82,000 per month in ongoing overhead
1. Break-even profitability at best, often a loss once state-mandated indigent patients are factored in

This creates a trap: you know you’re losing patients and revenue by referring out, but the traditional alternative is too expensive and complex to justify. Ambulatory detox is the exit from that trap.

Where Detox Patients Go Today vs. Where They Could Go

	CURRENT PATH
	AMBULATORY DETOX PATH

	Patient needs detox
	Patient needs detox

	Sent to hospital or competing center
	Enters your in-house ambulatory detox

	5-day inpatient stay, secondary withdrawal unresolved
	20–30 day structured protocol, full withdrawal cycle

	Discharged in crisis — 77% never return
	Daily check-ins, stays connected to your team

	You lose $17K–21K+ per patient
	Seamless transition into your residential/IOP/PHP

	You spend $30K replacing them
	You keep the patient and all downstream revenue



Why the Window Is Opening Now
Several market forces are converging that make ambulatory detox more urgent and more viable than it was even two years ago:
1. Hospitals are actively shutting down detox units. Dual-diagnosis patients are too complex for med-surg nursing staff. The liability, the behavioral challenges, and the thin margins are causing hospital administrators to close inpatient detox beds. Every closed bed increases demand for ambulatory alternatives.
1. IOP and day treatment pricing is dropping. Medical-based products hold their value because they are billed at a separate, higher reimbursement level. Ambulatory detox is stable, growing revenue that is not subject to the same downward pressure.
1. Ambulatory detox attracts a better patient population. These are functioning people — they still work, they are still parents, they participate in everyday life. Probably less than 20% have comorbid mental health issues. This is not the complex, high-acuity population that creates operational nightmares in inpatient settings.
1. Demand is growing. Substance use treatment needs are increasing nationally. Centers that build this capability now will be positioned to absorb volume as hospital detox capacity shrinks and referral patterns shift.

The pattern is familiar: dentistry and veterinary clinics that failed to adopt modern technology and systems were acquired by larger, more efficient operators. The same consolidation is beginning in behavioral health. Programs with structured AI-backed infrastructure will be the acquirers, not the acquired.


WHAT 3, 5, OR 10 PATIENTS A WEEK REALLY MEANS
All projections below use a conservative baseline of $425 per day per patient for ambulatory detox. This is not an aspirational number — it is what state programs pay in the Mountain West region. Private insurance and well-funded state programs typically reimburse $400–$850+ per day.

	Patients / Week
	Daily
	Weekly
	Monthly
	Annual

	3 patients
	$1,275
	$8,925
	$38,250
	$465,375

	5 patients
	$2,125
	$14,875
	$63,750
	$775,625

	10 patients
	$4,250
	$29,750
	$127,500
	$1,551,250

	15 patients
	$6,375
	$44,625
	$191,250
	$2,326,875

	20 patients
	$8,500
	$59,500
	$255,000
	$3,102,500



Based on $425/day (state program baseline). Annual = daily rate x 365 days. Does not include dual billing, residential, IOP, or PHP revenue.

These Are Patients You Already See
This revenue does not require new marketing spend or new patient acquisition. In most treatment centers, 10 out of every 20 admissions qualify for ambulatory detox. These patients are already walking through your door — you are simply sending them somewhere else for detox and hoping they come back.

The Dual Billing Upside
After 5–6 days of stabilization in ambulatory detox, patients can enter your residential program while still continuing the detox protocol. Insurance pays both levels of care simultaneously:

	$425/day (ambulatory detox) + $700/day (residential) = $1,125/day combined
Dual billing is not factored into the projections above. It is additional revenue on top of those numbers.



What This Revenue Could Fund
At even the conservative 5-patient-per-week tier ($63,750/month):
1. A full-time clinical hire and additional program expansion
1. Technology and infrastructure upgrades across your operation
1. Marketing investment to grow other service lines
1. Reduced financial pressure on existing programs that are margin-thin

	Net Profit Context
At the ambulatory detox high-end monthly overhead of $15,500, annual operating cost is approximately $186,000. Against $2.3M+ in annual gross revenue at the 15-patient tier, the margin is substantial. Even at 5 patients per week, the overhead-to-revenue ratio is among the best in behavioral health.



