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ABOUT US
Founded in 2018, the 

Cumberland Heights Research 

Institute has revolutionized 

our approach to patient 

care. Through the seamless 

integration of technology, 

data science, and research 

across our programs, we have 

increased our capacity to 

optimize treatment, educate 

the public, and engage more 

e�ectively with external 

stakeholders.

JOIN US TO HELP 

CREATE CHANGE
There are many ways to 

get involved! Partner with 

our research sta�, apply 

for an internship,  

or become a donor.  

There is more than 

enough room for 

everyone to get involved.

On behalf of Still Waters and Cumberland Heights, I am proud to share the 

2025 Still Waters Annual Outcomes Report. This report represents more than 

data points and benchmarks. It reflects lives reclaimed, resilience restored, 

and our steadfast commitment to delivering high-quality, evidence-based care 

to the men and women entrusted to us.

The decision to enter residential care is rarely an easy one. Many of our 

residents arrive feeling overwhelmed, discouraged, or uncertain about what 

recovery might look like for them. Some come at the encouragement of family 

or trusted professionals. Others arrive after years of struggle. At Still Waters, 

we meet each person with compassion and dignity, recognizing that recovery 

is deeply personal and unique to every individual.

We remain dedicated to evaluating our impact and improving our care. 

Through measurement-based care and ongoing evaluation, we examine 

outcomes thoughtfully and intentionally. This allows us to refine our approach, 

strengthen our programming, and ensure that every resident receives 

individualized care grounded in best practices. For families and loved ones, 

these findings o�er transparency and reassurance. For residents, they serve 

as evidence that meaningful, lasting recovery is possible.

We are grateful for collaborative partners such as NAATP’s Foundation for 

Recovery Science and Education (FoRSE), whose work helps advance the 

science of addiction treatment nationwide. Most importantly, we extend our 

sincere appreciation to the residents, families, and sta� who make this work 

possible each day. Your courage, trust, and commitment inspire everything 

 we do.

Recovery is a courageous journey that requires vulnerability, perseverance, 

and support. This report highlights the progress taking place at Still Waters 

and reinforces our commitment to walking alongside men and women as they 

build lives grounded in healing. 

With gratitude, 

Heath Chitwood
Heath Chitwood 
Executive Director, Still Waters
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SMS MESSAGING 

For follow-up assessments  

post-discharge. This information 

helps us to provide the best  

care possible.

ELECTRONIC HEALTH RECORD 

(EHR) AND PATIENT PORTAL 

For items such as demographics, 

medical history, diagnoses, and 

treatment data.

PATIENT PORTAL 

To track progress 

during treatment.

WHY DO WE MEASURE CHANGE?
At Cumberland Heights, we’re committed to providing the most e�ective care possible. That’s why we 

carefully track progress throughout the treatment journey, including at both Still Waters programs. 

 Think of it like a roadmap – we need to know where we are to figure out the best way forward.

HOW DO WE COLLECT DATA?
To best serve our Still Waters patients, we collect information in the following ways.

We use a system called Measurement-Based Care (MBC). It’s simply a way of using data to guide care. 

We believe this approach is essential for providing the best possible support as individuals navigate 

their path to recovery.

MEASUREMENT BASED CARE

SMS MESSAGING

• Discharge assessment

• Post discharge monitoring

EHR + PATIENT PORTAL

• Intake assessment 

• Progress monitoring 

• Discharge assessment

ADMISSION DISCHARGE 1-YEAR POST DISCHARGE

� SEE WHAT’S WORKING 

By tracking changes in well-being, we can 

identify which treatments are making the 

biggest di�erence.

SET PERSONALIZED GOALS 

Progress data helps tailor treatment 

plans to individual needs and aspirations.

CATCH POTENTIAL SETBACKS EARLY 

Regular check-ins help identify any 

challenges and make adjustments before 

they become larger problems.

IMPROVE OUTCOMES  

Our goal is to empower individuals to 

achieve lasting recovery and a healthier life.