Long-Term Aftercare Revenue: Beyond the Detox Episode
The revenue opportunity does not end when the detox protocol completes. The structured aftercare program creates an extended revenue stream:

Phase 1 — Post-Discharge (6–12 months): Patients return 2x per month for monitoring and support. Reimbursement: $200–$285 per visit.
Phase 2 — Long-Term Maintenance (12 additional months): Patients return 1x per month. Same reimbursement range.

For a program running 10 patients per week through detox, the aftercare program creates a compounding base of follow-up patients generating predictable monthly revenue for up to two years after each patient’s detox completion. This is residual income that requires minimal staff time and zero new patient acquisition.

The point is not to memorize the math. It is to recognize how little volume it takes for ambulatory detox to materially change your P&L — and how the revenue compounds over time through aftercare.


THE REAL CONSTRAINT: OPERATIONAL AND BILLING COMPLEXITY
If ambulatory detox is this compelling economically, why isn’t everyone doing it?
Because the clinical model is only half of what makes it work. The other half — the operational infrastructure — is where programs fail.

What a Functioning Ambulatory Detox Line Actually Requires
1. Standard operating procedures for every clinical and administrative role
1. A structured onboarding and training program (clinical, admissions, administrative)
1. Financial dashboards and KPIs that leadership can actually trust
1. Billing oversight: contracted rates vs. actual paid, underpayment tracking, claims aging, SCA management
1. Protocol compliance monitoring: are daily check-ins happening? Are forms being completed?
1. Audit-ready documentation at all times — not just when an auditor shows up

Historically, this operational burden has killed 20–25% of programs that were otherwise ready to launch. The owners wanted to do it. They could afford it. But when they went home and thought about all the tracking, reporting, and billing infrastructure they would need to build and maintain, they walked away.

	This is not a cost objection. It is a capability fear.
The question is not "Can we afford it?" It is "Can we actually run this without breaking the team?"
The AI-backed operating system described in the next section exists specifically to answer that question.




THE MODEL: AMBULATORY DETOX + AI-BACKED OPERATING SYSTEM

6.1  Clinical and Business Model
The ambulatory detox protocol is ASAM-aligned, structured, and designed so that insurance companies not only reimburse it but have actively expressed support for the approach. Unlike typical ambulatory detox programs — which often amount to a patient coming in, getting put on Librium, and being billed $150–$280 per day — this protocol involves daily structured care, detailed clinical documentation, and a 20–30 day engagement window.

Minimum space required: 2 offices (patient consultations and practitioner visits), 1 waiting room, 1 bathroom. Most centers already have this.
Minimum staff required: Part-time doctor, part-time nurse practitioner, part-time RN or LPN, part-time therapist. Start with these minimums and scale up as patient volume grows.

Setup Cost Comparison

	Factor
	Traditional Medical Detox
	Ambulatory Detox

	Setup Cost
	$250,000–$500,000+
	$0–$5,000

	Monthly Overhead
	$39,000–$82,000
	$5,500–$15,500

	Staffing Model
	24/7 nurses + physicians
	Part-time doctor, NP, RN, therapist

	Facility Required
	12+ bed medical-grade facility
	2 offices, waiting room, bathroom

	Equipment
	$50K–$120K+ (oxygen, crash cart, beds)
	Standard office furniture

	Profitability
	Break-even at best
	High margin from month one



Guardian model: Each patient has a guardian — someone who cares about them, administers medication, and attends meetings. This can be a spouse, family member, or professional caregiver. Couples frequently report it helped heal their relationship. Some programs use sober living staff for patients without a natural guardian.
Protocol duration: 15–30 days for opiates and benzodiazepines, 5–7 days for alcohol. The extended protocol is what makes this clinically superior — insurance authorizes only 5 days of inpatient detox, but secondary withdrawals last 2–4 weeks. Patients discharged after 5 days almost never complete treatment.
Patient population: Ambulatory detox attracts functioning people — they still work, they are still parents, they participate in everyday life. They use or drink because of their addiction, but they function. Probably less than 20% have comorbid mental health issues, compared to the complex populations that create operational nightmares in inpatient settings.

6.2  AI-Enhanced Training, Reporting, and Monitoring
This is the layer that makes ambulatory detox sustainable and scalable. It directly addresses the operational capability fear that historically eliminated 20–25% of prospects.

Onboarding: AI-Accelerated Setup
1. AI agents process your existing forms, workflows, and meeting transcripts to draft SOPs, checklists, and dashboards tailored to your operation
1. Structured training modules: 5 clinical, 2 administrative, 2 admissions — all recorded and stored permanently
1. Initial reporting structure and billing views built faster than a human-only process
1. Your team sees a working operating system taking shape in weeks, not months

Ongoing: Live Reporting and Compliance Monitoring
1. Live census and revenue dashboard tracking 60+ KPIs across 6 operational categories
1. Payer performance monitoring: contracted rate vs. actual paid, underpayment flags, claims aging
1. Weekly financial scorecard (32 items, 160-point scale) with automatic rollup to monthly, quarterly, and yearly views
1. Protocol compliance tracking: are daily check-ins happening? Are forms being completed?
1. Audit-ready documentation maintained continuously — if an auditor walks in, the system is the defense
1. Third-party biller monitoring: if you have an outside billing company, the dashboard tracks whether they are doing what they should

	"You don’t have to figure this out. The system does it for you."
Weekly input from your team. Everything else — dashboards, rollups, compliance tracking, billing oversight — happens automatically.



What Makes This AI Infrastructure Different
There is no shortage of companies charging thousands of dollars for “AI consulting” that delivers nothing. We have seen programs pay significant fees for AI integration and receive nothing usable — what one insurance industry contact described as “totally smoke and mirrors.”
This platform is different in three specific ways:
1. Purpose-built for ambulatory detox and behavioral health. This is not a generic AI dashboard applied to healthcare. Every KPI, every SOP template, every scorecard item is designed for the specific workflows of an ambulatory detox operation.
1. HIPAA-compliant AI infrastructure. Patient data never touches public AI tools. We are building private, HIPAA-compliant AI systems that run on your own infrastructure — capable of analyzing patient trends, incident reporting, and profit margin analysis without any data leaving your environment.
1. Replicable across locations. For multi-location operators, the system is built once and replicated to every site. The AI infrastructure, dashboards, SOPs, and training modules transfer without rebuilding. This is the key advantage for enterprise prospects: set it up once, deploy everywhere.

For context: respected business consultants are now charging $500–$10,000 per month for AI-powered dashboard and data systems in other industries. This offering is purpose-built for your specific vertical at a fraction of that cost, included as part of the ambulatory detox implementation.


PROOF: DATA, PROGRAMS, AND THIRD-PARTY VALIDATION

Programs Already Running This Model

Program A — 2+ Years Operating
1. Operational for over two years with high patient volume from an existing day treatment model
1. Dual billing (detox + day treatment) generating strong monthly revenue
1. Hotel partnership for out-of-area patients
1. Revenue-positive from month one

Program B — Launching Now
1. 221 patients currently in treatment at the facility
1. 10+ detox patients starting in week one of the ambulatory line
1. Existing staff and systems in place — implementation under 30 days
1. Projected high monthly revenue based on current census

References available: We can connect you directly with program operators running this model.

Insurance Validation
	"I can share that I have worked with and known Mike Webb for 10 years now and think very highly of both. I am familiar with Mike’s role in establishing and advocating for this level of care. I trust the program he has created. In fact, our insurance company is contracted with an ambulatory detox center that Mike helped set up, and it’s been successful, and we have a great partnership with that center."
— National Insurance Company Executive



Major carriers have provided written confirmation that this protocol is billable and reimbursable at $375–$450 per day. The structured, ASAM-aligned approach — with daily monitoring, detailed documentation, and higher service intensity than typical ambulatory programs — is what differentiates it in the eyes of insurance companies.