MEASURING PROGRESS HELPS US:
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Patients Served in 2025

Total: 155 Male: 109  Female: 46

Heterosexual Sexual Orientation 

Male: 89.9%  Female: 76.1%

Average
Age

Age 

Range

Total

34.9 ± 11.7

Male

33.5 ± 11.1

Female

38.4 ± 12.4

20-6918-6718-69

Marital Status

Married: 15.5% Single: 72.3% Widowed: 0.7%Divorced: 8.4% Separated: 2.6%

Male Marital Status Female Marital Status

Married: 14.7% 

Separated: 1.8% 

Single: 77.1%

Widowed: 0.0%

Divorced: 5.5%

Married: 17.4% 

Separated: 4.4% 

Single: 60.9%

Widowed: 2.2%

Divorced: 15.2%

Male Female

33.0%

19.6%

Full Time (29%)

Male Female

49.5%

65.2%

Unemployed/Disabled (54.2%)

Male Female

1.8%

0.0%

Student (1.3%)

Male Female

6.5%

0%

Self Employed (4.5%)

Male Female

2.8%

8.7%

Retired (4.5%)

Male Female

3.7%

2.2%

Part Time (3.3%)

Employment Status

Male Female

70.6%

76.1%

Private (72.2%)

Male Female

22.0%

21.7%

Self-Pay (21.9%)

Male Female

1.8%

0.0%

Public (1.3%)

Insurance

Region of Origin

Tennessee

Male: 63.3%

Female: 60.9%

Southeast Region

Male: 30.3%

Female: 30.4%

Midwest Region

Male: 2.8%

Female: 0.0%

South Central Region

Male: 1.8%

Female: 8.7%

Northeast Region

Male: 0.09

Female: 0.0%

West Region

Male: 0.09%

Female: 0.0%

*�With the exception of percentages, all values shown are mean +- standard deviation

DEMOGRAPHIC CHARACTERISTICS

42025© Cumberland Heights Foundation • sudoutcomesnetwork.org



Primary SUD Diagnosis

Alcohol: 34.2%  

M: 34.9%  F: 32.6%

Opioid: 6.5%  

M: 5.5%  F: 8.7%

Stimulant: 8.4%  

M: 8.3%  F: 8.7%

Cannabis: 2.6%  

M: 2.8%  F: 2.2%

Other Psychoactive: 2.6%  

M: 3.7%  F: 0.0%

Sedative/Hypnotic/Anxiolytic: 0.7%  

M: 0.9%  F: 0.0%

Co-Occurring Diagnosis

0%

20%

40%

60%

80%

Male

38.5%

61.4%

Female

41.3%
58.7%

Total

39.4%

60.6%

0%

5%

10%

15%

20%

Depression Anxiety PTSD

14.2%

21.3%

5.8%

NoYes

Length of Stay Based on Program

Discharge Type

AMA: 16.2%  

M: 17.4%  F: 13.0%

Administrative: 1.9%  

M: 1.8%  F: 2.2%

Behavioral: 3.2%  

M: 1.8%  F: 6.5%

Medical: 0.7%  

M: 0.9%  F: 0.0%

Regular: 78.0%  

M: 78.0%  F: 78.3%

199.0

0

40

80

120

160

200

240

280

Work Program

n=21

Transitions

n=22

12-Step Immersion

n=89

Intensive Outpatient

n=23

128.7

25.834.9

Readmission 1-Year Post-Discharge

Total

P
R
O
P
O
R
T
IO

N

R
E
A
D
M
IT
T
E
D

Male Female
0%

5%

10%

6.5%
8.2%

2.2%

*�With the exception of percentages, all values shown are mean +- standard deviation

TREATMENT CHARACTERISTICS
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THE 12 STEP AFFILIATION AND 
PRACTICES SCALE (TSAPS)

INSTRUMENT DESCRIPTION 

The 12 Step A�liation and Practices Scale (TSAPS) is a standardized assessment (21 questions) used to 

measure patient levels of involvement with and endorsement of the 12-step philosophy and practices. 

The TSAPS has demonstrated high internal consistency, sensitivity to change over time, and both 

convergent and predictive validity, making it a reliable measure for evaluating 12-step a�liation among 

individuals with substance use disorders1.