Clinical Outcomes
1. 20–30 day engagement vs. 5-day inpatient: patients complete the full withdrawal cycle
1. Structured daily check-ins prevent AMA departures — 98% of AMAs trace back to medical discomfort from incomplete detox
1. Seamless transition into residential, IOP, or PHP: patients already know the staff and facility
1. Secondary withdrawal problem solved: the ambulatory model is the only approach that keeps patients in protocol long enough for full resolution


IMPLEMENTATION ROADMAP
Implementation typically takes 3–4 months from initial assessment to live patients. Faster for well-organized programs with existing staff and infrastructure.

	STEP 1
Assess
Evaluate current program
Review EHR and staff
State licensing check
	STEP 2
Install
Protocols and training
Billing code setup
Dashboard integration
	STEP 3
Launch
Part-time staff begin
AI-assisted onboarding
First patients enrolled
	STEP 4
Optimize
Ongoing support
Billing review cycles
Compliance monitoring



What We Own vs. What You Own

	WE DELIVER
	YOU PROVIDE

	ASAM-aligned clinical protocol and SOPs
	Existing patient volume (minimum regular admissions)

	Complete training program (clinical, admin, admissions)
	Part-time medical team or willingness to hire

	AI-backed reporting and dashboard platform
	2 offices, waiting room, bathroom (existing space)

	Billing setup, code configuration, payer strategy
	State licensing (we assist with applications)

	Ongoing monitoring, optimization, and support
	Weekly scorecard input (one form, once a week)



Readiness Checklist
Use this to self-qualify before requesting a Growth Map Session:
1. Do you currently see patients who need detox before or during treatment?
1. Do you have (or can you hire) a part-time medical team?
1. Do you have 2 offices and a waiting area available (or within your current facility)?
1. Is your state licensing status clear, or are you willing to pursue it?
1. Does your leadership team want to evaluate this within the next 90 days?

If you answered yes to three or more of these, a Growth Map Session will give you a definitive answer on feasibility.


COMMON QUESTIONS

"Is $425/day realistic in our market?"
$425/day is based on state program reimbursement rates in the Mountain West. Private insurance and well-funded state programs typically pay $400–$850+ per day. We use the most conservative government rate as the baseline specifically because no one can argue it is inflated. Your actual reimbursement will likely be higher.

"What about the guardian requirement?"
A guardian is simply someone who cares about the patient: a spouse, family member, or friend who administers medication and comes to meetings. It is not 24/7 surveillance. Couples frequently report the process helped strengthen their relationship. For patients without a natural guardian, sober living staff or professional caregivers can fill the role.

"Does our state require a separate license?"
Licensing requirements vary by state. Some states require a specific ambulatory detox license; others do not. The typical process is: application, 2–3 week response, on-site visit within a month, temporary license for one year. We assist with the licensing process and can advise on your specific state during the Growth Map Session.

"We already have a billing company. Would this conflict?"
It is the opposite of a conflict. Our reporting platform monitors your billing company to make sure they are performing. Many billing companies secure authorization but never negotiate the contracted rate, so the insurance company can underpay without accountability. The dashboard tracks contracted vs. actual paid, flags underpayments, and shows you whether your billing company is leaving money on the table.

"What if this doesn’t pencil out for our program?"
That is exactly what the Growth Map Session is designed to determine. We plug your actual census, your state, and your staffing into the model. If it does not work, we will tell you in the first 15 minutes and end the call. We do not benefit from convincing centers to launch a program that will fail.

"How long before we see revenue?"
Implementation takes 3–4 months. Programs with strong existing patient flow and available staff have seen revenue from month one of launch. The AI-backed onboarding accelerates setup by drafting your SOPs, dashboards, and reporting structures from your existing workflows rather than starting from scratch.