SCORING & INTERPRETATION 

Each question is rated on a 0-4 scale, leading to a total possible score of 0 to 84, with higher scores 

indicating a greater level of a�liation with and practice of the 12-step principles. There are four 

subscales that can be calculated along with the summary score: 1. Relationship with Higher Power (HP): 

average questions 1-8 2. Service & Behavior towards Others (SBO): average questions 9-14 3. Action 

Steps (AS): average questions 15-18 4. Honesty with Self and Others (HSO): average questions 19-21. 

PROGRESS MONITORING

STEP AFFILIATION AND PRACTIVES SCALE (TSAPS) - 

TOTAL SCORE ACROSS TREATMENT

Year 
2025

Admit Month 1 Month 2 Month 3 Month 4

60

65

70

75

T
S

A
P

S
 T

O
T
A

L
 S

C
O

R
E

MONTH OF TREATMENT

Total Score  
Change

18.1% 

INCREASE

Relationship with 
Higher Power

16.1% 

INCREASE

Service & Behavior 
Towards Others

10.3% 

INCREASE

Action  
Steps

40.9% 

INCREASE

Honesty with  
Self and Others

23.1% 

INCREASE
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THE WORLD HEALTH ORGANIZATION 
QUALITY OF LIFE - WHOQOL

PROGRESS MONITORING

The Overall 
Quality of Life 

score showed a 
significant 

37.9% 

INCREASE

Physical Health 
demonstrated a

21.7% 

INCREASE

Psychological 
Health saw a

23.7% 

INCREASE

Social 
Relationships  

grew by

23.7%

Environment 
modestly climbed 

by

17.9% 

INCREASE

INSTRUMENT DESCRIPTION 

The World Health Organization Quality of Life (WHOQOL) is a standardized assessment (26 questions) 

used to measure a patient’s perceived quality of life across four domains: physical health, psychological 

health, social relationships, and environment. The WHOQOL is the abbreviated version of the original 

WHOQOL-100, developed to provide a more practical and time-e�cient tool while maintaining strong 

psychometric properties. The WHOQOL is a shortened version that has demonstrated good internal 

consistency and construct validity and is widely used to assess well-being across diverse cultural and 

clinical populations.1,2

SCORING & INTERPRETATION 

Each question is rated on a 0-4 scale, leading to a total possible score of 0 to 84, with higher scores 

Each question is rated on a 1-5 scale. The four domain scores are scaled in a positive direction with 

higher scores indicating higher quality of life. The WHOQOL-BREF uses a specific transformation  

to convert the raw domain averages (which would be between 1 and 5) into a scale from 0-100.  

This transformation essentially maps the 1-5 scale of the WHOQOL-BREF onto the 0-100 scale, where: 

A raw average of 1 (worst possible) maps to 0 and a raw average of 5 (best possible) maps to 100.

THE TRANSFORMATION IS DONE FOR TWO MAIN REASONS:

1.	 Comparability: It allows the WHOQOL-BREF domain scores to be directly compared to the 

 scores of the longer WHOQOL-100 instrument.

2.	 Ease of Interpretation: A scaled score, often presented on a 0-100, is generally easier to  

interpret in a clinical or research context than raw averages on a 1-5 scale.
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CUMBERLAND 
HEIGHTS AT GLANCE

1ST IN TENNESSEE
As part of our ongoing commitment to quality patient care,  

Cumberland Heights Foundation sought and received the  

American Society of Addiction Medicine’s (ASAM) certification  

for Levels 3.7 (Medically Monitored Inpatient Services) and  

3.5 (Clinically Managed Residential Services) (the first  

provider in Tennessee).

MISSION 

To transform lives, giving 

hope and healing to 

those a�ected by alcohol 

or drug addition

PATIENTS 
On average,  

treating 2,500 patients 

every year

LOCATIONS 

Eighteen (18) 
locations throughout 

Tennessee

EMPLOYEES 

400 employees

TREATMENTS 

Detox, residential, 12-Step immersion, 

extended care, intensive outpatient, 

outpatient, family care, and more

TELEHEALTH 

Intensive outpatient  
and individual 
psychotherapy
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