YOUR NEXT STEP: THE AMBULATORY DETOX GROWTH MAP SESSION

Everything in this white paper is context for one question:

"What would an ambulatory detox line look like in my program?"

The Ambulatory Detox Growth Map Session answers that question in 45 minutes. It is not a sales call. It is a working session with your leadership team.

What You Walk Away With
1. Custom 12-month ambulatory detox revenue projection using your actual census, your patient mix, and conservative $425/day assumptions
1. Operational and licensing feasibility check for your specific state, staffing, and facility
1. AI-backed onboarding and reporting stack overview — what the training, dashboards, and monitoring would look like in your operation
1. Clear yes or no on feasibility — no ambiguity, no “let us get back to you”

	RISK REMOVAL
If it doesn’t pencil out, we’ll tell you in the first 15 minutes and end the call.
No pitch. No pressure. No follow-up sequence.
If the numbers don’t work for your program, we would rather you know that immediately than waste anyone’s time.



	REQUEST YOUR AMBULATORY DETOX GROWTH MAP SESSION
Mike Webb  |  B&W Consultants  |  801-679-9266
Robert Randall  |  BH Technology  |  714-698-9919
robert@bhtechnology.org




APPENDICES

A. Glossary of Key Terms

ASAM Criteria: The American Society of Addiction Medicine’s standards for patient assessment and treatment placement. The protocol described in this white paper is aligned to ASAM levels of care.
Ambulatory Detox: Medically supervised detoxification where the patient lives at home and comes to the facility daily for monitoring, medication management, and clinical check-ins.
Dual Billing: Billing for two levels of care simultaneously. In this model, ambulatory detox billing continues while the patient also enters residential treatment after 5–6 days of stabilization.
SCA (Single Case Agreement): A one-time rate agreement negotiated with an insurance company for a specific patient, typically used for out-of-network billing. Must be secured before or on the day of admission.
VOB (Verification of Benefits): The process of confirming a patient’s insurance coverage, deductibles, co-pays, and authorized treatment levels before admission.
Guardian: A responsible person (family member, spouse, friend, or professional caregiver) who supports the patient during ambulatory detox by administering medication and attending meetings.
AMA (Against Medical Advice): When a patient leaves treatment before completion. 98% of AMAs trace back to medical discomfort from incomplete detox.

B. Sample Dashboard KPIs (Partial List)

The reporting platform tracks 60+ KPIs across 6 categories. A representative sample:

	Category
	Sample KPIs

	Revenue & Billing
	Total billed, collected, outstanding, collection rate, avg reimbursement/day, net profit, profit margin

	Billing Audit
	Contracted vs. actual paid (per payer), rate gap, estimated lost revenue, authorization status, SCA tracking

	Patient Payments
	Deductible/co-pay tracking, payment compliance, overdue accounts, payment plan adherence

	Dual Billing
	Patients in overlap window, detox day count, combined daily rate, overlap revenue captured

	Operations & Census
	Active census, new starts, completions, discharges, staff utilization vs. patient volume

	Scorecard (32 Items)
	Admissions process (13), daily financial tracking (6), collections (4), insurance billing (9) — 160-point max



C. Financial Assumptions and Methodology

1. Baseline rate: $425/day — state program (Medicaid) Mountain West reimbursement for ambulatory detox
1. Rate tiers: Minimum $375–$450, Average $400–$475, High Avg $600–$850, Rare $800–$1,000
1. Revenue projections assume 7 days/week billing per active patient
1. Dual billing rate: $425 (detox) + $700 (residential) = $1,125/day, beginning after day 5–6
1. Patient loss statistics: 77% non-return rate is a national average across treatment center referrals
1. $30,000 replacement cost: marketing spend + lost treatment revenue per non-returning patient (sourced from industry research)
1. Monthly overhead ranges reflect minimum to fully-staffed operations for each model
1. All projections are pre-tax, pre-overhead gross revenue unless otherwise noted
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